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EDITORIALS

PROVISIONS FOR NEEDED PHYSICIANS

With the expansion of our Army and Navy to

meet the demands for war service, there was na-

turally a corresponding necessity for induction of

physicians to meet the medical needs of the same

service. The careful and industrious work of the

Procurement and Assignment Service met these

demands with achievements which were executed

with dispatch in all the states, resulting in evacua-

tion of medical men to such an extent as to seem to

place in jeopardy the civilian population in many

instances. It was not long before the general public

sensed this unfortunate dislocation of medical men,

and there followed vigorous demands from many

sources that something be done to provide ade-

quate medical services for the civilian population.

While numerous suggestions for relief were offered,

nothing effectual was determined upon. It was evi-

dent that some authoritative supervision was neces-

sary to alleviate the situation.

The Council of State Governors, with the coop-

eration of various Federal Departments and Agen-

cies and the Department of Justice, has issued a

proposed State Emergency War Powers Act listing

powers in the governors to deal with many meas-

ures for civilian defense. Among these is the pro-

posed Act to meet the emergency presented by the

lack of suitable medical services. It states, “there

are approximately 400 critical areas in the United

States where there is a serious shortage of physi-

cians. In some instances it will be possible to re-

locate physicians within the state where there are

needs for increased medical care. In other instances

it will be necessary to traverse state lines in order to

obtain services of needed physicians.”

To meet this situation, the Council of State Gov-

ernors has prepared a suggested Act that might

be introduced in coming state legislative sessions to

meet this emergency for relocation of physicians,

involving temporary suspension of medical practice

acts with issuing of temporary licenses during the

existence of the emergency. Presumably acts of this

character may be under consideration in our legis-
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lative sessions which meet this month. Unques-

tionably, such an Act will be prepared in such a

manner as to preserve the protection of the public

and the medical profession in accordance with laws

which have been established after long trials and

considerations. The suggested Act is as follows:

Title. It should conform to state requirement. The follow-

ing is a suggestion: “An Act to provide for the temporary

admission to practice of physicians, dentists and registered

nurses to protect the health of the civilian population during

the war emergency p>eriod.”

(Be it enacted * * *)

Section 1 . Statement of Purpose. The legislature finds that

a serious public emergency exists in this State because of the

demands of the armed services for physicians, dentists and

registered nurses and that there is a necessity for coopera-

tion on the part of the State with such federal agencies as

Procurement and Assignment Service for Physicians, Den-

tists and Veterinarians of the War Manpower Commission,

which have been established and are functioning in coopera-

tion with the several States to the end that temporary

relocation of physicians, dentists and registered nurses may
be effected to overcome acute shortages in specific localities

from time to time. Recognizing the existence of such emer-

gency, the Legislature deems it wise, for the protection of

the health and welfare of the people of the State to give to

the Governor or State Defense Council* the power to pro-

vide for the temporary admission to practice in the State of

physicians, dentists and registered nurses licensed as such

outside the State upon conditions and under regulations

prescribed by it, notwithstanding the provisions of law gov-

erning the examination, certification and licensing of out of

State practitioners.

Section 2. Temporary admission to practice medicine, den-

tistry and nursing. To accomplish the purpose set forth in

Section 1, and notwithstanding any inconsistent provision of

law, the Governor or State Defense Council shall have

power, by general regulations or specific order, to direct the

appropriate licensing officers or bodies of the state to issue

temporary emergency certificates to such physicians, den-

tists and registered nurses, licensed as such outside the

State, as the Governor or State Defense Council shall be-

lieve qualified to practice as such in the State during the

emergency. The holder of any such temporary emergency

certificate shall be privileged, during the term specified

therein, unless sooner revoked, to practice his profession

within the State subject, however, to all laws of the State

generally applicable to the practice of such profession and

to such regulations, restrictions, and area limitations as the

Governor or State Defense Council may make or impose as

to them or any of them and their practice within the State.

No license fee shall be required by the State for the issuance

of such certificates or practice thereunder.

Section i. Effective date; Expiration; Termination. There

should be a declaration of emergency in those States wherein

it is necessary or customary precedent to immediate or

premature effectiveness. The emergency and temporary

character of the legislation should be definitely fixed by
this section or in some other explicit manner. Just what
form the provision for automatic or premature expiration

should take is, of course, a matter for determination in each

State.

Substitute any State officer or body or officers and
bodies that the respective States think best.

CALL FOR PHYSICIANS FOR NEW
LOCATIONS

Although various plans and suggestions have been

presented for meeting the demands for medical serv-

ice in localities where the doctors have been in-

ducted into war service, thus producing a dearth of

medical attendance, little of a specific and definite

nature has been offered to supply these urgent needs

that meets the demand for immediate relief. It is

believed that The Procurement and Assignment

Service is best qualified to supply needed doctors in

these neglected areas. The following official and

authoritative request is published for the purpose of

meeting this emergency:

It is of the utmost importance that the Procurement and

Assignment Service for Physicians, Dentists and Veterinar-

ians immediately has the name of any doctor who really is

willing to be dislocated for service, either in industry or in

over-populated areas, and who has not been declared essen-

tial to his present locality. This is necessary if the medical

profession is to be able to meet these needs adequately

and promptly. We urgently request that any physician over

the age of forty-five who wishes to participate in the war

effort send in his name to the State Chairman for the Pro-

curement and Assignment Service in his State.

Frank H. Lahey, M.D.
Chairman, Directing Board.

In order to expedite the accomplishment of this

request, it is suggested that any available physi-

cians communicate promptly with their state chair-

men of Procurement and Assignment Service. For

our three states they are as follows:

Oregon: Wilson Johnston, M.D., State Chairman, Medical

Arts Bldg., Portland.

Washington: Raymond L. Zech, M.D., State Chairman,

629 Medical & Dental Bldg., Seattle.

Idaho: F. M. Cole, M.D., State Chairman, Caldwell.

THE OLD DOCTOR COMES BACK
Once upon a time in the practice of medicine it

was considered that a physician, who had been in

practice for a goodly number of years, had accumu-

lated a fund of wisdom from experience and obser-

vation which was useful not only to himself but for

imparting to others. The elderly practitioner was

wont to aspire to attain the enviable position of

“consulting specialist.” As years passed by, how-

ever, and new methods of diagnosis and practice

arose in confusing amounts, and introduction of

many new drugs revealed new methods of therapy,

the opinion began to prevail that the old doctor

was a back number, that even his experience

counted little in the face of these newer methods of

diagnosis and treatment, with which it was believed

the younger generation of practitioners was acumu-

lating a monopoly and in which the elders were not

versed.
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The sudden eruption of our nation into the holo-

caust of this World War has made an unprecedented

demand upon the medical profession that has large-

ly decimated the younger generation of physicians

I in civil practice. In consequence, the more or less

discarded elderly members of the profession are

appealed to as one of the solutions for protection of

the home front. It has been disclosed that many of

these supposed back numbers have not been un-

mindful of the progress of modern medicine. They

are displaying the qualities of coming back which

are adherent in anyone who has practiced medicine

for many years and accumulated knowledge through

the exercise of his God-given senses that were effi-

cient in medical practice years before the discovery

of many modern procedures which have been sup-

posed to have supplanted the acquirements of

experience.

Evidence of the purpose on the part of these old-

sters to meet present medical emergencies has been

offered by a recent issue of New York State Journal

of Medicine^ which comments on the attendance of

these elderly doctors at medical meetings in that

state. It is asserted that comparisons of attendance

during the past year show that “bald and gray heads

seemingly will carry on to the limit of their ability,

always eager to learn that they may better serve.”

A survey of attendance at medical meetings was

made on the part of practitioners from forty-five

to eighty-four years of age. Compared with the

previous year, different age groups presented in-

creased attendance ranging to as much as 8 per

cent or more. It was stated that between eighty-

five and ninety-four years of age one physician ap-

peared for each year. It is affirmed that “the inter-

est and alertness of those over sixty-five is notable.

They allow no grass to grow under their feet. They
were on deck both this year and last to learn what

was new, and to signify their willingness, even

eagerness, to bear their share of the burden and

heat of the day, and the night, too, if need be.”

With this spirit widespread among the older physi-

cians of our country, there should be no question

that the medical needs of our people will be met
to the best of their ability, and thus they will aid

in helping to supply the urgent demands for effi-

cient medical service, while the younger practition-

ers are engaged in helping to maintain the freedom

of our nation.

1. Editorial. New York State J. Med., 42:2289, Dec. 15,
1942.

IMPENDING LEGISLATIVE SESSIONS

Return of the season for legislative sessions is

always of interest to the medical profession, due to

the fact that bills are commonly introduced for

legislative consideration in all the states, affecting

to a greater or less degree the practice of medicine.

Usually these bills appear under two headings. The

first includes those sponsored by members who have

at heart the welfare of their constituents, animated

by a desire to establish rules and regulations which

they believe will aid in benefitting the health and

welfare of the people. Another class of bills includes

those which often have a sinister purpose concealed,

aiming to promote selfish interests under guise of

benefitting the people of the state.

During recent years energies of many individuals

in all our states have been exerted toward establish-

ing some form of state medicine. Scarcely ever does

a legislative body assemble without introduction of

one or more bills with this object in view. We may
surely depend upon the appearance of such meas-

ures in our Northwestern legislatures which are

beginning their biennial sessions. At the same time

introduction of measures of this nature may be an-

ticipated in the national Congress. At least one

Senator is reported to have asserted that he would

present such a measure.

It is well known by all citizens of our Northwest-

ern states that the medical profession is alive to the

necessity of providing adequate medical services for

low wage earners. This is the basis for the existence

of medical service bureaus which have been estab-

lished to treat this class of patients.

One of the main criticisms of the various schemes

proposed for establishment of state medicine is the

fact that the machinery for carrying out these plans

is usually under control of laymen unfamiliar with

the problems of treating the sick. It is the firm

belief of the medical profession that any plans of

this sort for medical care should be under their con-

trol. This will be an important feature in scanning

any bills of this character introduced for legislative

consideration. The doctors of our states should

familiarize themselves with the beliefs and preju-

dices regarding medical matters of those who are to

serve in their coming legislative sessions.
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A GREAT CHEMICAL VICTORY
Unquestionably, the most devastating and world-

wide disease afflicting mankind is malaria. History

describes defeats of armies and decimation of peo-

ples in the face of this appalling affliction. Prob-

ably no discovery in the past has so much benefited

mankind as the knowledge that derivatives from

cinchona could control and cure this formerly con-

quering disease. Progress of civilization in recent

time has been made possible by possession of qui-

nine. Ability of armies to exist in tropical countries

would have been impossible without abundant

quantities of this drug.

When the Japanese took possession of the Dutch

East Indies, they cut off the world supply of cin-

chona, of which that region has had a practical

monopoly. Fortunately, chemists have been at work

for a number of years to produce a synthetic drug

possessing the qualities of quinine. It has been

stated that German chemists some years ago had

succeeded in this research and produced a synthetic

quinine designated as atabrine. It was claimed that

through the interchange of chemical discoveries the

formula for this preparation was transmitted to

U. S. chemists, but the canny Nazis reserved a vital

feature, without which the effective drug could not

be produced.

The supreme efficiency of American chemists has

been demonstrated by the success of the Winthrop

Chemical Company’s scientists in perfecting the

production of atabrine which possesses all the qual-

ities of quinine to the exclusion of some of the un-

favorable effects which have followed the use of

this drug with some patients. Last month, at a

great meeting of this company at its plant in Rens-

selaer, N. Y., high ranking U. S. officials presened

to it the Army-Navy “E” award for production of

the newest all-American antimalarial atabrine.

It is disclosed that the United States is now pro-

ducing this drug at the rate of 800,000,000 tablets

a year, sufficient to treat 53,000,000 cases of ma-

laria. This represents a major victory for the United

Nations, and is a forecast of the postwar victory,

all to be won in the battle against disease.

As an indication of the aid which atabrine will

prove to be in the progress of civilization, a recent

announcement has described the great western mi-

gration in Brazil for settlement of that huge coun-

try, comparable to the conquest of the West in our

nation a generation or two ago. The chief obstacle

in the jungles of that tropical country is the pres-

ence of malaria. Mention was made of the large

quantities of atabrine which will accompany the

immigrants struggling to settle the great West of

that nation. Thus it is demonstrating in this world

war for maintenance and progress of our civilization

that the greatest obstacles facing final victory may
be overcome by persistent application of scientific

research and ingenuity.

NATIONAL PHYSICIANS COMMITTEE
ACTIVITIES

When the National Physicians Committee was
organized about three years ago, the medical pro-

fession in general looked somewhat askance at it.

Since it was not an offspring of the American

Medical Association, its objectives and authority

did not seem thoroughly established. During this

period, however, its activities and purposes have

been clarified and it has been sponsored by the

American Medical Association, with recommenda-

tion that it receive financial support of the physi-

cians of the country according to their ability. Its

board of directors presents the names of well-known

physicians in various parts of the country who have

the confidence of the medical profession.

Its functions for the most part have consisted of

publicity in an attempt to acquaint the public with

the purposes of American medicine, and the fact

that physicians aim to serve the people and pre-

serve the health and wellbeing of all of them. Its

most recent activity consisted of circularizing some

800 candidates for Congress last July, questioning

them concerning their attitudes on, among other

things, exempting physicians from provisions of the

antitrust laws, whether they favor legislation that

would maintain standards to protect the public in

matters of public health, federal compulsory insur-

ance to provide hospital and medical care in this

country, to entrust to the medical profession the

responsibility of maintaining and improving our sys-

tem of medical service. More than a hundred can-

didates signed the questionnaire, and it is estimated

that more than 300 congressmen have agreed to

support the principles presented in it.

In these days of controversy over all public mat-

ters, including the practice of medicine, physicians,

in behalf of their personal interests and maintenance

of standards of medicine which they hold essential,

ought to endorse and support all efforts put forth to

attain these ends. Not only should information be

imparted to the public by all legitimate methods,

but it is perfectly justifiable to scan any attempt to

influence the opinions of all legislators concerning

these essential medical questions. Those who are

financially able to do so can consider funds well in-

vested which are contributed to the support and

activities of the National Physicians Committee.
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ALCOHOL AND LIVER CIRRHOSIS

The belief has generally prevailed that cirrhosis

of the liver was the result of excessive consumption

of alcohol; in fact, it has been customary in the

presence of this disease to class the victim as a

chronic alcoholic. Yet within recent times cases of

marked cirrhosis have been recognized in abstainers

or consumers of small amounts of alcohol. Within

a few years it has been determined that liver cir-

rhosis may be the result of dietary deficiencies, de-

pending on low protein and high fat diet. It has

been shown that a diffuse type of hepatic cirrhosis

in dogs might result from feeding a high fat diet

without alcohol, and experimental liver cirrhosis

has thus been obtained.

Interesting experiments along this line have been

published by Lowry et aP who employed twenty-

one pairs of rats who were litter mates of the same

sex. The food administered was a low protein, low

choline diet, each rat receiving the same amount.

They were allowed to eat this experimental diet ad

libitum. They were divided into two groups, one of

which drank water and the other twenty per cent

alcohol for their fluid intake. The result was that

eleven of the pairs who drank alcohol developed the

greatest degree of cirrhosis which appeared also in

one of the water drinkers. In another set of experi-

ments with the same diet, it was determined that

each animal had an equal intake of the food. Here

it was found that in ten pairs the alcohol drinkers

had a more marked cirrhosis than those absorbing

only water. The difference was slight in four pairs,

moderate in five and marked in one pair, the water

drinkers showing cirrhosis developing in a much

less degree.

Among the conclusions is the belief that alcohol

acts as a toxic substance on a liver already dam-

aged as a result of dietary deficiencies. Its influence

on the development of liver cirrhosis probably in-

volves a more complex mechanism than direct tox-

icity. Some authors assert that fatty infiltration of

the liver is present in probably seventy-five per cent

of marked alcoholic patients, and this has been fre-

quently observed with cirrhosis. In the above ex-

periments it was clearly demonstrated that alcohol

increases the severity of liver cirrhosis produced in

rats with a deficient diet and this probably prevails

with humans.

1. Lowry, J. V., Ashburn, L. L., Daft, F. S. and Sebrell,
W. H. ; Effect of Alcohol in Experimental Liver Cirrhosis.
Quarterly J. Studies on Alcohol, 3:168-175, Sept., 1942.

PASS THE AMMUNITION
We are reminded every so often that where there is no

vision the people perish. Our vision has occasionally become

very dim even if it has never entirely faded, and this has

usually occurred when the present has seemed most fruit-

ful and the future most promising. It is only when we are

combating adversity that we realize the sweetness of its

uses, and then, for a time, the veil is lifted from our eyes.

A year ago at Christmas time we had embarked on a

common enterprise, each of us sharing the hopes of victory

and risking the dangers of defeat. We were confused and

uncertain then, fearful of our weaknesses and ignorant of our

strength. We knew what we had been spared many of the

miseries of other peoples, but we did not know how long

we might be spared them, or what else the future might

contain. We knew only that a year of giving ground was
in store for us—

a

year of sparring for time before we
had strength to strike back.

Some of our weaknesses have been uncovered, and we
know now that we have strength and courage and initiative

in spite of the soft years that are behind us. We have put

a girdle around the earth, if not, like Puck, in forty min-

utes; our youths are standing to their arms by Greenland’s

icy mountains and on Africa’s golden sands. They are, to

borrow further from the same literary source, basing their

activities on the coral strands of India; and the heathen

who, in his blindness has bowed down to wood and stone,

bows also before the fire of our guns of destiny.

We have celebrated the great pageant of Christianity,

but it was as militant Christians that we observed it. As

we go forth to war, the Son of God goes with us. This year

we will praise the Lord, as usual, but we will also pass the

ammunition .—New England J, Med., 227:1005, Dec. 24,

1942.

STUTTERING HAS BEEN DESCRIBED AS DEVICE
TO PREVENT STUTTERING

Stuttering has been described as a device to prevent stut-
tering, Gertrude E. Chittenden, Iowa City, points out in

Hygeia, The Health Magazine, for January. “This defini-

tion may seem paradoxical at first,” she says. “The stut-
terer does not really stutter on a word; he stutters before
he comes to it. That is, his stuttering is an attempt to keep
from having to say a word that he is afraid to start. He is

stalling. He fills in this period of stalling with repeated
syllables, much as you and I use the prolonged ‘a-a-and-
uh’ device when we are groping for the next word. The
straining and the repititions are reactions by means of

which the stutterer tries to avoid saying the next word.

“You probably would have a hard time getting a stut-

terer to admit this. He would insist that he is trying his

best to say a word, not to avoid saying it. However, objec-
tive evidence points in the other direction . .

.”

Miss Chittenden explains that a fear of words can be
built up if the speaker has at some time or other noticed

a reaction of listeners to his speech that has made him self

conscious about talking.

“Often the parents who are concerned about their chil-

dren’s speech are parents who set up high standards in

general for their children,” she observes. “Perhaps lowering
some of these standards would relieve the child of much
emotional strain. Of course the general physical well-being
of the stutterer should be checked, and any physical defects

should be remedied if possible . .
.”
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ORIGINAL
THE PHYSIOLOGY OF AGING*

A. J. Carlson, Ph.D.

Professor of Physiology, University of Chicago

CHICAGO, ILL.

The science of biology and medicine has not yet

reached the stage when a factual chapter on the

physiology of aging can be written. At the end of

an excellent fifty page review of the chemical

aspects of aging, McCay concluded (1939) that

“almost nothing is known of the biochemistry of

aging.” The physiologist need not be quite so pes-

simistic, but instead of writing on what we do not

know, biochemists and physiologists might be better

employed in research on these important unknowns.

Many age changes in the animal body have been

clearly established. The cause or causes of these

age changes in structure and function are still ob-

scure.

We are not in a position to determine to what

degree the changes in the machinery of the body,

which parallel advancing age, are due to the genetic

constitution of the individual and the species, that

is, to the aging process per se, and how much are

due to the accidents of living, such as faulty diets,

infections, overwork, laziness, gluttony and what

have you. As regards the life span of the species,

plant or animal, undoubtedly the genetic constitu-

tion plays the primary role, for on no other basis

can we account for some species of plants living

only one year or less and other species living several

thousand years. Disease and other accidents of liv-

ing cannot account for such great differences in life

span in plants, nor can it account in my judgment,

for similar differences in the life span in different

species of animals.

There is growing evidence that the hereditary

constitution is also a factor of the life span of in-

dividuals within the species, irrespective of igno-

rance, faulty diets, infections and other accidents

in the life of the individual. This appears also to be

true for the life span of individual organs in the

individual. For while it is true that faulty diets,

infections, etc. may hasten the atrophy of the

ovaries in primates and thus bring on a premature

menopause, that similar accidents and disease may
hasten the loss of elasticity of the lens of the eye, it

Prom the Department of Physiology, University of
Chicago.
As this chapter is written for physicians, familiarity

with the normal physiology of the human adult is as-
sumed, or can be renewed by the aid of any up-to-date
medical textbook of physiology, biochemistry and physi-
ologic pathology.
This paper was prepared primarily as a chapter of the

forthcoming book. Geriatric Medicine, edited by Dr. K. J.

Stieglitz, published by W. B. Saunders Co., Philadelphia.

ARTICLES !

I

is nevertheless true that the life span of these two ;

organs, the primate ovaries and the lens of the eye,

run on the whole such a fairly regular course in the

individuals of the species that an early atrophy of

the ovaries in the female and the relatively early

decrease in and loss of elasticity of the lens can

hardly be accounted for by the accidents and
[

stresses in the life of the individual.

The life span of these two organ systems must be

primarily determined by the physiologic time clock,

perhaps particular genes of the hereditary constitu-

tion. But when we consider the other organ systems
^

of the body, the slowing up of function or the im-

pairment of function is on the whole so gradual (at

least in all cases where the life of the individual is
j

not specifically terminated by overwhelming acci- !

dents in individual organs such as malignant
)

growths, gastric ulcer, pneumonia, tuberculosis, ne- I,

phritis or arteriosclerosis) that it becomes practi-

cally impossible to separate the factors of aging

from those of impairment due to the accidents of

disease.

Of course, the germ cells themselves may be

acted on unfavorably by the accidents and strains

of living, and the poisons of metabolism, even

though the germ cells are not the link in the life

chain of the individual, at least this may be so in «

his case. If this were true in the case of the species,
j

we would have degeneration of species and shorten-

ing of the life span of the species and this would be

a rule instead of the exception. The relative impor-

tance in the life span and in the process of senes-

cence of the genetic constitution as opposed to the

environment is illustrated by the fruit fly, where,

with the identical environment but with experimen-

tally modified genetic constitution, the life span

may vary as much as 400 per cent, the most ex-

tensively modified genetic constitution leading to

the earliest senescence. To be sure, it is a long dis-

tance from the fruit fly to man, and by and large

science has yet been able only to degrade rather

than to strengthen the genetic constitution by ex-

perimental means. Nevertheless, similar factors

probably play a role in the phenomena dimly fore-

shadowed in the life of man, that is, in the rela-

tively long lived and relatively short lived human

families.

If further justification of our primary thesis,

namely, the practical impossibility of separating

the factors of aging per se from the effects of the

accidents of living is needed, we might cite the case
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of many plants in which the tissue degenerations

once thought to be due to aging (that is, to the

I genetic constitutions) seem now to be due to virus

! disease, an injurious factor in living, of which we

i
have at present only the scantiest of information.

,i And in plant seeds, age degeneration seems to be

I, due to progressive chemical changes in the cell

' nuclei, changes which in turn interfere with cell

division and growth.

Unicellular animals are commonly said to be im-

;! mortal. Nevertheless, these lowly cousins do seem

!
to degenerate with age. Again, this degeneration

i appears to be in the physiologically active nucleus,

i
and unless this aged nuclear tissue is replaced by

li the reserve micronucleus, as occurs in conjugation

j

and endomyxis, decline and death of these unicellu-

i lar organisms seem inevitable. This is, in principle,

I
not so different from sexual reproduction and death

I
of the soma or body in the higher plants and ani-

!

mals.
i

I Despite this discursive and disappointing mtro-

;

duction, the following principal age changes in the

[

physiology of man and other animals can be listed,

appearing at different age levels in the individual

and in the organ systems of the individual. The uni-

versality of these age changes, even in individual

persons, whose hereditary constitutions have been

able to meet the accidents of living for one hundred

or more years, renders it highly probable that we

are here dealing with age changes primarily inher-

ent in the constitution of living matter, no matter

how greatly these changes may be speeded up by

the accidents of living.

Progressive age changes, not as yet shown to be

due to specific diseasef:

1. Gradual tissue desiccation.

2. Gradual retardation of cell division, capacity of cell

growth and tissue repair.

3. Gradual retardation in the rate of tissue oxidation

(lowering of the B.M.R.).

4. Cellular atrophy, degeneration, increased cell pigmen-

tation and fatty infiltration.

5. Gradual decrease in tissue elasticity and degenerative

changes in the elastic connective tissue.

6. Decreased speed, strength and endurance of skeletal

neuromuscular reactions.

7. Decreased strength of skeletal muscle.

8. Progressive degeneration and atrophy of the nervous
system, impaired vision, hearing, attention, memory and
mental endurance.

This picture of aging is, in fact, not as dark and

depressing as it seems, for the following reasons:

(1) An efficient mental life is possible, even with

tThese changes are not listed in the order of their
primary significance, for this Is not yet known. Nor does
the list Imply that these are all the changes of senescece.
It Is already evident that aging is a continuous and com-
plex process, some chages starting early, others later in
the life of the individual.

reduced factors of safety. (2) Moderation in all

things, plus competent medical guidance in regard

to the accidents of disease, will tend to prevent un-

due corrosion of specific life links, so that all of

them pass down the hill gradually and in step.

(3) The man or woman who has passed the first

sixty or seventy years in honest toil and persistent

efforts at understanding has accumulated a great

reserve oj wisdom, now at the disposal of the young-

er generation; a reserve of wisdom which antidotes

the stresses and strains induced by the fears, the

vanities, the greeds and the ignorance of the earlier

years. This is true at least up to the point where

the impairment of cerebral function leads to the so-

called “second childhood.” Intensive research on the

many unknowns in the aging processes will some

day enable the science of medicine to greatly delay

this involution. This is not “rejuvenation” either

in the popular or in the medical quack sense. It is

merely better care and better driving oj the living

machine, provided by our growing understanding.

This is the goal oj geriatric medicine.

THE DIGESTIVE SYSTEM

The salivary glands usually show some evidence

in atrophy with advancing years, and competent

investigators have reported definite decrease in sali-

vary volume and in percentage of ptyalin with ad-

vance in age. This is not a vital link in the life span,

since most animals have no ptyalin and we can ade-

quately digest all our food without its aid, the most

important constituent of saliva being the water and

mucin. To what extent the decrease in saliva or the

age changes in the composition of the saliva permit

or favor growth of the aciduric flora of the mouth,

which in turn predispose to caries and enhance de-

generations in teeth and of gums, is still an open

question.

The work of Blumfield and Poland indicates that

from the age of twenty years on, the volume and

acidity of human gastric juice decreases definitely

but gradually, and it is well established that the

incidence of achlorhydria increases with age. Thus

achlorhydria appears in only about 5 per cent of

people under the age of twenty years, while it ap-

pears in 35 per cent in population above the age

of sixty. Again, we must note that the higher inci-

dence of achlorhydria with age may be due to the

accidents of living rather than to the process of

aging. Nevertheless, the existence of achlorhydria

in a child of five and the presence of hydrochloric

acid normally in gastric juice of a person at the age

of one hundred points to an hereditary time clock

in this function of the gastric mucosa as the pri-
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mary factor, no matter how greatly this time clock

may be accelerated by the accidents, ignorance and

follies of living.

It is also well established that the incidence of

pernicious anemia increases with age, indicating in

all probability an aging factor in the gastric com-

ponent or intrinsic factor of red cell formation. The
gastric pepsin factor seems less subject to aging

and to the accidents of living than does the hydro-

chloric acid factor.

On the motor side of the stomach, in the absence

of such diseases as cancer or ulcers, there is little

clear evidence except that dealing with the strength

and rate of contractions of the empty stomach, that

is, the so-called hunger contractions. These do

definitely decrease with age, as shown particularly

in man and dog. The periods of relative motor qui-

escence of the empty stomach are shorter in the

young, become much longer in advancing years, and

the periods of active contractions shorten, and the

contractions themselves become feebler with ad-

vancing years. But this impairment of gastric motor

activity with aging appears to be sufficient to cause

delay of the emptying time of the stomach
;

it is not

significant enough to produce impairment of diges-

tion.

Atrophic gastritis might readily be a chronic

effect of dietary indiscretions if not chronic infec-

tions, such processes wearing out, as it were, the

regenerative or recuperative capacities of the gas-

trointestinal mucosa. However, there is no good

evidence of any gradual increase of atrophic gas-

tritis with age.

In the case of the pancreas, the incidence of dia-

betes increases with advancing years, at least up to

fifty or sixty. The pancreas shows many scars from

accidents and injury of living. Goodpasture has de-

scribed degenerative changes in the pancreas of old

dogs and similar changes have been noted by Allen

and others in postmortem examinations of elderly

people dying from a variety of causes. But we have

no reliable data on deficiency of pancreatic juice or

pancreatic juice enzymes with advancing age un-

complicated by pancreatitis, liver or biliary tract

disease. The fact that in some individuals diabetes

may develop in early childhood, while in other in-

dividuals the hormone mechanism of the pancreas

is able to meet the metabolic need of an individual

one hundred years old, might induce one to conceive

that the failure of this phase of pancreatic function

with increasing age is due to hereditary weakness

rather than to the accidents of living or duration

of life.

While the gross weight of the liver decreases with

age, at least from the fourth to the seventh decade,

the present available liver function tests do not re-

veal any impairment with aging in the absence of

specific liver disease. In fact, the liver of an old dog

appears to be more resistant to the injurious effects

of chloroform than is that of a pup, as is also clearly

the case in the human species. But it is well known

that the incidence of liver pathology increases with

age and there appears to be some decrease in con-

centration of vitamin C in the liver with the ad-

vancing years. Whether or not this is secondary to

decreased absorption of this vitamin from the intes-

tine is not known. The incidence of gallstones in-

creases with age, but the gallbladder, free from dis-

ease, apparently empties normally even in very old

people and very old animals.

There appear to be no reliable data on atrophic

changes in the mucosa and musculature of the

small intestine with advancing age. To be sure,

death from intestinal obstruction increases with ad-

vanced age, but this may be due to adhesions rather

than to weakness in the intestinal musculature.

Atrophy of the colon musculature with advanced

age is uncertain. The motility and absorption in the

colon appears normal in the aged in the absence of

definite colon disease, but diverticulosis of the colon

seems definitely to increase with age from the fourth

decade on. This may indicate atrophy or decreased

tone of the colon musculature or decrease in the

elasticity of the connective tissue layers of the

colon. According to Dr. Ivy, “death in the aged is

apparently only rarely due to the wearing out of the

organs of the digestive system. In the absence of

gastrointestinal cancer or local toxic or infectious

processes, the digestive system seems capable of

functioning beyond the ordinary life span.”

THE CARDIOVASCULAR SYSTEM

Failure of health to the point of death, primarily

due to failure of the cardiovascular system, is

known to increase with age, at least beyond the

fourth or fifth decade of life. At the same time both

cardiac and blood-vascular efficiency may persist in

man to a degree rendering life possible, if not effi-

cient, at the age of one hundred years. But in the

way of comparison, either the hereditary time clock

is shorter or the accidents of living are more serious

in the case of the cardiovascular than of the diges-

tive system. Also, at present, it is somewhat more

difficult to separate purely age factors from acci-

dental disease in the cardiovascular system.

Instead of atrophy with age, there is, with ad-

vancing years, an actual increase both in size and
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I weight of the heart, due in part perhaps to cardiac

incompetency, even when the increased fat in the

hearts of old people is deducted, but this does not

mean increased efficiency; in fact, it may be sec-

ondary to cardiac incompetency. There is decrease

I in the elasticity of the heart valves, and increased

calcium or cholesterol deposits in them. There

is increased thickness of the endocardium, there is

an increase in brown pigment in the muscle cells,

and a dimunition of their cross striation, especially

close to the nuclei.

On the functional sides, cardiac irregularities,

such as premature contractions and auricular fibril-

lations, show a tendency to increase with advancing

years. Cardiac irregularities from hyperthyroidism

are more frequent after the age of forty-five, and,

while this may be an indication of decreased car-

diac reserve, it may also mean an increased inci-

dence of hyperthryoidism beyond that age. There

is a decrease in oxygen consumption in the heart

with advancing years, the heart in this respect

show'ing a parallel with the gradual lowering of the

general basal metabolic rate of the body as a whole.

The electrocardiogram shows lessened voltage and

some slowing of conduction in old people. This prob-

ably indicates some impairment of the conduction

system. On the other hand, there appears to be an

increased sensitivity of the carotid sinus and de-

pressor cardioinhibitory reflex with advancing
years.

Where spasm or atheromatosis of the coronary

arteries intervene, we obviously have the same im-

pairment of the heart as occurs in all other tissues

where the efficiency of the circulation is impaired

by chronic functional spasms of the blood vessels,

or by mechanical narrowing of the lumen and by
decreased elasticity and calcification of the blood

vessel walls.

The old saying that the person is as old as his

arteries is still partly true. There is decreased elas-

ticity of the aorta, decreased elasticity and in-

creased calcification in all arteries in all people

with advancing years. But these aging degenera-

tions or disease factors do not appear to the same
degree in all arteries at the same age in the same
individual, or to the same degree at the same age

in different individuals. So here, again, we are

faced with the problem, how much of these arterial

impairments are due to aging per se, and how
much to the accidents of living. If it should turn

out, as the work of L. R. Dragstedt indicates, that

one main factor in the genesis of arterial sclerosis

is faulty fat metabolism, induced by the deficiency

in a hormone or hormones necessary for normal fat

metabolism, we are well on the road to a partial

understanding and possibly prevention of this well

nigh universal corrosion of a vital link in the life

chain of the individual. Snapper suggests that the

practical absence of meats and milk in dietary of

the people in North China may be a factor in the

low incidence of arterial sclerosis in that popula-

tion. In view of the work of Dragstedt, the overall

low caloric diet in that part of China may be a

more significant element.

Owing to the gradually decreasing arterial elas-

ticity with increasing age, there is a gradual in-

crease in the speed of propagation of the arterial

pulse rate from an average of little over six meters

per second at the age of twenty, to around eight

meters per second at the age of sixty. Parallel with

these changes in the structure and function of the

blood vessels, there is, at least beyond the age of

forty, a gradual increase in the systolic blood pres-

sure even in the absence of so-called essential hy-

pertension and in the absence of an excess rate of

the heart beat. Some investigators have estimated

this rise in systolic blood pressure beyond forty as

around one mm. of mercury per year. This is, of

course, subject to a great deal of individual varia-

tions and to many exceptions, since the systolic

blood pressure depends not solely on the condition

of the arteries, but also on the efficiency of the

heart and on the cardioregulatory reflexes. Judg-

ing from the appearance of the capillaries in the

human skin, there appears to be decreased cellular

tone leading to capillary dilatation with advancing

age. In the kidneys, actual atrophy of the capillary

tufts of the glomeruli with advancing age has been

described.

THE KIDNEYS

The kidneys, like the digestive and the cardio-

vascular system, serve the entire physiologic econ-

omy of the individual, hence serious age impairment

of either necessarily impairs the function of all.

The kidneys show progressive reduction in weight

after the fourth decade. The rat’s kidneys show

progressive involution of the glomeruli after the

fourth month of life. In some fish the glomeruli

disappear entirely in later life, and the renal organ

becomes an aglomerular kidney. The one year old

rat exhibits about fifty per cent reduction in hyper-

trophy of the remaining kidney after extirpation of

the other kidney, as compared to the renal hyper-

trophy of the remaining kidney, following this

operation in rats only thirty days old. McNider
has shown that the kidneys of old animals display
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increased susceptibility to injury by poisons (ether,

chloroform, uranium) and decreased power of re-

generation after such injuries. But whether this

impairment of growth and repair is primarily a

matter of the hereditary renal time clock or aggra-

vated by the accidents of living is an open question.

In the aging individual renal involution or atro-

phy (tubular and glomerular) appears to be

secondary to impairment of renal blood flow due

to structural involution of the renal blood vessels.

But despite such renal histopathology of the aging

man, the kidney usually has sufficient reserve, in

the absence of specific renal disease, to meet the

requirements of the individual at the age of one

hundred years and beyond. It is now well estab-

lished by Goldblatt and others that decreased renal

blood flow initiates functional hypertension of renal

origin.

Is this renal anemia (ischemia) initiated or

merely aggravated by the accidents of living, that

is, is it an unavoidable turn of the renal time clock

of the individual? The fact that some individuals

can reach the age of ninety to one hundred years

without sufficient renal ischemia to induce hyper-

tension would seem to indicate that the accidents

of living are by themselves not a sufficient cause

for this type of renal failure. But it is clear that the

serious affliction of the renal life link, by inducing

chronic hypertension and further impairment of the

circulation, will seriously accelerate the depletion

of reserves in all other organs and not only shorten

the life span but seriously weaken the life of the

aged, years before the death of the individual.

THE NEUROSKELETAL SYSTEM

The gradual slowing and weakening of reflexes

and general body activity in the aging mammal is

so obvious as to be well known both to physicians

and laymen. Decreased functional capacity both

in the nervous tissues and skeletal muscular tissue

seems to be at the base of this gradual decline.

Actual atrophy of the Purkinje cells of the cere-

bellum has been described in the aged and, since

this part of the nervous system is seriously con-

cerned with skeletal muscle tone and coordination

of skeletal muscle contractions, it may be a factor

in the growing muscular weakness of old people,

irrespective of the cause or causes of this atrophy

in the cerebellum.

As regards the cerebrum of aged people, general

atrophy has been described especially in the frontal

and occipital lobes, and actual disappearance of

cells in some of the layers of the cerebral cortex, as

well as pigmentation and fat infiltration of the

nerve cells and actual hyperplasia of the neuroglia

cells. Similar degenerative changes with age occur

in the spinal cord, that is, atrophic pigmentation,

actual loss of cells and degeneration of the axones

of many ventral horn cells. In the case of the brain,

thickening of the meninges occurs with advancing

age, but it is difficult to see how this in any way

should interfere with nervous action or nervous

function.

Recent investigations appear to demonstrate a

very gradual but significant decrease in the myelin-

ated fibers of the dorsal nerve roots with advancing

age. This must be secondary to an atrophy and

death of spinal ganglion cells and is probably the

basis of the reduction in cutaneous and protopathic

sensibility of aged people. The sense of pain seems

to be the least affected by aging. In view of such

evidence of atrophic and degenerative changes in

the central and peripheral nervous system, irre-

spective of the primary cause or causes of these

changes, it is not surprising that neuromuscular

weakness, slowing of the reaction time, decrezised

capacity to learn, etc. are part and parcel of the

physiology of aging. The speed of learning seems,

indeed, to decrease gradually in man from the

fourth decade on. But this handicap of the aged is

on the whole more than made up for in some indi-

viduals by their greater speed of correlation and

evaluation of the new experience.

There is very little evidence of aging changes in

smooth muscle. It seems on the whole to retain

its normal histologic character into advanced old

age. The diminished tone in smooth muscle, as may

be seen in the blood vessels in the gut and the

smooth muscles of the skin and other structures in

old people, may be secondary to the impairment in

the nervous system, indicated above. But not all

the impairment of body motility with age can be

ascribed to degenerative changes in the nervous

system itself because the striated skeletal muscle

system shows fatty infiltration and brown atrophy

with advancing age. The strength of the biceps at

the sixth decade of life is only about fifty per cent

of that at the age of twenty-five to thirty. The

trunk muscles decline in power somewhat slower.

However, the recent investigation by Kubo (1938)

reports little evidence in decrease in muscle strength

and endurance in people that would ordinarily be

called old, that is, people seventy to ninety years

of age. There is some increase in connective tissue

and elastic fibers in the skeletal muscle of old peo-

ple and there is clear evidence of desiccation, that

is, decrease in intracellular fluid. But in this respect
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the skeletal muscle of the aged falls in line with all

the other tissues of the body.

VISION AND HEARING

Because of the accessibility of the organs them-

selves and the availability of quantative tests of

functions, we have more accurate information re-

I

garding the aging changes in the physiology of the

I
eye and the physiology of the ear than is the case

|j

with most of the other systems in the human body.

Vision: In the case of vision, there is a gradual

decrease in visual acuity (central vision), a gradual

narrowing of the visual field, as well as a slowing

of the dark adaptation (peripheral vision), and a

gradually higher threshold for light stimulation in

man past the fourth decade. The narrowing of the

visual field is probably due to the actual degenera-

I tion of the nerve cells, starting in the periphery of

j

the retina. We are not yet in a position to say

j

whether these visual impairments occur independent

of, or are secondary to, impaired retinal circulation.

It is equally well known that the incidence of

cataract increases with age, irresepective of whether

or not the tendency to cataract formation is hered-

itary. Arterial sclerosis would undoubtedly accel-

erate any such hereditary weakness, and so would

certain faulty diets and certain endocrine and other

metabolic disorders.

The gradual decrease of the elasticity of the lens

is another well known and accurately measured

phenomenon of aging man, with the exception that

dimunition in lens elasticity actually starts in child-

hood and practically all lens elasticity is lost before

sixty years of age. The lens continues to grow at

the pheriphery (vertex), and thus approaches

closer and closer to the cornea with advancing

years. At the same time the material at the center

of the lens becomes more dense. Both of these

factors, and the lens swelling from increased water

content, are responsible for the well known phe-

nomenon of so-called “second sight” of people sixty

years of age and beyond. This lens change tends to

counteract the presbyopia, or impairment of accom-

modation, due to the loss to lens elasticity.

Other age changes that may contribute to the

gradual impairment of vision with age are dimin-

ished translucency of the cornea and of the vitreous

humor. It need not be pointed out that the retina,

being actually a lobe of the brain, is necessarily as

seriously impaired by local vascular pathology as

is any other part of the brain. However, because of

the accessibility of the retinal vessels to direct

inspection, we have probably earlier factual infor-

mation regarding such pathology in the retina than

we have in most of the other deep organs of the

body.

Hearing: From the age of about twenty on, there

is a gradual loss of acuity to all tones, but the loss

of sensitivity is greater to the high tones. This de-

terioration of hearing is somewhat greater in the

male, but the degree of retrogression is not predict-

able in chronologic age, as some people at eighty

have no greater auditory impairment than other

normal people at fifty. This impairment of auditory

acuity is present even when tested by bone conduc-

tion. The cause for this decline in auditory acuity

appears to be a gradual but distinct atrophy of the

nerve cells in the basal coil of the cochlea. But

anemia, due to incipient arterial sclerosis, may also

be a factor, since in experimental anoxia, the per-

ception of the high tones goes out first.

We have at present no information regarding

impairment of vestibular reflexes with advancing

years. One would expect such impairment on the

basis of the evidence of age atrophy in the central

nervous system.

THE ENDOCRINE SYSTEM

Gonads: Owing to the relative ease of observa-

tion as well as experimentation and measurements

of such phenomena as menstruation, size and

function of secondary sex characters, libido, sex

behavior, etc., we have the clearest information, at

least regarding the factor of aging, in the case of

the ovaries and testes. In the case of the gonads,

we have the additional phenomenon that, irrespect-

ive of their probable role as hormone producers

during intrauterine life and the preadolescent years,

they are organs that attain their special function

rather late and lose their function rather early in

the life of the individual. It is now certain that the

gonads are not a link in the life chain of the indi-

vidual; their absence does not shorten the life span.

Prolongation of youth, or of life itself, by gonad

hormone therapy is a mirage, a product of wishful

thinking.

The rate of decline of the human ovaries at the

normal menopause may be as speedy as a few

months or may be as prolonged as a few years, this

varying with the individual woman. When ovarian

atrophy appears much earlier than the thirty-fifth

to forty-fifth year, one can usually find specific

disease contributing to such decline, although we

cannot with certainty eliminate specific hereditary

weakness in the constitution of the individual, ex-

cept where destructive tumors or serious impair-

ment of thyroid or pituitary function are clearly

involved. The life span of the testes is longer and
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the decline is more gradual. The hormone produc-

tion mechanism in the testes, the factor involved

in libido and copulation, appears to fail earlier than

the spermatogonia and the sperm producing factors.

At least in the human male, sperm production (not

necessarily normal sperm) has been described up

to, if not beyond, the ninth decade of life. In the

aging human testes, the basement membrane of the

tubules is reported to grow thicker, and the sper-

matagonia chimge or retrogress into the small round

cells seen in the immature testes.

In the case of the interstitial cells, increased

pigmentation has been described in the old testes.

But there is at present no evidence of decrease in

the number of interstitial cells. It is difficult to

interpret the usual decrease in libido and sexual

potency in the aged human male as related to the

gradual atrophy of the testes, in view of the fact

that in some males between twenty and thirty-five,

libido and sexual potency appear to persist to some

degree even after total castration. In other words,

the mental and vasomotor conditioning associated

with the above physiologic processes apparently

can persist in the total absence of the primary con-

ditioning factor, the male hormone.

Increased pigmentation and gradual atrophy of

of the acini of the prostate gland have been de-

scribed in old people and old males of other species,

but there appears to be no decrease in gross size of

the prostate, despite the fact that castration in the

young male leads to atrophy of the prostate and its

adnexa. We are here facing the well known dilemma

in this physiologic system, namely, the dependence

of the prostate on the male hormone during adult

sexual years, the independence of the prostate of

the male hormone during the later decades of life,

and the frequent appearance of actual prostatic

hypertrophy parallel with the decline of the testicu-

lar function in old men.

Thyroid: As regards the other endocrine glands,

we have evidence of some shrinkage in size and of

cellular atrophy in the thyroid in old people and

old animals. Some people have inferred that this is

a factor in the decreased oxidation of tissues with

advancing years, but since the thyroids of youth

and adult life have such large factors of safety or

reserves, we must have more direct evidence than

this for such a far reaching conclusion. So far as we

know, the thyroid gland even of very old people is

capable of meeting the hormone needs of the body,

in the absence of specific thyroid disease or iodine

deficiency in the diet.

Pancreas: In the case of the pancreas and in-

sulin, the evidence of increased histopathology in

the pancreas with advancing years, the fact of in-
|

creased incidence of actual diabetes, at least up to
j

the age of fifty or sixty, as well as the gradual

decrease in sugar tolerance with advancing age, as

evidenced by the glucose tolerance tests, all these r

facts point to some aging in the insulin producing
|

mechanism parallel with the advancing years. The
|

perennial puzzle in this field is the evidence in such

animals as rabbits, guinea pigs and dogs of the
i

great regenerative power of the pancreas, regenera-

tion both of island tissue and the pancreatic juice-
'

producing cells and the apparent absence of such

regenerative power in the pancreas of the human
species, at least in those people whose pancreatic ij

reserves have, through heredity or the accidents of
'

living, been reduced to the point of actual diabetes. ?

But whether we are here dealing primarily with
{

aging or with accidents of living, it is nevertheless
|

a fact that, in some individuals at least, the hor-

mone link of the pancreas may stand the wear and
;

tear of living up to and beyond the age of one
j

hundred years in man, provided the pancreas re-
j

serves have survived or met the needs up to the age i

of fifty or sixty.
|

The work of L. R. Dragstedt and associates on I

'

the second pancreas hormone or hormones (lipo-
j

caic) as a fundamental factor in normal fat meta-

bolism may be a more important element in the

aging processes than is insulin, for fatty degenera-

tion or infiltration of cells and tissues (such as the

blood vessels in sclerosis) seems to be an almost

universal phenomenon in the aging and the very old

animal. We have no information on the requirement

of lipocaic with age, or the ability of the aging pan-

creas to supply this necessary factor.

Pituitary: As regards the pituitary gland, struc-

tural changes have been described in the hypophy-

sis of old animals as well as old people, but in the
’

absence of specific pituitary disease, this endocrine }

gland appears to be remarkably stable at least up •,

to the age of eighty or one hundred years. There is
,

no evidence at present for ascribing the early failure

of the ovaries, the later failure of the testes, and *

the alleged atrophy and hyposecretion of the thy- i

|

roid in advancing years to decreased production of >

the gonadotropic and the thyrotropic hormones
|

respectively.
^

Adrenals: Armchair biologists have found little
'

difficulty in pointing out the almost perfect par-

allel between the symptomatology of aging and

that of impaired adrenal cortical function, such as ^

general asthenia, impaired digestion, increased pig-
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mentation of the skin and low basal metabolic

rate. Thus, one might make out a plausible case

for gradual adrenal-cortical failure as a causative

factor in aging. But the usual arterial hyperten-

sion with advancing age does not fit this picture,

and significant adrenal-cortical failure is always

associated with the disturbance in the balance of

the inorganic salts of the blood plasma, a phe-

nomenon which is absent in old people. There is

at present no evidence that deficiency or excess in

adrenal hormone production is a significant factor

in aging.

Parathyroid: The parathyroid hormone is im-

portant in the physiology of bone and in the regu-

lation of the calcium and phosphorous of the

blood. The latter is usually practically normal in

the old and the very old people. The bones of the

aged are not normal, but obviously we cannot

ascribe bone impairment of the aged to either

hypo- or hyperfunction of the parathyroid glands.

Thymus: The thymus was once classed with the

endocrine glands and it may indeed have some

endocrine function in the fetal and preadolescent

life of man as well as in animals below man (pos-

sibly the birds). But after adolescence or body

maturity, the thymus becomes essentially a lymph

gland. The findings of Rowntree and associates

that injection of thymus extract induces accelerat-

ed growth and precocious sexual maturity in rats

have not been substantiated, and the still earlier

work indicating that the thymus may be necessary

for the life of bone, if not for that of the individual

animal, was long since wiped off the board by the

conclusive work of Park and McClure. Indeed, the

so-called “persistent” thymus was once thought to

be the cause of sudden death.

(To be concluded)

RUPTURED INTERVERTEBRAL DISK
The term “lumbago” is rapidly falling into disuse as a

nondescript designation for ill-defined pains in the lower

spinal region. Unknown as an entity but twelve years ago,

ruptured intervertebral discs are recognized today as the

cause of a remarkably high percentage of hitherto intract-

able and incurable low back pains and sciaticas. Neuro-

surgeons have now precisely defined the symptomatology

and pathology, and perfected an operative technic that

not only relieves but cures virtually all back disorders in

this category .t. 2

The symptoms are low back pain in recurring attacks,

some very severe and disabling, the pain radiating down
the posterior aspect of the legs. An interesting as well as a

diagnostic feature is the intensification of the pain on
sneezing, coughing, and straining of the abdominal mus-
culature. The spine is stiff, relatively immobile, for move-
ments aggravate the pain. Lasegue’s sign is usually positive.

Neurologic manifestations must be carefully sought, as the

•Achilles reflex, and occasionally the knee jerk, may be

diminished or even absent. Sensory disturbances are not

uncommon, consisting of hypoesthesias of a segmental dis-

tribution, and paraesthesias. Previously, contrast media

were used to localize and demonstrate the lesion radiologi-

cally, but this procedure is now deprecated, for extensive

investigations have demonstrated that 96 per cent of these

cases are situated in the region of the fourth and fifth

1. Love, J. G. and Walsh, M. : Arch. Surg. 40:454,
March, 1940.

2. Love, J. G. : J.A.M.A. 113:2029, Dec. 2, 1939.

lumbar vertebrae.^ This significant finding obviates the

necessity for contrast x-ray studies, with the attending

disadvantages. Needless to say, pelvic, rectal, and neigh-

boring osseous pathology must be excluded before a diag-

nosis of ruptured intervertebral disks can be safely made.

The operative technic has been simplified so that the

original bilateral laminectomy has been replaced by a

method in which the neural arch is either preserved or un-

touched, with rare exceptions. After adequate exposure, the

necrotic intervertebral disks, the result of trauma and not

of infection, are curetted. In about 25 per cent of the cases

the necrotic intervertebral disk does not protrude and hence

is not easily visible, but is concealed and must be searched

for and emptied.^ Not all of the pathologic disk need be

gouged out, but free egress for its ultimate protrusion

should be provided, as in the adequate opyening and drain-

age of an abscess. After the operation, a brace should be

worn for three months. Recurrences are unusual after oper-

ation, so that once a cure is attained it may be regarded as

final.

A crippling and disabling ailment is now amenable to

surgical therapy. For those who habitually suffer from

agonizing back pain with sciatic symptoms an avenue of

cure is now opened. As in all disorders that cause disability

and painful inefficiency, the cure of ruptured intervertebral

disks will not only make many persons happy but will also

make them more useful .—-New York State J. M., 42:2197-

2198, Dec. 1, 1942.

3. Sperling, R. G. and Graham, E. G. : Arch. Surg. 40:
375, March, 1940.

4. Dandy, W. E. : Ann. Surg. 115:514, April, 1942.
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HUMAN INFECTION BY PASTEURELLA
PSEUDOTUBERCULOSIS

REPORT OF CASE WITH RECOVERY*

George A. C. Snyder, M.D.
AND

Naomi J. Vogel, B.Sc.

SPOKANE, WASH.

The infrequence but high mortality of human in-

fection by Pasteurella pseudotuberculosis and the

ease with which this organism may be confused with

P. pestis make it desirable to record another in-

stance of this disease. Of additional interest is the

recovery of the patient. So far as we can deter-

mine, this is the second case to be reported from

the state of Washington, the third from the United

States of America. We may have overlooked valid

case reports or rejected some, e. g., the two of Um-
lauft,^ in which the evidence seemed insufficient for

positive identification of the organism concerned.

Recently Machiavello^ mentioned septicemia

caused by P. pseudotuberculosis rodentium, compli-

cating an at}q>ical nonsepticemic multiglandular-

febrile form of plague. An organism probably re-

lated to, but not identical with other examples of

P. pseudotuberculosis recovered from man, was iso-

lated repeatedly by Weltmann and Fischer® from a

case of chronic suppurative otitis media. The organ-

ism reported by Bayer and v. Herrenschwand^ as

Bacillus pseudotuberculosis rodentium, causing

Parinaud’s conjunctivitis, seems to have been P.

turalensis. We regarded the cases reported by

Albrecht,® Lorey,® Saisawa,'^’® Roman,® Neuge-

bauer,^® Topping, Watts and Lillie,^® and Moss and

Battle^® as acceptable.

*From the Department of Pathology, Deaconess Hos-
pital. Read before a meeting of the Pacific Northwest
Society of Pathologists, Portland, Ore., May 16, 1942.
We are greatly indebted to John W. Tpton, M.D., now

serving with the Army, for making this case available
to us.

1. Umlauft, W. : Pseudotuberkulose und Hamochtroma-
tose, Virchows Arch. f. path Anat. 280:18-50, 1931.

2. Macchiavello, A. : Some Epidemiological and Clinical
Features of Plague in Northeastern Brazil, Pub. Health
Rep. 56:1657-1661, Aug. 15, 1941.

3. Weltmann, O. u. Fischer, R. : Nachweis des bakter-
iums der Pseudotuberkulose der Nagetiere in einem Fall
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Ztschrft. f. Hyg. u. Infektionskr. 68:49, 1911.
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schen, Ztscchrft. f. Hyg. u. Infektionskr. 73:353, 1913.

9. Roman, B. : Ueber einen Fall von Bazillarer Pseudo-
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222:53, 1916.

10. Neugebauer, W. : Ein Fall von echter Pseudotuber-
kulose beim Menschen, Med. Klin. 29:420-422, March 24,
1933.

11. Topping, N. H., Watts, C. E. and Lillie, R. D. : Case
of Human Infection with B. pseudotuberculosis rodentium.
Pub. Health Rep. 53:1340-1352, Aug. 5, 1938.

12. Moss, E. S. and Battle, J. D., Jr. : Human Infection
with Pasteurella p.seudotuberculosis rodentium of Pfeiffer,
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CASE REPORT
C. T., a white man 41 years old, working in a tavern

alleged to be infested by rats, at Ritzville, Washington, was

well until about May 16, 1941, when he began to have pain

in the region of the left sacroiliac joint, felt feverish, and
thought he had the “flu.” The fever continued, he had head-

ache and chills, and the pain became severe, radiating down
the back of the left leg to the calf. He denied knowledge

of tick or other insect bite, handling rodents, and other con-

tact with mammals or birds.

On May 23 he was admitted to the Deaconess Hospital,

Spokane. Significant physical findings were: a dry red

pharynx, coated tongue, blowing systolic apical cardiac

murmur, slight tenderness over the left sacroiliac joint,

slight exaggeration of the left patellar reflex over the normal

right one, and a blood pressure of 110/90.

Urinalysis revealed no significant changes. Hematologic

examination showed hemoglobin IS mg./lOO cc., red cells 4.9

millions/cmm., leukocytes 24,000/cmm., with neutrophil

lobocytes 65 per cent, eosinophil lobocytes 2 per cent,

neutrophil rhabdocytes 14 per cent, lymphocytes 17 per

cent, and monocytes 2 per cent. Next day the leukocyte

count was 28,400. Roentgenograms revealed only slight

osteoarthritis of the left sacroiliac joint, slight scoliosis of

the lumbar spine to the left, and haziness of the left psoas

shadow.

On May 25, roentgenograms showed an irregular shadow,

possibly a calculus or an infectious process at the lower

pole of the left kidney. The leukocyte count was 23,000 on
the following day. Serum collected on May 29 failed to

agglutinate Eberthella typhosa (O and H), Salmonella

paratyphi, S. schottmuelleri, P. tularensis, Brucella meliten-

sis-abortus (polyvalent), or Proteus OX-19 antigens. On
May 30, the hemoglobin was 13 Gm., red cells 4.3 millions,

leukocytes 15,500 with neutrophil lobocytes 74 per cent,

neutrophil rhabdocytes 8 per cent, lymphocytes 16 per cent,

and monocytes 2 per cent. Further roentgen examination

of the lumbosacral areas yielded no additional information.

On June 5, against advice and without clinical improve-

ment, the patient left the hospital. While in the hospital

he complained bitterly of pain in his back and left leg, and
suffered headache, weakness, chills, sweating and malaise,

but was not prostrated. His temperature showed irregular

variations between 97° and 104.8° F., paralleled by his

pulse rate which ranged from 60 to 120, and respirations

from 12 to 36. At no time were his liver, spleen or lymph
nodes palpably enlarged or tender, nor did he have jaun-

dice or cutaneous eruption; he denied having any of these

complaints prior to hospitalization. His only gastrointestinal

symptoms were anorexia, moderate abdominal distention

and constipation.

He received sulfathiazole as follows: May 23, 2.0 Gm.,
May 24, 4.0 Gm., May 25 to June 1 inclusive, 1.5 Gm. daily,

and June 2, 1.0 Gm. After leaving the hospital he was again

treated with sulfathiazole; how much he took is unknown.

About June 12, his spiking temperature began to level off,

symptoms subsided, and appetite returned. On July 21, one
day after he had returned to work, no cardiac murmurs
were audible and his only complaint was of slight weakness.

He has remained well so far as is known; it has been im-

possible to obtain further blood specimens from him.

Samples of his blood taken when his temperature reached

104° F. on May 24 and 30, cultures in nutrient broth and in

Kracke’s blood culture medium yielded a pure growth of

an organism which was not agglutinated by immune sera for

agglutinating E. typhosa, S. paratyphi, S. schmottmuelleri,

Shigella dysenteriae, S. parodysenteriae (polyvalent), P.

tularensis or Brucella (polyvalent), but was agglutinated

by the patient’s serum, collected on May 29, completely

to a titer of 1:500 and partially to a titer of 1:1000. This

serum agglutinated one polyvalent P. pestis antigen almost

to 1:10 dilution, but failed to agglutinate some other P.

pestis antigens.
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BACTERIOLOGIC STUDY

The morphology of the organism in initial cultures led

us to suspect that we might be dealing with P. pestis, for

we knew that plague exists in ground squirrels of Eastern

Washington. The similarities between P. pseudotuberculosis

and P. pestis have impressed many writers, and are well

discussed by Wu, Chun, Pollitzer and Wu.’®

Limitations of space permit only a listing of salient find-

ings of our study of the strain of P. pseudotuberculosis

isolated from this case; interested readers are invited to

correspond with us for details. The organism was Gram-

negative, not acid- fast, and did not form spores or capsules

in cultures or in the tissues of experimental animals. In

young cultures it was a somewhat pleomorphic, but gen-

erally coccoid bacillus measuring 0.8 to 1.0 by 1.8 to 3.0 mu,

with bulging sides and deeply staining rounded ends, ap-

pearing singly, in pairs or rarely in short chains. These

forms were morphologically indistinguishable from P.

pestis. In older cultures, especially 72 hour growths on 3

per cent salt agar, there were “involution” forms that

stained uniformly, were long and large, with parallel sides

and rounded, sometimes slightly clubbed ends, forming long

chains frequently intertwined into a loose feltwork. On
transfer of these to new media, coccoid forms reappeared

after incubation. We could not demonstrate motility in

cultures in nutrient broth incubated at 18-20° C., 30° C.,

or 35-37° C. Although Bergey et apt describe P. pseudo-

tuberculosis as motile and others ascribe differential value

to this characteristic, said to be present in cultures incu-

bated at 18-26° C., it is noteworthy that none of the

strains isolated from man have been described as motile.

Broth cultures became uniformly clouded in 24-36 hours,

developing a granular-flocculent precipitate which settled,

leaving a clear supernatant by the sixth day. No pellicles

formed and no stalactites developed in oil-covered broth

tubes. In Brewer’s sodium thioglycollate medium growth

occurred throughout, luxuriant and with formation of a

pellicle at the tip, and sparse at the bottom. Blood agar

was unchanged. On solid media colonies appeared as almost

transparent pinpoints in 24-36 hours, enlarging to 5-8 mm.
in 3 days or so, having entire borders. These were more
opaque, granular and white or buff, with a central papilla

which became circumvallated about the sixth day and de-

veloped radial grooving of the periphery and rosettelike

form with lobate borders about the tenth day. The colonies

showed bluish iridescence.

Ammonia was abundantly produced in twenty-four hours,

catalase positive, methylene-blue reductase positive, gelatin

not liquefied, acetyl methyl carbinol not formed, methyl

red test positive, indol not formed, nitrates reduced in

twenty-four hours, hydrogen sulphite not produced. Acid

but no gas was formed from arabinose, dextrose, galactose,

glycerol, levulose, maltose, mannitol, trehalose and xylose.

Acid was formed initially from rhamnose and salicin but

replaced by alkaline reaction on about the third day. We
could detect no fermentation of dulcitol, erythritol, inositol,

inulin, lactose, raffinose, sucrose or sorbitol. Milk was not

coagulated and became strongly alkaline, even to phenol-

phthalein, after the third day. Litmus milk was almost

completely decolorised after eleven days, with prompt res-

toration of the blue color and copious evolution of gas on
addition of solution of hydrogen peroxide.

Cultures inoculated subcutaneously or intraperitonedly

into guinea pigs, mice and rabbits produced, lesicms- like

those described by other writers, and.^'fr&m •most of the

13. Wu, Lien-Teh, Chun, J. W„ H., JPollitzer, R. and^Wu,
C. V. ; Plague, Manual for MedUcak and Public Health
Workers ; Weisbengshu National ' Quarantine Service,
Shanghai Station Mercury Pre^, -Shanghai, China, 1936.

14. Bergey, D. H., Breed,', R. S., Myrvily
, E, G. £). and

Hitchens, A. P. ; Bergey’s Manual of -Belci'niinatiye j^ap-;
teriology 5th Ed., Williams and WilWns' Cc,, Baltimore,
Maryland, 1939.

animals the organism could be recovered by culture, or the

disease transmitted serially by use of infected spleens as

inocula. Microscopically, the lesions in these animals were

not unlike those seen in tularemia.

DISCUSSION

The descriptions of other writers indicate that in

most of the cases vague prodromal malaise has

been followed by fairly abrupt febrile onset with

headache, pain in back or limbs, chilly sensations

or chills, and occasionally catarrhal or bronchitic

symptoms. The fever is irregular, or “septic” type

and may reach 105° F. Anorexia, abdominal disten-

tion and constipation are frequent, the latter often

replaced by persistent diarrhea. Variable degrees of

leukocytosis or neutrophilia are usual; in one case

there was a leukemoid reaction. Within a few days

after onset, the liver, sometimes the spleen, often

became palpable and tender. Death is usually pre-

ceded by a few days of icterus and stupor. Of the

eight cases, six terminated fatally, four in ten to

twelve days after onset, one in the third week and

one early in the third month. One fatal case was

treated with sulfanilamide in doses too small to

justify conclusions as to its possible efficacy. It

seems that diagnosis may be established relatively

early by blood culture; later in the disease many

of the patients have developed agglutinins in rela-

tively high titers.

The disease in man is characterized by septi-

cemia, effusions into serous cavities, bronchitis, pul-

monary engorgement and edema, fatty and paren-

chymatous degenerative changes in liver, kidneys

and myocardium, and by caseous necrotic foci in

liver, spleen, mesenteric lymph nodes and occa-

sionally elsewhere. Usually the liver and the spleen

are considerably enlarged. In some cases there have

been enteric or colic ulcerations. The fundamental

lesions consist of necrotic centers containing vessels

plugged by bacterial emboli, or remnants of necro-

tic vessels, fibrin, amorphous caseous-necrotic

debris, nuclear fragments and leukocytes, lympho-

cytes or plasma cells, with sometimes a peripheral

zone of epithelioid cells or fibroblasts but no foreign

body giant cells.

How man becomes infected is not definitely

known; some investigators blame ingestion. Exist-

. ,ence of the infection in animals in nature would

seen; to preclude a reservoir as with plague and tu-

laremia: Kaas'^ was unable to transmit the infection

in guinea pigs by using Xenopsylla cheopis as an

experimental vectet. ’

l5. llaa-s. T. H. : Study of Pseudotuberculosis rodentium
Recovered from a Rat, Pub. Health Rep. 53:1033-1038,
June 24, 1938.
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RECTUS HEMORRHAGE SIMULATING
APPENDICITIS*

William B. Hutchinson, M.D.

SEATTLE, WASH.

This condition, although rare, has been reported

some 300 times. It is likely there are many times

that number of unreported cases. During thirty

years of surgical practice and with special interest

in this muscle, Cullen^ saw only five cases. It is

difficult to diagnose and in few instances has the

correct diagnosis been made before operation. It is

often impossible to distinguish from other abdom-

inal conditions.

The cause is often unknown as in the case pre-

sented here, but they fall into three general groups:

(1) persons with normal muscles and blood vessels;

here hemorrhage is essentially a muscular effort,

following a sudden violent movement, cough or

sneeze; (2) persons with diseases or inanition of the

muscles as seen in typhoid, influenza, pendulous ab-

domens and multiparous women; (3) persons with

advanced disease of the blood vessels as elderly

persons with vascular disease.

Anatomic points of interest may be mentioned.

BrddeP has shown that the lower one-third of the

rectus is the most powerful portion and that greater

changes in length occur in this part than in any

other. He found also that extramuscular branches of

the vessels were longer in the lower third to com-

pensate for this excessive change in length. Black

and Stalker^ report that hemorrhages are usually

unilateral and below the level of the umbilicus. One

series reported forty-five on the right, thirty-three

on the left, and only five above the umbilicus. The

epigastric vessels lie on the dorsal surface of the

muscle. The chief bleeding above the fold of Doug-

las is between muscle and postsheath; below the

fold is between muscle and peritoneum.

The causes of rupture as postulated by Brddel

are due essentially to the arrangement of the blood

supply. The inferior epigastric artery supplies a

relatively long portion of the muscle, and in order

to avoid damage to itself by contraction of the

muscular fibers, it assumes a rather isolated course

from the muscle. It gives off branches which run

parallel, but most frequently at an angle of sixty

to ninety degrees to the axis of the muscle bundles.

These arteries end in capillaries which represent

«

minute channels of such caliber as to .ajimi/' only a

'

r I' u *

Read before a meeting- of Seattle, Surgicdl Society,
Seattle, Wash., Oct. 23, 1942.

, ,

1. Cullen, T. S. and Brddel, M. ; Ueslons of the Rectus
Abdominis Muscle Simulating an Acute Intra-abdominal
Condition. Bull. Johns Hopkins Hasp. 61:2,95-315, Nov.,
1937. '

2. Black, B. M. and Stalker, L. K. : Spontaneous ‘Hem
orrhage into Sheath of Rectus Abdominis" Muscle. T'roc.
Staff Meet. Mayo Clin. 15:206-208, March 27, 1940.

few or one red blood cell. They are extremely small

and depend on contraction of the muscular fibers

for emptying. Any obstruction in these channels

leads to impoverishment or devitalization of the

muscle fibers they supply, which in turn result in

their degeneration. This is, perhaps, the forerunner

of a more advanced diseased state of the muscle,

known as Zenker’s degeneration, seen in typhoid

fever and influenza. A few agglutinated cells, a mi-

nute thrombus, stasis following congestion and mus-

cular inactivity or narrowing due to other causes

are factors responsible in producing the capillary

obstruction.

Importance of this condition lies in confusing it

with acute intraabdominal disease. Bulfamonte^

states the usual diagnosis made when hematoma

occurs is ovarian cyst with twisted pedicle; also,

that only nine out of fifty-seven cases were correctly

diagnosed. Onset is usually acute with sharp, severe

pain, but low grade pain may be present for days

before. Tenderness at the site is usually extreme.

Extraperitoneal bleeding causes essentially the

same peritoneal irritation as does intraperitoneal

and as a result nausea and vomiting are not uncom-

mon. Absence of rigidity and tenderness of the ab-

dominal wall adjacent to the tumor, in contradis-

tinction to what would be expected if there were an

intraabdominal lesion, has been mentioned by

Payne^ as an important sign, always pathognomonic

of a lesion of the rectus sheath. This certainly was

not the state of affairs in the case I report.

An indefinite mass is often present and when the

patient places tension on the muscles of the abdom-

inal wall, the mass still remains and cannot be

moved from side to side. The mass may be small

and slow in development or large and quickly devel-

oping, depending on the size of the vessel ruptured.

Treatment. In view of confusion of symptoms

with those of intraabdominal disease and that

bleeding tends to recur, operation is the method of

choice. Simply expel the clot and ligate bleeding

vessel if any is found.

REPORT OF CASE

28-year-old white unmarried male was admitted to the

hospital with the chief complaint of pain in the right lower

quadrant. Past and family histories were not contributory.

He was in perfect health until his pain began ten days

before admission. It began as a dull, steady aching type of

pain which was rather indefinite at first but steadily in-

: creiisei, in ‘severity until at the time of admission it was un-

beairable. The' 'pain came on gradually and was not pre-

ceded by'ahy Att qf sudden violence or injury. He had never

had* anything like \i b<iforp. He W'as nauseated and had vom-

S. Bulfamonte, J. ' Rupture of Rectus Abdominis
Muscle and Associated Lesi/^ns. Pennsylvania M. J. 45:
22<-26,*^Oct..- 1941-.

4^ Prynd. :R.. .U.J Spontaneous Rupture of Superior and
Iiif I iou Epifcaitrii Arteries within Rectus Abdominis
Sheath. Anri. Surg.' 108:757-768, Oct 9, 1938.
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ited several times in the two days prior to admission and

had lost all desire for food. His bowels were regular until

the day before admission, but they had not moved since.

There was no difficulty in voiding, no jaundice and no chills.

No recent illnesses, no history of accident, trauma or hernia.

Physical examination: Temperature 99°, pulse 90, respira-

tion 22. B.P. 130/70. The patient was a normal male about

the stated age, moaning and groaning in bed. His tissues

were slightly dry and he appeared flushed.

The positive findings were all abdominal. His abdomen

was symmetrical but the right lower quadrant did not move
freely on respiration. On palpation one felt a questionable

mass about one inch wide and three to three and a half

inches long, extending in the right rectus from the level of

the umbilicus downward. The entire right lower quadrant

was extremely tender and it was difficult to make out

whether the mass was intra- or extraperitoneal. There was

marked rebound tenderness in this area. Rectal examination

was negative.

Laboratory findings: Urine negative, blood w.a.r. nega-

tive, Hbg. 102, w.b.c. 8200, polys 72 per cent, eosinophiles 1

per cent, monocytes 2 per cent, lymphocytes 25 per cent.

Bleeding time, clotting time and prothrombin level were

normal. (These examinations were carried out during his

convalescence)

.

Diagnosis of acute appendicitis with questionable abscess

was made. He was operated upon the night of admission

under spinal novocaine. A right rectus incision made. On
opening the anterior rectus the above mentioned mass was

found to be old and freshly clotted blood with questionable

bleeding. The blood clots were easily expressed and repre-

sented the rectangular mass that was thought to be felt.

A branch from the inferior epigastric vessels was seen to be

bleeding which was clamped and ligated. The peritoneum,

which was slightly edematous, was opened. The abdomen
was explored and nothing remarkable noted. The appendix

had several adhesions binding it to the mesoappendix and

were removed. The patient had an uneventful postoperative

course and was discharged well on the eleventh postopera-

tive day.

TUBERCULOSIS IN INDUSTRY
Industrial health and tuberculosis in industry are topics

of great concern to all nations at war. Britain, the senior
partner of the United Nations by length of service, was
confronted much earlier than we were by problems arising

from the conversion of peace economy to war production.
The following are from recent British publications:

Information about tuberculous disease or previous treat-

ment at a sanatorium or dispensary should be made com-
pulsory for all persons entering industry. This is the prac-
tice at military boards and there appears no legitimate

reason why this should not be incorporated into the civilian

industrial life of the country. Such a measure would ensure
the control of infection in the interests of the health of
the community. Naturally, such a course will occasion op-
position. It will be argued that this represents an en-
croachment on the freedom of the individual; however,
freedom would be an intolerable institution if it permitted
an individual indiscriminately to infect with disease his

fellow creatures.

—

Bertram Mann, Tubercle, March, 1942.
Factors underlying the increasing incidence of tubercu-

losis are: the background of mental tension and anxiety
due to the war which affects the population as a whole;
overwork, often associated with unaccustomed heavy work,
with long hours; usually with additional voluntary duties

resulting in marked fatigue; the increased exposure to in-

fection from the large numbers absorbed in industry; the
overcrowding now prevailing, which must be regarded as

an important factor in the spread of disease, especially

when associated with “blackout” conditions and the low-
ered standard of nutrition associated with a restricted

dietary.—Sidney Deaner, Chief Tuberculosis Officer, Wor-
cestershire County, England. Jour. Royal Inst. Pub. Health
and Hyg., Oct., 1942.

CURABILITY OF GASTRIC CARCINOMA*
David Metheny, M.D.

SEATTLE, WASH.

In the first eleven months of World War II the

total war casualties for the United States were

about 47,000. This includes not only killed but also

wounded and missing. During this same period in

the continental United States very close to 47,000

citizens have died from gastric carcinoma. Those

who die from cancer of the stomach average sixty-

one years of age, and while many of them may not

be factors of influence in our national life, many

will be men in the prime of their experience and

their loss is of major importance to the community

in which they live. It is not my intention to belittle

the war or its casualties, but the deaths from gas-

tric carcinoma continue year in and year out, and

now during the war with so many younger men

away the percentages of patients with cancer of the

stomach whom we see will increase rather than di-

minish.

There is a personal side to cancer of the stomach.

In Seattle between 1933 and 1939, the six years

when its population was relatively stable, an aver-

age of one hundred and twenty persons a year were

lost from this disease. This means that every third

day some one dies from cancer of the stomach, and

the sad part is that this death is due to starvation

in only one-fifth of the cases. Cancer is still a local

disease in twenty per cent of all people who die

form cancer of the stomach.

Another point of importance is that one adult in

seven dies of cancer. As stomach cancer causes one-

third of all cancer deaths, you can easily count the

number of people in this room who will likely die of

cancer of the stomach.

As surgeons we are primarily interested in pre-

operative and postoperative care, technic, the com-

mon complications and how to avoid them. Some

of the papers on this program are pertinent to this

subject, but I wish to show you a much more im-

portant problem in the cure of stomach cancers. It

sounds so simple I hesitate to mention it. It is

simply that no cancer of the stomach has been

cured without gastric resection. It is, however, a

most practical point, as we will see.

At King County Hospital in Seattle from 1934

to 1939 inclusive, 273 cases were admitted with the

diagnosis of cancer of the stomach. Of these 72.5

per cent were not even explored; 22.5 per cent were

explored and closed without resection. Only twelve

cases or less than 5 per cent had resection and of

Read before the Annual Meeting of North Pacific
Surgical Association, Tacoma, Wash., Nov. 21, 1942.
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these only six survived surgery. ^Only 2.35 per cent

of our 273 patients had a chance of cure.

The next year (1940) the diagnosis of cancer of

the stomach was made forty-two times. Twenty-

two were explored, twelve resected and six survived

surgery. Thus 14.5 per cent of forty-two patients

had a chance of cure. In spite of the high mortality

rate, the attempted cures will compare favorably

with the best clinics as computed by Livingstone

and Pack’^.

In the next eighteen months more conservative

surgery was ordered. There were two operative

fatalites. Of sixty-seven patients with the diagnosis,

only 30 per cent were explored, only 10 per cent

resected, and only 7.5 per cent left the hospital

with an attempted cure, five out of sixty-seven.

The next year was the same. The diagnosis was

made only thirty-four times, only 10 per cent were

explored, only 8 per cent resected. Fortunately the

three patients who were resected survived.

From the foregoing it must be evident that to

1. Livingston, E. M. and Pack, G. T. : End-Results in
the Treatment of Gastric Cancer, Paul B. Hoeber, Inc.,
New York, 1939. The following figures and all general
statistics that are not local to Seattle will be found in
this volume.

cure cancer of the stomach at least 50 per cent of

the patients must be explored. Even doctors some-

times feel that cancr of the stomach is hopeless and

advise against exploration. Next, the surgeon must

be willing to accept a mortality risk. A 50 per cent

mortality in twelve cases is better than 25 per cent

mortality in seven cases, or 0 per cent mortality in

three cases.

The following figures are of interest. They are

taken from Seattle Vital Statistics 1934 to 1939. In

this time 176 cases were operated upon and repre-

sent fatal cases only:

Exploration: 31 per cent died within three weeks. Life

of survivals averaged 91 days.

Palliative operations: 60 per cent died within three weeks.

Life of survivals averaged ninety days.

Gastric resection: 74 p>er cent died within three weeks.

Life of survivals averaged 163 days.

The following figures and general statistics not local to

Seattle were reported by Livingston and Pack.

After successful resection: one-third survive for 3 years,

one-fourth survive for S years, one-fifth survive for 10

years.

If no demonstrable metastases at time of operation, SS

per cent survive for 10 years.

Normal survival without cancer is 66 per cent for 10

years.

LIVER BILE SLEEPS ON

Under the heading, “Liver Bile Sleeps On,” The Journal

of the American Medical Association for December 12 says:

“For years ‘Carter’s Little Liver Pills’ has been advertised

to the public with such claims as the following: ‘WAKE
UP YOUR LIVER BILE—Without Calomel—And You’ll

Jump Out of Bed in the Morning Rarin’ to Go. The liver

should pour 2 pints of bile juice into your bowels every

day ... It takes those good, old Carter’s Little Liver Pills

to get these 2 pints of bile flowing freely to make you

feel “up and up.” ’ Now Ivy, Roback and Stein report a

series of exp>eriments on dogs with the drugs concerned

and they conclude that two pills given intravenously (into

a vein) or two, four and six pills intraduodenally (into

the duodenum or false stomach) ‘exert no cholecystokinetic

and choleretic effect.’ The authors continue, ‘That is, they

do not cause the gallbladder to contract or stimulate the

formation of bile by the liver under conditions which per-

mit the gallbladder and the liver to be stimulated by the

hormones which are normally concerned in causing the

gallbladder to contract and the Uver to secrete.’ These ex-

periments were carefully conducted, well controlled and

meticulously reported; the evidence supporting the authors’

conclusions seems to be quite adequate. The active ingre-

dients involved in Carter’s Little Liver Pills consist of )4

grain of aloes and 62/1,000 grain of podophyllum pier pill.

Now that this evidence regarding the lack of the specific

value claimed for these ingredients is available, the Food

and Drug Administration may concern itself with claims

made in or on the package, and the Federal Trade Com-
mission may give due attention to newspaper and maga-

zine advertisements which either state definitely or imply

that these pills have a choleretic and cholecystokinetic

action. Not many nostrums have been carefully studied by
scientists. Many such nostrums require little, if any, study

to determine that the claims made for them are false or

misleading. The Food and Drug Administration, the Fed-

eral Trade Commission and the Post Office Department

have accomplished much in the protection of the public

against the blandishments of the nostrum promoters. In

this case science assumes an active role in such protection

by developing scientific data concerning a specific product

to refute the promoter’s unwarranted claims.”

REPORT OBSERVATION ON EYE DISEASE

Reporting on observations made on more than 200

patients with epidemic keratoconjunctivitis (inflammation

of the membrane lining the eyelid and the front portion of

the eyeball), the acute inflammatory disease of the eye

which has spread from shipbuilding plants on the West

Coast to the East Coast, Michael J. Hogan, M.D., and

Joseph W. Crawford, M.D., San Francisco, report in the

current issue of War Medicine that: “The disease is most

likely caused by a virus, the nature of which is unknown,

but which may be related to the herpes facialis (fever

blister) group. The condition is not highly infectious . .

.”
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Keira®

OREGON STATE

MEDICAL SOCIETY

U. OF. O. MEDICAL SCHOOL

War settles ever closer over the University of Oregon

Medical School. Time was when this column reported the

new gift of iris bulbs from Dr. Kleinsorge of Silverton or

the rollicking good time the Oregon alumni planned for one

night of postgraduate session. But today everything has the

“war angle” and all signs are that “we ain’t seen nuthin’

yet.”

At this writing the school has not been informed whether

it will be participating in the new Army-Navy educational

program, announced in mid-December. However, Associate

Dean David W. E. Baird is gearing all plans of the school

so that adjustments will be quick and efficient if and when
the Army-Navy orders come.

Under the new plan students wUl be in active service, as-

signed to premedical or medical courses, wearing the uni-

form of the Army and Navy and receiving the pay of a

private or apprentice seaman. The school wUl be maintained

under Army or Navy discipline.

Under the new program reserves will be eliminated and an

active duty cadet type of organization substituted. Reserve

groups already have a large enrollment on the Oregon cam-

pus. Out of 275 students, 240 are now enrolled in Army or

Navy reserves or in the medical R.O.T.C courses. Only

women students and physically disabled are not enrolled in

the reserves. Dr. Baird points out. There are no conscien-

tious objectors. So, something new wUl be added, it appears.

The Procurement and Assignment division and the Coun-

cU on Medical Education and Hospitals of the A.M.A. have

recently announced their policy with regard to residency

programs in the nation. It wUl be recalled that in 1942, hos-

pitals and clinics were asked to reduce the number of resi-

dents by one-half. In 1943 this number must be further

reduced. Those who are appointed will come from:

(1) those physicians barred for physical reasons, (2) pres-

ent interns or residents who are deferred by selective service,

(3) present interns who hold commissions in the Army or

Navy. In this group assignments to residencies will be de-

cidedly limited.

The number of residencies in the United States will have

been reduced from 5000 to 1000 by 1943. The new program
will affect a further reduction in residencies at the Oregon

medical school.

Two-year internships had previously been discontinued,

the period being limited to one year. Allocations to hospitals

and medical schools are now being studied by the procure-

ment division for the period starting July 1, 1943. Resi-

dencies were reduced to two years in length some time ago.

On the Civilian Defense side: Personnel is being added to

the emergency medical program for procurement, training,

assignment and management of lay volunteer personnel

necessary to the operation of the hospital program. Volun-

teers are needed in the hospital for such services as rescue

squads, fire watchers, fire fighters, incendiary bomb control-

lers, ambulance drivers, stretcher bearers, admitting assist-

ants and auxiliary police. These are in addition to the phy-

sician and nurses who serve in voluntary capacities at each

hospital.

On the Campus Side: The board of higher education has

approved the development program for the medical school.

Briefly, the plan provides for planning of the campus, addi-

tional laboratories, an administration building, hospital

wards, dormitory facilities for medical and nursing students,

central heating plant, gymnasium facilities, etc.

On the Brighter Side: Miss Eleanor Baird, superintendent

for Doernbechcer hospital for children, says “thank you” to

everyone who has given generously to the hospital in 1942.

Ralf Couch, hospital sup>erintendent, and the “girls” kept up

the Christmas party tradition: ice cream, cake, gifts, etc.

MEDICAL NOTES

The National Committee on Industrial Medicine is

looking toward the Portland area, watching the progress of

the Committee headed by John H. Fitzgibbon and Richard

B. Adams. A report was in these columns last month but

more work is continuing.

Offices Available. In still uncharted buildings there will

soon be opportunity for several doctors and dentists to open

offices and service the thousands of shipyard workers who
will be occupying the houses being built in Vanport, a set-

tlement on the north border of Portland. The need is great

and the opportunity golden. By carrying on with sincerity

and the best of medical planning an example can be set for

other groups all over the country.

An Immunization Program for diphtheria and smallpox

among children and for smallpox and typhoid among adults

is being planned by the Health Department, using voluntary

services of private physicians.

R. P. Andersen has returned to Slayton to enter private

practice. He entered military service last fall but has since

been placed on the inactive list.

Rotation for Night Calls. Salem doctors have organ-

ized to rotate on night calls, two doctors each night. They
will make such calls as come in for emergencies, for patients

who have no family physicians and for those whose physi-

cian is unable to make such a call.

Be Kind to Doctors Week in Portland was just before

Christmas, December 13-19. Newspaper and radio publicity

was given. The public was urged to cooperate by calling

doctors early in illness to avoid night calls, by going to the

office when possible, thus shortening trips. Also they were

asked to help the hospitals by making shorter visiting hours.
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taking less bouquets to patients, helping feed or wait on

patients, thus relieving the nurses of much running.

Merger of Bureaus. At a stockholders’ meeting, Decem-
ber 22, the Multnomah Medical Service Bureau merged
with the Oregon Physicians’ Service. The report of the com-
mittee which has been working for some time was accepted.

The merging process will take about a year to complete,

but it will save duplication and complications and still give

the workers in the shipyards and other industries protection

and medical care as agreed to in their contracts.

A Pregnancy Survey has been undertaken to assure ex-

pectant mothers of adequate care and a hospital bed when
confinement time arrives.

Hospitals Enlarging. Hospitals in Portland are planning

to expand their facilities by 307 additional beds without new
buildings and with little new equipment. The Isolation Hos-
pital will expand by SO beds.

Donald J. Bourg, recently Health officer of Wasco and
Sherman Counties, has moved to Corvallis to become Health

officer of Benton and Polk Counties.

Ross C. B. Thornton moved from Newport to Redmond
to take over the offices formerly occupied by Raymond F.

Jones.

Harold H. Gillis, formerly of Milton, has opened offices

in Portland, limiting his practice to diseases of the heart.

OBITUARIES

Dr. William O. Manion of Portland died at 80 years of

age. He was born in Vandalia, Illinois in 1860. He graduated

from Iowa University and the Keokuk, Iowa, College of

Physicians and Surgeons in 1886. Before com.ing to Oregon

in 1900, he practiced in Illinois and Kansas. He served in

World War I as captain. He joined the staff of the Veterans

Administration in Tacoma, and in 1928 he was transfered

to the Veterans hospital in Portland, where he served until

his retirement in 1938.

Dr. August Stark, 77 years old, pioneer Albany physi-

cian, died December 4 from effects of a fractured leg re-

ceived November 13 when he was struck by a car. He was
born in Bethel, Mo., in 1865, and came to Oregon in 1884.

He graduated from University of Oregon Medical School

in 1901.

SOCIETY MEETINGS

MULTNOMAH COUNTY MEDICAL SOCIETY

Multnomah County Medical Society held its annual

meeting December 16 at the Benson Hotel, Portland.

The $1.50 assessment for the Medical School library was

voted to be added to all active and junior membership dues

again for the coming year.

To compensate for the refund of dues to those in active

miltary service it was voted to increase both active and

junior dues by $3.00 next year.

The outgoing president, George E. Henton, installed the

following officers after they were duly elected.

President, to replace President-Elect Earl M. Anderson,
now in military service Charles P. Wilson

President-Elect E. E. Gambee
Vice-President Richard B. Adams
Secretary John Raaf
Treasurer Rachel Carleton Sparks

Councilor for unexpired term ending in 1943 to fill va-

cancy created by election of E. E. Gambee as Presi-

dent-Elect Stanley Lamb
Councilors for two-year

Vernon J. Brown
Charles E. Sears

Harry B. Moore
Delegates to the Oregon

Richard B. Adams
Thomas J. Roemer
Thomas S. Saunders
Harry S. Irvine

Paul T. Neely
Wilmot C. Foster

R. A. Bissett

Joseph D. Sternberg

S. H. Sheldon

term ending in 1944:

Martin A. Howard
D. S. Swart
R. Lloyd Tegart

State Medical Society:

Oliver M. Nisbet
Harry B. Moore
Jessie L. Brodie

W. Ronald Frazier

.Arthur D. Pochert
Charles P. Wilson
Noble Wiley Jones
C. C. Booth
William H. Thayer

Dr. Carl M. Peterson of Chicago was the speaker of the

evening. He is Secretary of the Council on Industrial Health

for the American Medical Association. He expressed great

interest in the organization of the O. P. S. and other activi-

ties and organization of medical groups in caring for Port-

land’s war emergency health problems.

The subject of his address was “The Doctor and Wartime

Industrial Medicine.” He said that large industries have for

some time considered the health and safety of workers so

that now small businesses have more “man for man” medi-

cal problems than large ones.

Essential Industrial doctors will not be subject to draft

but the stipulation essential is very rigid. Among other qual-

ifications the doctor must work from forty hours a week to

full time in a war activity, be a specialist, a hygienist or be

over thirty-eight years of age. Those not now in industry

may be dawn from medical women, the over-age group and

those physically unfit for military service. They need special

training and it is often difficult to get this. Occasionally

industries will support a training course but the training is

largely the responsibility of the medical schools which must

provide a laboratory of industrial hygiene and also an in-

dustry to practice in.

Dr. Peterson said, further, that public information must

be increased so that the small employer can see the benefit

of industrial medicine
;
there must be improved education in

medical science; and Institutes on Industrial Health must be

sponsored by state health boards as well as by industry.

Even with specialists in the field, 85 per cent of industrial

care will be given by the private practitioner.

The aim of the committee on Industrial Medicine is to

attain the following objectives: (1) a good physician at the

head; (2) a good nursing service; (3) a hygiene service;

(4) adequate health program with (a) good first aid,

(b) follow up of injuries, (c) good relation with the com-

munity physician; (5) physical supervision; (6) adequate

records; (7) reasonable remuneration to the physician.

JACKSON COUNTY MEDICAL SOCIETY

Jackson County medical society held a meeting December

9, at Medford, with R. E. Green as host. Officers elected

were: William F. Roney, president; C. I. Drummond, vice-

president; and C. W. Lemery, Secretary-treasurer. Col. C.

G. Hotter of Camp White spoke on “The Doctor in the

Army.” It was brought up that Jackson County has one

physician to 2800 persons, which is better than the ratio of

1:4000 in England.
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WOMAN’S AUXILIARY

The Women’s Auxiliary to the Oregon State Medical

Society has started its campaign to collect instruments and

drugs for the Medical and Surgical Relief Committee of

America. The Multnomah County Auxiliary has placed

shopping bags in many of the doctors’ offices for receiving

old instruments and drug samples. These bags will be col-

lected and redistributed.

Civilians have also been asked to contribute anything of

value in the sick room. Several contributions have already

found their way into the large box in the lobby of the

Medical-Dental Bldg, in Portland. We hope other counties

will take up the work now that the project is beginning to

show results. There is great need for drugs and all kinds of

surgical equipment both at home and abroad.

Roberta D. (mrs. george) Saunders,

Chairman Press and Publicity

WASHINGTON STATE

II

FIFTY-FOURTH ANNUAL MEET-

MEDICAL ASSOCIATION
II

ING, SPOKANE, 1943

KNOW YOUR LEGISLATORS

The Public Relations Committee of Washington State

Medical Association suggests that all physicians know their

legislators. With that thought in mind, the entire list of

legislators is herewith presented, including the House and

Senate members.

It is of interest to everyone to have some knowledge of

the personnel of his legislators. While it is known that

many are interested in measures for promotion of public

health and maintenance of most favorable methods for

control of scientific medical practice, it is of sp>ecial interest

to know which of our legislators are associated to a greater

or less extent with the practice of medicine. The following

list includes members who by their occupation are in some
manner connected with medical practice;

Senate
Dr. Donald Black, physician, Port Angeles.
Dr. David C. Cowen, dentist, Spokane.

J. R. Binyon, optometrist, Seattle.

Thomas H. Binz, pharmacist, Dishman.
House

Dr. U. M. Lauman, physician, Randle.
Dr. U. S. Ford, physician, Forks.

Dr. R. William Anderson, dentist, Seattle.

David W. Jones, mortician, Wenatchee.

The Legislature convenes on January 11, 1943. Clip

this list:

HOUSE SENATE
*

District No. 1 [Douglas-Okanogan]

(R) French, Robert M. (D) Miller, Don T.
Okanogan East Wenatchee

(R) Malloy, Frank B.

Waterville
District No. 2 [Stevens]

(D) Hodde, Charles W. (R) Dahl, B. J.
Rt. 2, Colville 303 W. Colville Ave.

(R) Hupp, E. E. Chewelah
Newport

District No. 3 [Spokane, part]

(D) Kehoe, Mrs. Thos. E. (D) Orndorff, W. R.
E. 3107 Olympic E. 71S Sinto
Spokane Spokane

(R) Meenach, T. J.

804 Mansfield
Spokane

District No. 4 [Spokane, part]

(R) Hamblen, Herbert M. (D) Bienz, Thomas H.
E. 711 Plateau Rd. Dishman
Spokane

(R) Ashley, Fred C.

E. 728 9th, Spokane

(D)

(D)

(R)

(R)

(D)

(R)

(D)
(R)

(R)
(R)

(R)

(R)

(R)

(R)

(R)

(R)

(D)

(D)

(R)

(R)

(R)

HOUSE SENATE
District No. 5

Johnston, George H.
Rt. 1, Colbert

Miller, Donald B.

E. 1104 Wellesley

Spokane

District No. 6

Taft, Willard (Duke)
S. 608 Stevens,

Spokane
Zent, Harold (Judge)

S. 1417 Lincoln
Spokane

[Spokane, part]

(D) Murphy, Kebel
Hillyard Station,

Box 6141

Spokane

[Spokane, part]

(R) Warren, Virgil A.
W. 136 24th,

Spokane

District No. 7 [Spokane, part]

Reilly, Edward J. (D) Cowen, Dr. David C.
W. 1717 Sth, Spokane S. 223 Coeur d’Alene

Oldershaw, P. J. Spokane
W. 1123 19th,

Spokane

District No. 8 [Adams-Ferry-Lincoln]

Phillips, David, Lind (R) Robertson, J. H.
Raugust, W. C., Odessa Creston

District No. 9 [Whitman]
Clark, Asa V., Pullman (R) Huntley, Ernest C.
Miller, Fred, Oakesdale St. John

District No. 10 [Asotin-Columbia-Garfield]
Lyman, Tracy W. (R) Baldwin, Chas. M.

Rt. 2, Dayton Pomeroy
Hartung, Henry C.

Rt. 1, Clarkston

District No. 1

1

Loney, Milton R.
341 Newell St.

Walla Walla
Eaton, C. N.

Rt. 3, Waitsburg

[Walla Walla]

(R) Copeland, Henry J.
Mill Creek Rd.
Walla Walla

District No. 12 [Chelan]

Jones, David W. (R) Wall, Harry
21 S. Chelan Ave. Chelan
Wenatchee

Isenhart, John, Chelan

District No. 1 3

Young, R. C. (Brigham)
South Cle Elum

Simpson, J. P.

Ephrata

[Grant-Kittitasl

(D) Hanson, Alfred J.
Rt. 2, Box 59

Cle Elum

District No. 14 [Yakima, part]

Schumann, O. R. (R) McQuesten, G. Dowe
208 S. 28th Ave. 2012 Tieton Dr.
Yakima Yakima

Foster, F. Stuart

614 S. 13th Ave.
Yakima

Shadbolt, Loomis J.
Yakima
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HOUSE SENATE
District No. 15 [Yakima, parti

(R) Judd, L. B. (R) Flanagan, E. J.
Grandview Rt. 1

(R) Woodall, Perry B. Wapato
Rt. 1, Zillah

District No. 16 [Franklin-Klickitat-Skamanial

(R) Christensen, Geo. F. (R) Stinson, Chas. F.

Stevenson 412 Shoshone
(R) Babcock, Lester E. Pasco

1319 Kennewick Ave.
Kennewick

District No. 17 [Clark]

(R) Winder, EUa (D) Ray, Robert R.
414 W. 10th St. 3307 “V” St.

Vancouver Vancouver
(R) McCoy, Austin B.

122 W. 36th St.

Vancouver
(R) Mason, Fred

124 E. 29th St.

Vancouver

District No. 18 [Cowlitz-Wahkiakuml
(D) Hansen, Julia Butler (D) Marsh, Shirley R.

Cathlamet Longview
(D) Van Buskirk, J. K.

813 Harris St.

Kelso

District No. 19 [Pacific and 18 Grays Harbor Precincts]

(D) Tisdale, Clyde V. (R) Gehrman, Agnes M.
33214 First St. 225 14th St.

Raymond Raymond
(D) Fairchild, Art

314 nth St.

Raymond
District No. 20 [Lewis]

(R) Lauman, Dr. U. M. (R) Lee, Virgil R.
Randle Chehalis

(R) Cory, Arthur S.

Chehalis
(R) Thompson, George R.

Chehalis

District No. 21 [Grays Harbor, part]

(D) Twidwell, George (R) Parker, Lester T.
Star Route 1007 Alder Rd.
Montesano Aberdeen

(D) Callow, Arthur L.

1009 Main St. Elma
(D) Winberg, Andrew

no W. Third St.

Aberdeen

District No. 22 [Thurston]

(D) Armstrong, Ralph L. J. (D) Mohler, Carl C.
RFD 4, Box 116 604 E. 12th
Olympia Olympia

(D) Johnson, Levy
1420 E. 5th, Olympia

District No. 23 [Kitsap]

(D) Hanks, C. A. (D) Klinefelter, Chas. L.
Port Orchard Bremerton

(D) Mrs. Gertrude L.

Johnson
Rolling Bay

District No. 24 [Clallam-Jefferson-Mason]
(D) Ford, U. S., M.D. (D) Black, Donald

Forks 1324 E. 2nd
(D) Savage, Charles R. Port Angeles

1620 Division St.

Shelton
(D) Pearson, Francis

216 W. 14th St.

Port Angeles

District No. 25 [Pierce, part]

(D) Montgomery, Tom (D) Schroeder, Ted F.

209 7th Ave. 826 N. Meridian
Puyallup Puyallup

(D) Chervenka, Frank
Sumner

(R)

(R)

(D)

(R)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(D)

(R)

(R)

HOUSE SENATE
District No. 26 [Pierce, part]

Comfort, A. B. (R) McCutcheon, John T.
3615 N. 33rd, Tacoma Steilacoom

Bassett, Arthur H.
1902 N. Prospect
Tacoma

District No. 27 [Pierce, part]

McMonagle, John (D) Malstrom, Kathryn E.
710 S. Eye St. 2034 6th Ave.
Tacoma Tacoma

Ericksen, S. Christian
1248 S. Ainsworth
Tacoma

District No. 28
Rosellini, Hugh J.

309 S. 31st

Tacoma
Meddins, W. C. P.

3827 Tacoma Ave.
Tacoma

[Pierce, part]

(D) Dixon, Gerald G.
(Gerry)
3726 S. Tacoma Ave.
Tacoma

District No. 29 [Pierce, part]

Vane, Z. A.
6014 S. Warner
Tacoma

Erdahl, C. A. (Cliff)

1672 S. 56th St.

Tacoma

(D) Jackson, H. N.
(Barney)
1016 S. 60th
Tacoma

District No. 30 [King, part]

Beierlein, W. J. (D) Neal, M. T.
115 K St. S. E. Des Moines
Auburn

Hofmeister, Louis E.
1048 Pioneer
Enumclaw

District No. 31 [King, part]

Watkins, James E. (D) Todd, John N.
426 MiU St. Box 212
Renton Mercer Island

Harman, Emma Taylor
Rt. 2, Box 690
Renton

District No. 32 [King, part]

Smith, Mrs. Jurie B. (R) Davison, W. Ward
4711 2nd Ave. N. E. 4214 Burke Ave.
Seattle Seattle

Murphy, Richard H.
4014 Brooklyn Ave.
Seattle

District No
Armstrong, H. C.

1324 Lakeside S.

Seattle

O’Brien, John L.

4209 Findlay St.

Seattle

District No. 34 [King, part]

Hall, H. D. (D) Thomas, Paul G.
5656 40th S. W. 4203 W. Walker
Seattle Seattle

Testu, Jeannette
2138 41st S. W.
Seattle

District No. 35 [King, part]

Riley, Edward F. (D) Rabbitt, Thos. C.
60S Spring St. 1018 James St.

Seattle Seattle

Pennock, Wm. J.

909 4th Ave.
Seattle

District No. 36 [King, part]

Custer, John M. (R) Zednick, Victor
2533 9th West 1611 6th West
Seattle Seattle

Anderson, B. Roy
1508 8th West
Seattle

. 33 [King, part]

(D) Rosellini, .Albert D.
407 3Sth S.

Seattle
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I HOUSE SENATE
District No. 37 [King, parti

I

(D) Hurley, George S. (D) Henehan, Kevin

309J4 Summit N. 1415 37th

Seattle Seattle

)
(D) Anderson, Dr. R. Wm.

414 16th North
Seattle

District No. 38 [Snohomish, part, and Island, part,

;i except Camano Island]

)' (D) Pitt, Chart (D) Bargreen, Howard S.

j

Sth St., Mukilteo 2821 Rucker Ave.
|i (D) Dore, Ernest A. Everett

I;
3017 Colby Ave.
Everett

,

(D) Drange, Olav

j

Pinehurst

I

District No. 39 [Snohomish, part, and Island, parti

j

(D) Bernethy, Robert (D) Reardon, Keiron W.
Sultan 221 N. Madison St.

(D) Behm, Georgiana Monroe

I

Rt. 2, Box 392

I

Everett

District No. 40 [San Juan-Skagitl

I

(D) Martin, Fred J.

Rockport

,

(R) Sisson, Grant C.

I

Rt. 2, Mt. Vernon
(D) Welts, ^chard

I

RFD 5, Mt. Vernon
District No. 41

(R) Lennart, E. W.
Rt. 1, Everson

(D) Atwood, R. C.

RFD 1, Bellingham
District No. 42

(D) Nunamaker, Homer

II

701 11th St.

Bellingham

1

(D) Willoughby, Percy

:
1230 Indian St.

Bellingham
District No. 43 [King, parti

j
(R) Kinnear, Roy J. (R) Dawson, W. C.

1809 Parkside Dr. 3419 E. Laurelhurst

I Seattle Dr., Seattle

(R) Harley, Clinton S.

4802 E. 39th

Seattle

District No. 44 [King, parti

(D) Goucher, John A. (D) Forbus, Lady Willie

2615 W. 73rd St. 2580 Magnolia Blvd.

Seattle Seattle

(D) Vinje, Conrad B.

10045 13th N. W.
Seattle

District No. 45 [King, parti

(D) Underwood, Donald L. (D) McDonald, Robert T.

1123 North 78th 5712 E. Greenlake Way
Seattle Seattle

(D) Gallagher, Michael
8045 Burke
Seattle

District No. 46 [King, part]

(R) Turner, Theodore S. (D) Binyon, Dr. J. R.
1317 East 63rd Rt. 2, Box 616
Seattle Kirkland

(R) Cramer, Henry W.
5038 16th N. E.
Seattle

BIRTH CERTIFICATES

The State Department of Health has asked the state

medical association to cooperate with it in urging physicians

to register birth certificates. This holds particularly true

during these times of national emergency, when it is found

that thousands of citizens have been unable to obtain their

birth certificates because of the failure of the early day

physician to register the birth.

The Department has stated that a limited number of

physicians have arbitrarily refused to cooperate in filing

birth certificates and points out that under the law they

are open to severe criticism. In a limited number of in-

stances, however, physicians have felt that they did not

care to complete a birth certificate and submit it to the

Department for registration. Their hesitancy in this con-

nection is understandable in the instance where the phys-

ician may not have a record of the birth and his attendance

at same, and where he may feel that the person needing the

certificate is endeavoring to follow an irregular procedure.

Under such circumstances the physician is justified in faiUng

to complete a registration of birth if he has no record to

refer to. The physician also has the right to require the

applicant to give reasonable proof that a birth certificate

has not previously been filed and on record, either with the

county auditor’s office, if the birth was prior to 1907, or

with the State Department of Health.

The Department points out that a person without a birth

certificate may obtain same by (1) going to the physician

who was in attendance at birth and requesting him to

complete such a certificate or (2) resorting to court pro-

cedure for registration of birth.

STATE DEPARTMENT OF HEALTH

SUMMARIZING HIGHLIGHTS OF 1942

Local Health Department Development
By reason of war necessity and urgency:

1. Full-time Health Department established in Kitsap

County at Bremerton.

2. Full-time Health Department established in Lewis

County at Chehalis.

3. Full-time Health Department established for Benton

and Franklin counties as a part of the health district of

Walla Walla, Benton and Franklin counties and the city of

Walla Walla.

4. Full-time health department established for Jefferson

County as a part of the Olympic Health District
;
composed

of Clallam and Jefferson counties and the city of Port

•Angeles.

Venereal Disease Control

Through cooperation of the United States Public Health

Service, local health departments and law enforcement

agencies, the Governor’s office, the Army and Navy and
others that which was formerly the major source of spread

of venereal diseases has been effectively suppressed. The
anticipated increase of venereal infections among the mili-

tary forces did not develop.

Industrial Hygiene
In October, with the support and cooperation of the

United States Public Health Service this Department estab-

lished a Division of Industrial Hygiene which has devel-

oped a program of effective industrial hygiene.

Incidental Activities

The department has been responsible for the following

in Civilian Defense: (1) State promotion of Emergency
Medical Service, (2) State promotion of Emergency Water
Supply Program.

The above does not represent a totally comprehensive

list, but is suggestive of the more important accomplish-

ments for 1942.

(R) Egbert, Emmet E.

Burlington

[VtMiatcom, part]

(D) Edwards, A. E.

Star Route
Deming

[Whatcom, parti

(R) Binzer, Harry A.

701 16th St.

Bellingham
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MEDICAL NOTES

Largest Indian Hospital. The newly completed Cushman

Hospital, adjacent to the city of Tacoma, is the largest

Indian institution in the country. Built as enlargement of

the old hospital, it has been completed by the government

at a cost of a million dollars. Built by the Department of

the Interior, it stands six stories high and contains 350

beds, with all modern facilities with surgical, medical, ob-

stetric, tuberculous and roentgen equipment. Its patients

wOl be received from Indian tribes in Washington, Oregon,

Idaho, Montana, northern California and Alaska. For-

merly, this was a combination hospital and Indian school

for reservations covering the major part of Pierce and
King counties. It now includes thirty-eight acres with a

history attractive to anyone interested in Indian lore,

carrying out terms of Indian treaty rights dating back to

18SS. Dr. Jesse H. Hendry is staff superintendent.

Hospital Addition Purchased. Sacred Heart Hospital

of Spokane has purchased the Rockwood Clinic which was
owned and conducted by W. W. Robinson who has gone

into army service. The building and former Robinson resi-

dence will be used as resident halls for student nurses.

New Wing for Tuberculosis Sanatorium. Oakhurst

Tuberculosis Sanatorium at Elma has been enlarged by

construction of a wing which was dedicated November 8.

This will increase the capacity of the institution to 110

beds, providing modern x-ray and laboratory equipment.

Improvements on the old building, together with the new
construction, new equipment and furnishings, make a total

cost of about $200,000.

Hospital Under New Management. The Bureau of

Reclamation has announced that the Mason City Hospital

will be operated under a partnership staff consisting of

Wallace C. Shearer, Richard H. Humphreys and Duncan
Nielson, who have taken over the hospital from the gov-
ernment under a five-year lease. The Grand Coulee Clinic,

which these doctors have operated for the past three years,

has been closed and equipment moved to the new hospital.

Hospital Addition Approved. Approval has been re-

ceived from Washington, D. C. for an addition to St.

Joseph’s Hospital at Chewelah. Two stories will be built to

match the existing structure. Plans include a new labora-

tory, small wards and private rooms, dining hall and other

necessary constructions.

Increased Fund for Hospital. The federal government

grant for construction of a new hospital at Bremerton has

been increased by $350,000. This will raise the total cost

of the hospital to $750,000. Provision is made for a 106-

bed institution of two stories, brick and frame construction.

It will have two surgeries, two obstetric delivery rooms and

a nurses’ home to accomodate forty persons.

Legislature to Determine Hospital Fund. Whether

King County can provide $200,000 to match the federal

provision of $600,000 for an addition to King County

Hospital, must be determined by the legislature, according

to a reported opinion of Gov. Arthur B. Langlie. The at-

torney general’s office is authority for the statement that

the State Social Security funds cannot be used for this

purpose unless specifically allocated by the legislature.

Bids Called for Hospital Addition. Bids have been
called for construction of an addition to Clark General

Hospital, Vancouver, to cost $300,000 allotted by Federal

Works Agency. It will provide for 150 beds, new surgery,

kitchen, dining room and other necessities.

Hospital to be Enlarged. After several months study

by federal and state agencies, St. Peter’s Hospital in Olym-
pia will be more than doubled by construction of a nurses’

home and provision for new hospital equipment with funds

provided by the Federal Works Agency. The cost will be

about $125,000.

Renton Hospital Assured. The long discussed 100-bed

hospital to be built with federal government funds at

Renton is declared to be a certainty. The county commis-
sioners and architects are engaged in determining its loca-

tion.

County Medical Director. Robert H. Fishback has

been appointed medical director of Lewis-Pacific Counties

Health Department. After graduation in medicine he served

in the United States Public Health Service in Hawaii, where
he was stationed at Pearl Harbor until outbreak of the war.

Lady Health Officer. Dr. Elizabeth Gunn of Omak has

been appointed Okanogan County health officer to con-

tinue the unexpired term of G. E. Stevens who has gone

into military service.

City Board of Health Established. The City Council

of Bremerton has established a city board of health which

consists of three members of the Council and two physicians

appointed by the mayor, which will have jurisdiction in

matters affecting public health and sanitation.

Appointed Health Officer. F. M. Petrie of Toppenish

has been appointed health officer to replace Dr. Meagher

who has gone into military service.

Lumen S. Roach, formerly of Kalama, has located for

practice in Vancouver, to help supply the needed doctors in

that growing area.

R. L. Bailey has moved from Sedro Woolley to Bremer-

ton, where he will engage in private practice.

L. R. Redner, formerly of Twin Falls, Idaho, has opened

offices for practice at Pasco.

Harold V. Larson of Poulsbo has taken charge of the

McCormick Hospital at Port Gamble.

OBITUARIES

Dr. George S. McCarty of Walla Walla, aged 60 years,

died November 19 after a prolonged illness. He was a native

of Georgia, having been born at Sanderville in 1882. He
obtained his medical degree at the University of Maryland,

Baltimore, in 1908, and practiced at Sanderville until the

outbreak of World War I in which he was appointed Lieu-

tenant in March, 1917. He continued in the army medical

corps until 1920, when he was commissioned in the United

States Public Health Service. He came to Walla Walla in

1936 as a member of the U. S. Veterans Hospital staff, being

attached to the tuberculosis service.

Dr. Edwin Van Patten, of Dayton, aged 87 years, died

November 26, after several months illness. He was born in

1855 near Springfield, 111. He came to Sherman County,

Oregon, in 1880 after he had obtained a bachelor of phil-

osophy degree from Lincoln University. In 1881 he re-

turned to Rush Medical College where he graduated in
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1883. Then he located in Dayton, where he continued in

practice until ten years ago when he retired. He was one

of the best known physicians and citizens in that part of

the state, participating in many private and public enter-

j

prises.

I Dr. Volney T. Boaz of Manson, aged 81 years, died Nov-

I

ember 19. He was born in Franklin, Kentucky, in 1861, and

I served in the hospital corps in the Spanish-American war.

I He obtained his medical degree from Baltimore Medical

I

College in 189S, and began practice in Girard, Kansas. In

1921 he located at Manson, where he practiced medicine and

also operated an apple orchard.

Dr. Henry Storgaard of Seattle, 49 years of age, died

November 7 after a short illness. He was born in Rockford,

Illinois, in 1892, and came to the Pacific Northwest with

his family in 1904. He graduated from Chicago Medical

School in 1916. He was in the United States Public Health

service for many years. For several years he was Yakima

County health officer. At the time of his death he was as-

sitant King County health officer.

Dr. W. Lawrence Gray of Seattle died November 12. He
was born in Centerville, Tennessee, and obtained his medical

degree from Vanderbilt University School of Medicine in

1901. He came to Seattle in 1902, where he practiced as an

eye, ear, nose and throat specialist until his death.

Dr. Charles S. Noble of Seattle, aged 67 years, died

November IS from disease of the heart. He graduated from

New York University Medical College in 1896. He located

for practice in Seattle about 1912. During World War I he

served overseas in the Medical Corps.

Dr. Knut Kyvig of Poulsbo died in a hospital at Brem-

erton October 27, aged 75 years. He obtained his medical

degree from the College of Physicians and Surgeons in

San Francisco in 1905. He practiced for many years in

Alaska. He located in Poulsbo a number of years ago where

he continued practice until poor health caused his retire-

ment from active practice.

SOCIETY MEETINGS

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society met December 16 at a

regular dinner meeting at the Hotel Monticello, Longview.

The following officers were elected for the coming year:

President, Dewey Fritz of Cathlamet; President-elect, A. B.

Shaw; Secretary and Treasurer, Justin McCarthy; Dele-

gate, John Christensen; Corresponding Secretary, J. L.

Norris.

P. H. Henderson of Longview gave a most interesting

paper on the “Uses of Progestin in Complications of Preg-

nancy.” He particularly stressed the importance of early

treatment in preventing miscarriages.

J. L. Norris gave reports of two cases of acute leukemia

of girls aged and 5}4 years.

He dealt principally with differential diagnosis of differ-

ent types of leukemia. Treatment is still hopeless and little

can be done to give more than temporary relief. Blood
transfusions and roentgen ray are being used but with little

benefit.

The auxiliary met at the home of Mrs. W. N. Moray
Girling with Mrs. John F. Barton as assisting hostess. Mrs.

J. L. Norris reported on the recent state meeting held in

Seattle for the Woman’s Field Army for Control of Cancer.

A. Christmas program was given by Mrs. Clyde Corman

of Longview.

KING COUNTY MEDICAL SOCIETY

King County Medical Society held a regular meeting

December 8, at 8:30 p.m., in the auditorium of Medical-

Dental Bldg., Seattle, president William M. O’Shea presiding.

The following were elected to membership: C. E. Bender,

Joseph Cummins, C. L. Hoff, J. A. McDermott, C. A.

Meyer, Ole Slind, G. H. Stollwerk and J. A. Tupper. Ap-

plication for membership of Thomas Carlile was read.

Suspension of dues to the building fund was voted for

1943. A motion was passed to raise the annual dues by $20

per member during the duration of the war.

Nominations were made for officers of the society for

the ensuing year.

James Standard, Lieutenant, M. C., U. S. Army, who has

been in service overseas for many months, was the honor

guest, and related some of his experiences at the seat of

hostilities.

The program of the evening consisted of reading letters

by Homer Dudley received from members in Army, Navy
and Air forces.

PIERCE COUNTY MEDICAL SOCIETY

The regular meeting of Pierce County Medical Society

was held in the Medical Arts Auditorium, Tacoma, De-

cember 8, Clyde Magill in the chair. Minutes of the last

meeting were read and approved.

John F. Steele gave a case report on “Traumatic Hemo-
thorax.”

Charles F. Engels gave a paper entitled “Urogenital Cross-

roads,” in which he stated that the crossroads of the uro-

genital tract is the prostate and presented several interest-

ing slides showing the pathology as revealed by roentgeno-

grams and biopsy.

The society acted on a recommendation presented by
the Trustees that for the duration only one monthly meet-

ing of the society be held, this to be on the second Tuesday
of each month, with the exception of June, July and August.

John A. Sheppard of the Western State Hospital was
elected to membership.

WALLA WALLA VALLEY MEDICAL SOCIETY
A regular meeting of Walla Walla Valley Medical Society

was held December 10 in the Grand Hotel, Walla Walla.

Lester J. Palmer, internist of Seattle, gave a paper on

“The Significance of Glycosuria.” The fifty-five doctors

present gave rapt attention. Captain Joseph C. Ehrlich,

Walla Walla Army Air Field, opened the spirited discus-

sion in which a large number took part.

Albert P. Duryee, President of Washington State Medical
Association, together with Arthur Anderson, executive sec-

retary, reviewed pressing problems confronting our state

organization.
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MEDICAL NOTES

Hospital Plans Complete. Plans have been completed

for the construction of a forty-bed hospital at Stibnite,

the scene of mushrooming tungsten operations. The pro-

posed hospital will have wards, private rooms and other

requirements for a modern hospital.

SOCIETY MEETINGS

SOUTHWESTERN IDAHO DISTRICT
MEDICAL SOCIETY

A dinner meeting of Southwestern Idaho District Medical

Society was held in Boise, December IS. The scientific pro-

gram included:

Hospital Enlarged. The hospital at Council is being

enlarged and remodeled. It will have a capacity of fourteen

beds. It will be a complete and up-to-date institution, and
will offer a much needed service to the community.

County Hospital in Prospect. County commissioners

meeting in Shoshone made provision for raising $2500 for

leasing hospital quarters for several years, to be followed

by construction of a moderate size modern hospital when
the war is over. It was believed that with sufficient public

interest and support the hospital could be launched and
gradually developed from year to year.

J. P. Weber, formerly of Grangeville and Glenns Ferry,

has opened offices in Boise.

Jerome K. Burton of Boise has opened his office for the

practice of orthopedic surgery. He was formerly associated

with F. A. Pittenger.

G. H. Cooper, formerly of Grand View and Burley, has

located for practice at Homedale. He lived at Burley for

eighteen years.

1.

“The Uses and Abuses of Artificial Pneumothorax”. E.

J. Nagoda, Ogden, Utah.

2. “Recent Advances in Thoracic Surgery.” Wm. R.

Rumel, Salt Lake City.

A buisness meeting followed the scientific program.

George Kellogg, President of the Idaho State Medical Asso-

ciation, discussed matters of interest with reference to the

State Association. An extensive discussion was held on the

Oregon Physicians’ Service with reference to a contract with

the Farm Security Administration.

The following men were elected to membership: Jerome

K. Burton, Boise; Paul R. Ensign, Boise; Ralph Edward

Davis, Boise; Roy E. Freeman, Boise; F. M. Dille, Atlanta.

F. M. Cole, chairman of the Procurement and Assignment

Service discussed the present status of this work.

The following officers were elected for the ensuing year:

President, S. A. Swayne, Nampa.
Vice-president, H. E. Dedman, Boise.

Secretary-Treasurer, S. M. Poindexter, Boise.

Council: T. N. Braxton and Harmon Tremaine, Boise

Chairman of Standing Committee, A. M. Popma, Boise

Delegates to State Meeting
S. W. Forney, Boise

E. D. Hunsaker, Nampa
L. E. Jewell, Meridian
Thos. Horton, Nampa
A. S. Thurston, Council

F. M. Cole, Caldwell

J. J. Kaiser, Payette

R. C. Ward, Boise

C. E. Carver, Emmett
O. F. Swindell, Boise

.A. M. Popma, Boise

Alternates

R. L. Peterson, Boise

I. R. Woodward, Payette

H. P. Belknap, Nampa
G. E. Davis, New Plymouth
L. F. Lesser, Mountain Home
R. L. Rodwell, Nampa
Harmon Tremaine, Boise

G. H. Wahle, Boise

Elizabeth Munn, Caldwell

S. M. Poindexter, Boise

L. E. Patrick, Boise

AGAR AND THE WAR
The war has cut off importations of agar-agar, which

normally come from Japan. The War Production Board

has frozen all stocks of agar in order to protect the re-

quirements for bacteriologic culture medium use of the

Army, Navy and civilian hospitals and laboratories.

This W.P.B. control of agar stocks made it necessary

for Mead Johnson & Company to discontinue the manu-

facture of “Pectin-Agar in Dextri-Maltose,” a product

which has been used by the medical profession for the

treatment of diarrhea in infants. Fortunately, Mead John-

son & Company have another product, Casec, which gives

good results for the same purpose. Physicians who are not

familiar with Casec are invited to write for samples and

descriptive literature to Mead Johnson & Company, Evans-

ville, Indiana.

THE UNLIVED YEAR
Midnight strikes, and the old year’s gone

—

We close the tablets we've written on.

And torn twixt hope and doubt and fear,

We open the book of an unlived year

!

An unlived year !—Ah, stained with tears
Are the well thumbed volumes of other years !

Soiled by blunders and black regret
Are the pages we read with our eyelids wet.

Close in our hearts, as the leaves are turned,

Is the record of passions that flared and burned ;

And panics and sorrows, and ghosts that leer,

Look out from the page of the dying year.
But, fresh in our hands—once more—is laid

A clean, new book, by the Master made ;

Unmarred are the pages lying there

—

Twelve new chapters, fresh and fair.

It is ours to write the daily tale
Of how we conquer or how we fail

;

Of struggle and effort and hope that wakes
Like a song in the heart when a bright day break.s.

Once a year, when the glad bells ring.
And the Old Year nods to a Baby King.
Fresh in our hands, with the title clear.

And the leaves uncut, is an unlived year

!

—The Optimist.
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CLINICAL FORUM
OBSTETRIC PROBLEM

This problem is to be presented in two parts, but they are

quite closely correlated:

Mrs. J. B., age 31, was first seen in the sixth week of her

second pregnancy. Although she had a blood pressure of

140/100, she did not feel it necessary to return to the office

but once in June, when first seen; again in July and twice in

.August. Each time her blood pressure was a little higher,

though not much. On August 30 it was 156/100. Albumin

did not show in her urine any of the four times when she

was in the office. She presented no other symptoms and was

delivered normally Sept. 20, 1924, followed by a normal

puerperium.

She next appeared Dec. 11, 1926, for prenatal care during

her third pregnancy, her last menstruation having occurred

Sept. 20, that is, less than three months had passed since her

conception had occurred, and at this first visit her blood

pressure was 178/130. No albumin in her urine.

Because of her previous history and the fact that she was

only a little over two months pregnant, it would appear

wisest on the surface to terminate the gestation at this

point; however, this was absolutely impossible because of

religious views. During this prenatal period she was more

faithful in making visits to the office than the previous time,

coming in at least twice a month. During the months of

January and February she reported twice each month, the

blood pressure varying between 146/100 to 164/116. At no

time did albumin appear in her urine.

Her weight gain was normal; complained of only slight

dullness or headache and no eye symptoms until latter part

of February. In March she returned three times, her B. P.

arising to 172/126; hands and feet began to swell; and

headaches increased a little bit
;
and no albumin in her urine

until the last of March. In April symptoms increased still

more markedly. Her weight gain, however, was normal but

the edema of her face, hands and ankles increased. She had

more headaches with a bad increasing dimness of vision, and

albumin appeared persistently, although only one plus from

the 16th on. By the 24th her B. P. was 200/130.

Since her last menstruation was Sept. 20, conting back the

three months and adding seven days, the anticipated date of

delivery at the earliest would be about June 27. Considering

the toxic condition of the mother, one would hardly hope to

have a viable infant even on April 27 which would hardly

make seven months from the time of actual concepton. On
.April 26 her B. P. was 204/136; all symptoms had in-

creased
;
she was complaining of the inability to see well

;

two plus albumin and still there were no casts and none had

app>eared to date.

What is your suggestion relative to this case, and your

prognosis not only of the mother at this time but in case she

did get through and live and become pregnant a fourth

time?

COMMENTS ON PEDI.ATRIC PROBLEM IN
DECEMBER ISSUE

There are a number of symptoms standing out quite

prominently which direct our attention to the cerebrospinal

system. Regardless of the laboratory findings or the rather

significant fact that there is no stiffness of the neck recorded

at first, dimunition of the reaction of the pupils to light, no

abdominal reflex, loss of cremasteric reflex and especially the

prominence of the Babinski reaction, three types of menin-
gitis at once come to one’s attention: tuberculous meningitis,

then the different varieties which are caused by the several

organisms like streptococcus, pneumococcus or the meningo-

coccus and, lastly, encephalitis.

Tuberculous meningitis is ruled out almost immediately by

the fact that there has been no previous illness or history

of illness which would point to that specific condition. In

case of the other varieties of bacterial meningitis, one

would surely expect an extreme degree of stiffness in the

neck and this is not present. With this eliminated, it leaves

the diagnosis of encephalitis. In considering the laboratory

work, one feels quite justified in making that diagnosis.

Treatment of this condition is not brilliantly successful.

The different sulfonamides have been used from time to

time but definite, clearcut results by the way of specific

cures are not outstanding; however, this treatment should

be tried, using one of the varieties for three or four days

and then another one until the gamut has been used, hop-

ing that one of them will do its excellent work. In the

meantime the urine should be examined each day or every

other day, in order to detect crystals appearing in the urine

which would be a warning to discontinue the sulfonamide

treatment. In addition, it would be well to do a spinal tap

every day or two during the earliest part of the malady,

both to check up on the progress of the disease as well as

for possibly a slight therapeutic assistance.

Unfortunately, as soon as the acute symptoms have

subsided and the course of the disease takes a definite turn

for the better, one still has to face the aftereffects of such

a condition, some of which may obtain for several years

afterwards. The special care which those children need

during that period cannot be detailed until complete sub-

sidence of the symptoms and presence of fever, and return

of clear consciousness. Then such aftereffects as have been

retained must be met accordingly.

Conclusion of the case. Since the Federal Board of

Health interpreted the finding in this case to be encephal-

itis of the St. Louis variety, the word “conclusion” is a

misnomer, for at this time one can only report progress to

date with the hope that several years from now the child

will be in full possession of all his faculties.

Soon after his entrance into the hospital the child had
four convulsions, two of which were quite severe, after

which he lapsed into rather deep coma, from which he did

not arouse very clearly for some two weeks. During this

time his temperature rose to 105° or better; then gradually

subsided to about 100°, staying there for four or five

weeks. Several spinal taps were made, but there is nothing

special to record other than that which was in the first

report. He lost control of both bladder and bowel and
slept practically all of the time, being aroused with diffi-

culty. For two or three weeks he had to take all liquids

and nourishment by stomach tube. Since his red blood

count became fairly low and hemoglobin became corre-

spondingly so, he was given blood from his mother. In the

meantime slight stiffness of the neck appeared but not at

all marked at any time.

During his fourth week he began to notice surroundings

a little more, although he did not appear to know where

he was. At that time he began to become hyperexcitable,

evidenced by the fact that he would ask for a glass of

water at least three times out of each five minutes, taking

only one swallow at a time, and was constantly chewing

his bedclothes and twisting them up with his hands and
teeth.

Two or three varieties of sulfonamides were used, but

after four days of either one or the other they were given

up one at a time for they did not seem to have any influ-

ence whatever upon the progress of the disease. During the

seventh week after his attacks began he was in the office,

at which time he was still hyperexcitable; his reflexes were

back and his remembrance of life occurrences before his

initial infection were coming back to him.
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When last seen, four and a half months after his attack,

he had put on considerable weight, looked natural, but still

had some evidences of being overstimulated mentally. The
exact outcome of this is still somewhat in doubt. His

youth, of course, stands in good stead, but one wonders if

two or three years from now he may begin to have epi-

leptic seizures which will be the result of the severe injury

to his brain at this time.

FURTHER COMMENTS ON THE OBSTETRIC
PROBLEM IN THE OCTOBER ISSUE

It is not my intention to castigate the physician in

charge of the case, for he undoubtedly was adhering to the

very commendable maxim that “hands off” is usually the

best treatment of the problem case in labor. After all, it

takes more courage to “go for a walk” when a woman is

making unsatisfactory progress than it does to poke

around the vagina. I do feel adversely critical of the first

commentator. General treatment of the patient as an

entity is commendable and routinely mandatory, in fact,

presupposed.

However, both the chief manager of this case and the

first commentator overlook two important maxims. First,

if the head is not engaged (in a primipara) at or post-

term, then perhaps some occult, impossible-to-define cause

of dystocia exists. Here conservatism, not radicalism, de-

mands cesarian section. This is not the insignificant opinion

of the writer, but rather the general experience of obstet-

ricians. After all, there are worse things than cesarian

section, as evidenced by the outcome of this case.

Second, there should be a medical law passed that arti-

ficial rupture of membranes must never be executed, if the

baby’s head is not definitely engaged. If rupture of mem-
branes is done in presence of a floating head, we must

expect, not be surprised at, prolapse of the cord.

Commendable is the conservatism of my colleague who
felt that this patient should and would deliver normally.

Yet, let no one overlook the ominous significance of an

unengaged presenting part at or postterm. Let no one lack

the courage to do cesarian section, if a primipara at or

postterm fails to show definite engagement of the present-

ing part, unless it be a shoulder or breech. I have never

had recrimination from patients when I advised that in a

primipara a cesarian section should be {performed, if the

head is not definitely engaged after term, that is, allowing

at least two weeks to adjudge the problem after term has

passed.

Let me summarize: first maxim is that in a primipara,

postterm, failure of engagement is a definite indication for

cesarian section. This is not radicalism or “jumping the

gun,” if she is at least two weeks past estimated term.

Second maxim is, never rupture membranes if the pre-

senting part is floating, i.e., unengaged. One merely courts

trouble by doing so.

Physicians are not substitutes for nature. We are merely

coaches, sitting on the side-lines advising and directing the

team; in such instances the team consists of mother and

babe. Some conditions are really beyond our control con-

cerning hopes for normal parturition.

BOOK REVIEWS
Eat Wh.at You Want! A Sensible Guide to Good Health

Through Good Eating. By W. W. Bauer, M.D., Director,

Bureau of Health Education, American Medical Associa-

tion, and Florence Marvyne Bauer. 263 pp., $2. Greenberg:

Publisher, New York, 1942.

This is a most interesting and instructive book. It debunks

much of dietary bunk which has been fed to the public in

large doses in recent years. The author says, “the woods

have been full of all kinds of diets. They have taken most

of the joy out of eating. There seems to be an idea that

when science comes in at the door, common sense has to go

out the window.” All sorts of absurd slogans have been

published about diet, such as, rid yourselves of glasses by

eating carrots, fish is a brain food, goat’s milk will cure

tuberculosis, vinegar will thin the blood, broth is more

nourishing than meat. One might go on indefinitely impart-

ing such blurbs of wisdom.

Some of these absurd and commonly accepted bits of

dietary learning are presented in most amusing terms, and

while ridiculous, many of them have devoted adherents. The

author states that the chapters on “Eat to Live,” followed

by “Live to Eeat,” are not contradictory. The person who

eats merely to live loses much of the pleasure which might

and should be derived from eating. On the other hand, the

person who lives merely to eat sooner or later gets into

trouble, and ultimately loses the very enjoyment for which

he strives. Some of these chapters contain sensible sugges-

tions worthy of observation. The chapter entitled “First

Eat What You Should” cuts out much of the nonsense per-

taining to reduction of weight which is exemplified on the

part of many young women. Anyone pursuing such a course

of diet would profit by reading this chapter.

While no feature of diet has been so much overworked of

late as that of vitamins, the public should know that they

are vital to health and are available in the average three

meals a day. “We are not inconsistent when we poke fun at

vitamin concentrates in one chapter, and emphasize their

importance in another. One should read evidence both for

and against them before enthusing on either side.” The

question is well discussed in the chapter entitled “What, No
Vitamins?” Interesting chapters deal with “Dressing up the

Diet,” “To Market We Go,” “Let’s Go Eat.” This book

offers profitable reading both to physicians and laymen.

Fundamentals of Psychiatry. By Edward A. Strecker,

M.D., Sc.D., F.A.C.P., Professor of Psychiatry and Chair-

man of the Department, Undergraduate School of Medi-

cine, University of Pennsylvania, etc. 15 Illustrations, 201

pp., $3. J. B. Lippincott Company, Philadelphia, 1942.

It is stated that psychiatry at present has more to offer

than ever before in its history. In schizophrenia, manic-

depressive psychoses and involutional melancholia the dras-

tic therapies have produced a marked increase in the num-

ber and duration of symptom-free periods. These drastic

therapies have stimulated interest and concentrated scien-

tific attack upon the problem of the fundamental nature

of the human emotions from many angles. Valuable divi-

dends will be produced by closer union between internal

medicine and psychiatry.

It is well understood that any illness, even though ap-

pearing restricted to the physical, nevertheless always con-

tains a mental component which must be treated. It is

stated that in World War 1 one-seventh of all casualties

were neuropsychiatric. The Veterans Bureau has expended

more than a billion dollars for treatment and rehabilitation

of these disabilities. Never has there been so great a need

as at present for the services of the psychiatrist. This
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handbook is presented to the medical profession in the

hope of helping to supply this need.

After chapters discussing etiology, classification, methods

of examination and symptoms, are presented chapters deal-

ing with organic, toxic and functional psychoses, with con-

sideration of the different phases occurring under each of

these headings. There is a chapter dealing with psychiatry

of the war. Many useful suggestions are presented.

Problems of Ageing. Biological and Medical Aspects.

Second Edition. A Publication of the Josiah Macy, Jr.,

Foundation. Edited by E. V. Cowdry, Washington Univer-

sity, St. Louis. With thirty-seven Listed Contributors. 936

pp., $10. The Williams & Wilkins Company, Baltimore,

1942.

This voluminous publication is indicative of the interest

widely displayed in the subject of geriatrics. The first edi-

tion resulted from a survey of the problem of arteriosclero-

sis, published by the Josiah Macy, Jr., Foundation in 1933.

There followed an assembly of several organizations inter-

ested in the subject of ageing. Several meetings were sub-

sequently held under auspices of the Foundation. Each of

the thirty-four chapters in this volume is prepared by one

of the thirty-seven listed contributors, each of whom is

personally responsible for his chapter.

After presentation of several chapters dealing with ageing

of plants, insects and vertebrates, there follow chapters

discussing longevity of different systems and tissues of the

body. Individual organs are also discussed, with descrip-

tions of evidence of their ageing and various changes with

advancing years. Each chapter terminates with a summary,

followed by a bibliography which is often sufficiently com-

prehensive to cover half a dozen pages. There seems to be

little, if anything, omitted in this volume pertaining to the

problems of aging. One should find herein whatever he

may be seeking on this subject.

The Year Book of Industrial and Orthopedic Sur-
gery. Edited by Charles F. Painter, M.D., Orthopedic Sur-
geon to the Massachusetts Women’s Hospital and Beth
Israel Hospital, Boston. 424 pp., $3. The Year Book Pub-
lishers, Inc., Chicago, 1942.

The editor says there are no real grounds for conflict

between the traumatic and the orthopedic surgeon. No one

aspiring to practice orthopedic surgery should do so unless

he is a competent general surgeon, and anyone practicing

traumatic surgery must be skilled in certain procedures of

the orthopedic specialist. He states that a previous edition

was criticised on account of deficient publicity of the sul-

fonamides. The tendency had been to resort to these reme-

dies in all conditions of infection. This attitude was justi-

fied on account of the dangers from the indiscriminate use

of these preparations. They are featured in this issue where

applicable.

This book devotes Part I to orthopedic surgery, with

Part II dealing with industrial medicine and surgery

which, however, comprise about forty pages. While certain

chapters deal with tuberculosis, osteomyelitis, paralyses,

tumors and other subjects, about half of the book is de-

voted to fractures and traumatic dislocations. A compre-

hensive review of these conditions is presented, amplified

by an abundance of illustrations, being 302 in number.

This is a handy and convenient volume about these subjects.

Constitution and Disease. Applied Constitutional path-

ology. By Julius Bauer, M.D., Professor of Clinical Medi-
cine, College of Medical Evangelists, Los Angeles, Calif.,

etc. 208 pp., $3.50. Grune & Stratton, 1942.

The author states that the potential energy of the germ

plasm accounts for development of a full-fledged human

being out of a fertilized human ovum. It is not generally

realized that this potential energy is at work throughout

a whole lifetime, and that deficiencies and abnormalities of

this energy may be cooperative etiologic factors or the

sole cause of diseases. Disease is an abnormal course of a

vital process, producing impairment of the individual and

diminishing his fitness and efficiency. There follows a dis-

cussion of the normal and the abnormal, with a statement

that the main cause of individual variability lies in sexual

mating.

The thesis of this volume is based on a variety of con-

siderations of the constitution and its relationships. There

are chapters on constitutional pathology, constitutional

biological inferiority of organs, integrative systems of in-

dividual constitution, classification of normal and abnormal

constitution. Under these headings are discussions as ap-

plied to different organs and the roles which they play in

various conditions of disease. There are offered explanations

of different diseases and their treatments, with suggestions

of new lines of therapy which are worthy of consideration.

Love Against Hate. By Karl Menninger, M.D., With
the Collaboration of Jeanetta Lyle Menninger. 311 pp.,
$3.50. Harcourt, Brace and Company, New York, 1942.

“Science is a slave. It is commandeered by war to kill

men and by medicine to save them. It fires guns and it

allays fevers. It builds bridges and it blows them up. With

the world set on fire, it is time we reordered our slave.

War is a disease, a world sickness, for which we know no

ready cure. We cannot even agree upon the diagnosis. But

no one will maintain today that ‘all’s right with the

world’.”

The author says it was Freud who related two contrary

laws to the innate nature of human beings: their destruc-

tiveness and the impulse to live and love. He says that

“the practical problem may be stated thus: What resources

do we have at our command with which to favor the life

instinct and oppose the death instinct? How can we en-

courage love and diminish hate? How can we promote

their fruitful fusion? * * * the laissez faire people have

had their day and what has the world come to? Is it not

logical to assume that, given an opportunity, scientists

could do no worse and might conceivably do better?”

The above quotations are all from the first chapters of

the book, and the author says he has attempted to answer

the practical problem in later ones. There are chapters on

causes of wrong attitudes, and then his answers, or cures,

in chapters named Work, Play, Faith, Hope, Love. Much
food for thought and encouragement is to be had for read-

ing this book.
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A DOCTOR’S PLEA IN WARTIME
The doctor’s life, in times like these,

Is not exactly one of ease.

For, one the home front, each M.D.

Is busier than any bee!

He’s shouldering the burden for

the other docs, who’ve gone to war.

This leaves your doctor precious little

Time to sit around and whittle.

And indicates the reason why
You ought to help the poor old guy.

HOW?
1. By keeping yourselves in the best of condition

Thus avoiding the ills that demand a physician.

2. By phoning him promptly when illness gives warning.

But—unless very serious—waiting till morning.

3. By cheerfully taking whatever appointment

He makes for prescribing his pills or his ointment.

4. By calling on him where he works or resides

Instead of insisting he rush to your sides.

(Of course, he’ll come ’round when there’s need for his

service

But spare him the trip when you’re nothing but nervous.)

5. And, last but not least, you can help in this crisis

By carefully following doctor’s advices.

If these commandments you’U adhere to

.A doctor’s heart you will be dear to I

BRITISH MEDICAL PROFESSION OPPOSED
TO TOTAL STATE MEDICAL SERVICE

A recent action by the British Medical Association indi-

cates an overwhelming opposition of the British Medical

profession to a comprehensive state medical service. The
Journal of the American Medical Association declares in

its December 19 issue. The Journal says:

“Further light on the attitude of the British Medical

Association to the now famous Interim Report of the Med-
ical Planning Commission is given by the votes on two

resolutions that were brought up in the discussion of this

report at the annual representative meeting of the British

Medical Association. A motion with regard to medical

service ‘that provision, of whatever character, should be

made by the government for the whole community’ was,

after considerable discussion, adopted by the very close

vote of 94 for and 92 against. The effect of this was also

immediately modified by the adoption of a ‘rider’ provid-

ing that ‘the patient should have the right to contract out

and the doctor the right to charge fees for attendance to

patients not on his list.’ A motion ‘that the basis for the

coordination and integration of health services should be

the establishment of a whole time salaried government

service’ was defeated by a vote of 20 to 177. This would

apparently indicate an overwhelming opposition of the

medical profession to a comprehensive state medical serv-

ice.’”
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For prompt relief of migraine.

SCILLAREN*
Cardioactive glycosides from squill, recognized os a reliable cardiotonic.

CALGLUCON*
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D I G I L A N I D*
Chemically pure glycosides from digitalis lanata. It is stable, constant and well tolerated.

SANDOPTAL*
A safe and effective hypnotic. Well toleroted even by the aged.
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EDITORIALS

SEQUENCES OF THIS GLOBAL WAR
This global war occurred at a time when marked

social and economic changes were brewing all over

the world. It was precipitated for the purpose of

stopping all improvements in the social, economic

and religious welfare of the various peoples subdued

and enslaved by ruthless conquerors. The clock of

progress was to be turned back two thousand years.

The global extent of this war will not be brought

home to many of us until after hostilities cease and

we feed, clothe and rehabilitate the peoples of all

the invaded countries as well as the invaders. When
our ships carry food, medicine, clothing, doctors

and nurses instead of munitions, we will all have

to be severely rationed, and this will not be for just

a few months. And when this is all over, none of

the peoples will go back to their prewar status.

There will be borderline starvation and privation

for large blocks of people.

Advancement in the science of medical care has

been one of the most marked factors that have

affected human welfare. Just as wars today are

fought with machines, so the practice of medicine

is carried on by the aid of the roentgen ray, labora-

tories and hospitals. The facilities and means for

furnishing this care have not been provided except

in a minor way.

The question facing our profession today is how
can these facilities be made available to everyone?

Shall we have political (state or regimented) med-

icine or shall we keep it under the control and direc-

tion of those who know most about it, the medical

profession? Our advance in the science of medical

care has been accomplished through the initiative

and independence of individual doctors. Do we now
wish the curtain drawn, shall we say we will stop

here, regiment what we have, deny the patient his

right to privacy or free choice of doctor, have poli-

ticians tell the patient to which hospital to go,

what doctor to have, what treatment will be per-

mitted?

The cost of the various apparatus, laboratories

and hospitals is too much to leave to each unfor-
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tunate to meet. Shall the state furnish them and

leave only the cost of the doctor to the individual

patient? Shall some form of insurance as prepay

medical care be made available to everyone? This

is a fertile field with a wide appeal for the poli-

tician. The large majority of the people wish free

choice of physician. Shall we meet our obligation;

shall our plans center around the question, under

what plan can we render the best care? The plan

must be sufficiently comprehensive to cover pre-

vention of illness as well as its cure.

Wishful thinking and wasteful practice are both

equally vicious. To deprive anyone of the neces-

sity of being thrifty or having to make sacrifices

and assume responsibilities will lead to indigence.

To provide opportunity is one thing, to provide

means without obligation is another. Independence

and self-respect are the keystones to our liberty.

CAUTION IN SULFONAMIDE THERAPY
No recently introduced drugs have produced

such spectacular and marvelous results as those of

the sulfonamide group. The astonishing recoveries

from many acute infections have led to a more or

less indiscriminate prescribing of these drugs, orig-

inally under the belief that they were harmless

whether or not improvement followed their admin-

istration. In a short time, however, it was discov-

ered that certain of the preparations present toxic

manifestations, some with mild, others with serious

consequences. Long^' has discussed the problem with

detail that can be read with profit by every

physician. Some of these manifestations, common

to several preparations, have produced effects from

which the patients promptly recover, with no harm

being done. Yet in some cases prolonged illness has

followed. The possibility, however, of some patients

being sensitized by even a small dose, with subse-

quent serious manifestations from following dosage,

even after long periods, has demonstrated the ill

effects that may occur from sensitization.

Some of the minor toxic effects have been nausea

and vomiting, of which sulfapyridine seems to be

the greatest offender. These results seem to have

been caused by effect upon the central nervous

system. In some cases dizziness, lack of coordina-

tion and mental lapses have also been observed.

One of the most common toxic reactions is drug

fever, for which sulfathiazole has been noted as the

greatest offender. It has been reported that patients

who develop this drug fever had the same manifes-

tation with a subsequent course of sulfathiazole. A

1. Long, P, H. : The Toxic Manifestations of Sulfona-
mide Therapy. Connecticut State M. J. 7:6-10, Jan., 1943.

variety of skin rashes have been reported, for which

again sulfathiazole has been noted as a leading

offender. While these conditions are generally of

mild duration, in some cases they seem to have led

to subsequent serious consequences.

The most feared complication is agranulocytosis,

which generally appears when treatment is con-

tinued beyond the twelfth day. It is said that this

toxic reaction is responsible for the majority of

fatalities in the course of sulfapyridine therapy. A
few fatal cases have been reported following a short

term of treatment with this preparation. Among
the most discussed toxic reactions is hematuria,

which is rare in sulfanilamide therapy but has been

of major importance with sulfapyridine, sulfathia-

zole and sulfadiazine. The exact mode of production

of this toxic reaction is unknown. Quite common
have been reports of hemolytic anemia produced

by sulfanilamide or sulfapyridine. Mortality from

these cases has been rare.

Irving^ has called attention 'to a report from

University Hospital, Ann Arbor, concerning the

production of myocarditis due to sulfonamide ther-

apy. During 1937-1941, 283 autopsies were per-

formed on patients, all of whom had received sul-

fonamide drugs during the last few weeks before

death. Excluding those known to have myocardial

changes, 126 had marked myocarditis, the only

known factor common to all being this sort of

therapy which was believed to be the cause of the

lesions.

The question has been raised as to how many

patients have died from sulfonamide therapy. Long

states that about 200 fatal cases have been reported

in the literature. It is probable that for each of

these there were ten to twenty unreported cases;

it is, therefore, considered that the death roll is in

the neighborhood of 5,000 patients. This is in

reality a small mortality when one considers that

about a million pounds of sulfanilamide and sul-

fathiazole were sold in this country during 1941,

with considerable quantities of the other prepara-

tions.

The results from this therapy have approached

the miraculous. It is believed that the death rate

from pneumococcic pneumonia has been cut in half

since 1938. Hemolytic streptococcal infections are

decreasing every year. While the death rate from

meningococcal meningitis was formerly 40 F>er cent,

it has been reduced to 5 per cent. Surgical infec-

tions have been revolutionized as to their morbidity

2. Irving, J. G. : The Toxic Manifestations of Sulfona-

mide Therapy. Connecticut State M. J. 7:10-16, Jan., 1942.
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and mortality by the prophylactic and therapeutic

use of sulfonamide compounds.

The conclusion from this discussion is a warning

to the medical profession to be alert for exhibition

of toxic manifestations. Patients receiving these

drugs should be seen daily, and all forms of known

unfavorable symptoms should be a warning to

check or suspend this form of therapy. Self medica-

tion and over-the-counter sale of these drugs should

be prohibited.

GIRLHOOD GYNECOLOGY

Comparatively little has been published concern-

ing gynecology of childhood and girlhood. The

average practitioner scarcely considers that this

branch of practice is applicable to any extent before

the establishment of the menstrual period. Schauf-

fler, however, has made an intensive study of con-

ditions in girlhood which call for gynecologic con-

siderations, as outlined in his paper published in

this issue. Facts herein presented offer conviction

that certain pathologic situations in girlhood may

go unrecognized by reason of the physician’s un-

familiarity with possible abnormalities at this time

of life. This paper can be read with profit by all

practitioners called upon to deal with problems of

girlhood, some of which are obscure and demand

careful analysis.

P.AINLESS L.\BOR

From time immemorial woman has been fated to

suffer the pangs of pain necessary to propagate the

human race. Only during the last century have

efforts been made to alleviate this affliction. Espe-

cially during the last half century has progress

been made in accomplishing this result, with the

application of remedies well established and almost

universally employed by obstetricians. The acme

of success has ever been in anticipation, with the

hope that painless parturition might be obtained.

It seems now that this consummation may be at

hand.

The employment of caudal analgesia is the

agency which offers a prospect of attaining this re-

sult. Hingson and Edwards^ have reported their

experiences in managing the course of 600 labors

and deliveries without resorting to any other form

of anesthesia. They believe that “continuous caudal

analgesia has opened a new medical horizon to the

profession, comparable to that developed by Lem-

mon and Paschal, with continuous spinal anesthe-

sia.”

1. Hing.son, K. A. and lOdwaids, W. B. : ('ontinuous
Caudal Analge.sia in Obstetiic.s, .1. .A. M. A., 1 21 : 22.')-22!),

.Ian. 22. 1942.

This procedure, however, is not one that should

be undertaken lightly or without adequate training.

The analgesic agent recommended is a 1.5 per cent

met}'caine in isotonic solution of sodium chloride.

A special apparatus is employed for its application.

The objective is to obtain a caudal block, confining

the anesthetic preparation to the caudal region,

avoiding injection into the spinal canal. After in-

sertion of the needle, if clear spinal fluid is obtained

the case is ruled unsuited for caudal analgesia. This

suggests the careful discrimination needed in the

application of this treatment.

Contraindications are given, including such con-

ditions as placenta previa, inertia uteri, dispropor-

tion of child to pelvis and pelvic abnormalities. The

procedure is started when the patient is in actual

distress, following which no pain is experienced

during the process of delivery. Precipitate birth is

minimized in the absence of explosive forces on the

part of the patient. The majority of babies breathe

spontaneously in the absence of drugs obtunding

their vital mechanisms. It is stated that breech de-

livery is greatly facilitated. The technic for admin-

istration is described, with precautions to be ob-

served.

Commendations and recommendations concern-

ing this procedure have been published from well

known obstetricians. It would seem that a new era

may be in prospect for relief of the pangs of par-

turition. Considering the technical limitations, how-

ever, it is obvious that this measure cannot be suc-

cessfully or safely administered by the general run

of practitioners until they have had adequate train-

ing in its application.

EPIDEMIC KERATOCONJUNCTIVITIS
During the past year cases have been reported

from various localities of local epidemics of kera-

toconjunctivitis. Although this disease has ap-

peared in a number of war production plants, they

have been so numerous in shipyards that the infec-

tion is commonly designated as “shipyard eye.”

Probably it prevails to a greater or less degree in

all shipyards of the Northwest.

The occurrence of cases in one of the shipyards

in Washington, first brought the condition to the

attention of the State Department of Health. The

infection in many cases causes symptoms of suffi-

cient severity to incapacitate the worker for effective

production for periods of from a few days to a week

or more. This fact alone is significant in these days

of war when we need to supply the fighting front.

As indicated in the literature, the causative agent

is probably a virus. The infection appears to be



34 EDITORIAL V"ol. 42, No. 2

transmitted by direct and indirect contact, the lat-

ter through contaminated objects such as hands,

towels, goggles and respirators.

If this is the only method of spreading the dis-

ease, the principle of control of such spread is a

relatively simple one. The problem of applying that

principle is more difficult. It resolves itself into

effective application of good personal hygiene, and

proper cleansing of objects which may be contam-

inated with the virus. The physician who sees these

cases can be effective in teaching the patient how to

avoid transmitting his infection to others.

Though there is no specific therapy, the literature

recommends helpful procedures to follow. Fortun-

ately, the disease appears to be self-limiting and

there seems to be a minimum of serious residual

capable of noticeably impairing the vision of the

patient.

.-\ny physician seeing a considerable number of

these cases or even an increasing number would do

well to report them either to his local health officer

or the State Department of Health. This will enable

the health department to have some knowledge of

the occurrence of the infection, and to try to deter-

mine if it is coming from any given foci. Therefore,

in reporting such cases it would be well to indicate

not only the identity of the individual and the in-

fection, but also include some information concern-

ing his place of work.

BEHIND THE DOCTOR
In any Democracy the forces that stand behind the doc-

tor are quite as important as the training and ability of the

doctor himself. .Among the public health movements in the

United States no group has recognized this basic principle

more promptly or more completely than the .American

Society for the Control of Cancer in conducting its nation-

wide educational campaign against that disease.

In 1936 the Society organized as a practical working unit

of lay people what is called the Women’s Field .Army

.Against Cancer. From the very outset it was specified that

this group of lay workers in the educational field should

be guided by governing bodies, the majority of whose mem-
bers should be medical men or women. The Society and the

Field .Army were thus definitely committed to a policy of

standing back of the doctor in the fight against cancer.

The wisdom of this attitude has been amply proven.

Today doctors all over the United States report a constantly

increasing flow of early cancer cases to their offices for diag-

nosis and treatment. Since the prospect of cure of cancer is

directly related to the observation and treatment of the dis-

ease in its early stages, this evidence of practical value of

the Women’s Field Army work has convinced the medical

organizations of counties and states throughout the Union
that real progress can be made in the conquest of the dis-

ease.

The mutual benefits to both the patient and the profes-

sion have been great. Either group by itself could never be

as strong or effective as in close cooperation with the other.

Mutual confidence and respect lead to a development of the

best qualities of both groups. This sort of progress will

count heavily in determining the progressive advance
against this disease in the years to come. We are on our
way toward cancer control and both the doctor and the

prospective patient can face the future certain that sym-
pathy and understanding will continue to decrease the pos-
sibility of conflict and obstruction in the drive toward final

victory. C. C. Little, ScD.,

Managing Director of American

Society for Control of Cancer

“THE FOUND.ATION PRIZE”
OF THE AMERICAN ASSOCIATION OF
OBSTETRICI.ANS, GYNECOLOGISTS
AND ABDOMINAL SURGEONS

RULES GOVERNING THE AWWRD

1. “The award which shall be known as ‘The Founda-
tion Prize’ shall consist of $150.00.

2. “Eligible contestants shall include only (a) interns.

residents, or graduate students in Obstetrics, Gynecology

or .Abdominal Surgery, and (b) physicians (with an M.D.
degree) who are actively practicing or teaching Obstetrics,

Gynecology or .Abdominal Surgery.

. “Manuscripts must be presented under a nom-de-plume,

which shall in no way indicate the author’s identity, to the

Secretary of the Association, together with a sealed enve-

lope bearing the nom-de-plume and containing a card

showing the name and address of the contestant.

4. “Manuscripts must be limited to 5000 words, and

must be typewritten in double-spacing on one side of the

sheet. .Ample margins should be provided. Illustrations

should be limited to such as are required for a clear exposi-

tion of the thesis.

5. “The successful thesis shall become the property of the

.Association, but this provision shall in no way interfere

with publication of the communication in the Journal of

the .Author’s choice. Unsuccessful contributions will be

returned promptly to their authors.

6. “Three copies of all manuscripts and illustrations

entered in a given year must be in the hands of the Sec-

retary before June first.

7. “The award will be made at the .Annual Meeting of

the .Association, at which time the successful contestant

must appear in person to present his contribution as a part

of the regular scientific program, in conformity with the

rules of the .Association. The successful contestant must

meet all expenses incident to this presentation.

8. “The President of the Association shall annually ap-

point a Committee on Award, which, under its own regu-

lations shall determine the successful contestant and shall

inform the Secretary of his name and address at least two
weeks before the annual meeting.”

Jas. R. Bloss, M.D., Secretary

418 Eleventh St., Huntington, W, Va.

SEATTLE AND PUGET SOUND
SURGICAL MEETING

Seattle Surgical Society and Puget Sound Surgical So-

ciety have held their meetings together during recent

months on account of conditions resulting from war serv-

ice. The combined annual meeting of the two societies will

be held in Seattle February 27, being scheduled for one

instead of two days as in past years. The program will be

presented at King County Hospital, with papers read by

members of the two societies. Dr. Eugene Rockey of Port-

land will be the guest speaker. The dinner and evening

program will be held at Washington .Athletic Club.
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ORIGINAL
GYNECOLOGIC ASPECTS OF

ADOLESCENCE*
Goodrich C. Schauffler, M.D.

PORTLAND, ORE.

GENERAL CONSIDERATIONS

For this setting some of the broader generaliza-

tions are more appropriate than much of the more

academic data covering the gynecologic aspects of

adolescence. History taking, for example, in this

special field, requires some special consideration.

Both the gynecologist and the pediatrician may

have to raise or lower their sights a bit to achieve

the proper perspective. We are too prone to deal

with these frightened children merely as cases and

not enough as sensitive, delicately poised human in-

dividuals. Especially the adolescent girl is more diffi-

cult to deal with than either the little girl or the

grown woman. She has generally totally lost the

carefree state of mind which characterized her early

girlhood, and has not yet achieved any of the philo-

sophic attitudes and psychic defenses of maturity.

Her adolescence now imposes upon her new emo-

tional distortions as well as painful physical embar-

rassments. If upon this already complex psychic

background we superimpose the deeper problems

of genital disease or sexual aberration, we often

find ourselves faced with a patient so totally dis-

turbed as to be absolutely resistant to routine meth-

ods of history taking.

The child’s attitude is consistently and deeply

influenced by that of her parents as well as other

personalities in her immediate environment. The

physician must remember that especially in se-

quences involving sex deviation, but even in the

simpler gynecologic problems of childhood, he is

dealing with something considerably beyond the

usual facts and findings. He must deal with these to

be sure, but beyond them he must be concerned

with the ideas and emotions of the persons involved.

He must, in fact, more often deal with what the

child and her parents think about the facts than

with the facts themselves. Many times these per-

sonal interpretations will have more serious effects

upon the child than the physical condition which is

the original problem.

Certain more general spheres of influences are

also important in this interest. Adolescents are par-

ticularly apt to be bed wetters if their brothers and

sisters are bed wetters and if their parental environ-

ment is one of laxity and uncleanliness. Children

Read by invitation before a meeting of Chicago Gyne-
coiogical Society, Chicago, lil., March 20, 1942.

ARTICLES
are more apt to be persistent masturbators or to in-

dulge in precocious sex play in families which, by

actual example or by innuendo, either stimulate or

condone such practices. Functional menstrual dis-

orders, particularly dysmenorrhea, can be confident-

ly expected in the child of a mother who consistently

overemphasizes her own suffering at the menses, or

in a child who can gain an advantage by the sympa-

thetic attention which her complaints may attract.

Deductions from these rather simple observations

are clear. First and most important, the child’s con-

fidence must be patiently cultivated. Her emotional

type must be carefully studied. Her friendly interest

must be engaged and her trust never violated by

thoughtless disregard of any of her sensibilities.

Conscientious efforts to this end will occasionally be

rewarded not only by enough of the child’s confi-

dence to clarify an otherwise badly confused his-

tory, but also may assist in the development in the

child of a phychology independent of that of her

parents and her environment, perhaps even a spark

of the philosophic attitudes which will help her to

sort out her own difficulties. These matters are basic

in the conduct of practice in this bracket.

METHODS OF EXAMINATION

Although delicacy and precision are required in

more than the usual degree for an adequate exam-

ination, the procedures involved should not be diffi-

cult, and need not be elaborated here. Vaginal ex-

amination with the index finger, contrary to the

general impression, may be accomplished without

serious difficulty in a considerable number of girls

between the ages of twelve and fourteen. If a suf-

ficient number of such patients are to be seen, the

physician may do well to educate the little finger for

this purpose. The physician with slender fingers and

a lighter touch may be more successful than his

beefy-fingered contemporary.

The accuracy of findings of such examinations

will naturaly increase with the age and general de-

velopment of the child. If anesthesia is required,

complete relaxation will be a corollary, and I have

found ethylene or cyclopropane best. Examination

may be conducted with benefit under a narcotic or

barbiturate, but restrictions similar to those which

apply in adults should-obtain for their use in chil-

dren
;
that is to say, the analgesia may confuse the

findings in a similar or even a more exaggerated

manner. I have found intravenous barbiturates ex-

ceedingly helpful but my experience as yet does not

warrant their unrestricted use in children.
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I would like to offer one or two helpful simple

observations in relation to rectal and vaginal exam-

inations and to add a word of caution. Fig. 1 is a

schematic drawing of rectal and vaginal examina-

tion and shows why, by comparison with the adult,

the structures in the child may not be as easily

identified. The thickness and lack of puerperal dif-

ferentiation of the pelvic floor obscure the findings.

Furthermore, the viscera are smaller and closer

packed. The uterus, for example, even in early adol-

escence, may be actually little larger than a large

olive; cul-de-sacs are small, blunt depressions; ovar-

ies and tubes are diminutive (figs. 19, 20).

DIAGNOSTIC FACTORS OF SPECIAL VALUE

DURING ADOLESCENCE

These may be considered profitably at this point.

They include: (1) studies of bone age, (2) basal

metabolic rates, (3) blood cholesterol determina-

tions, (4) estimations of blood and urine hormone

concentrations, (5) studies of vaginal epithelium by

punch biopsy, spreads, etc., (6) determinations of

vaginal hydrogen ion concentration. In adolescence

gross patterns, both local and general, are impor-

tant in diagnosis, and methods of examination must

procure data concerning not only the genitalia and

the secondary sex characters, but also in relation to

Fig. 1. Differential spacial relationship and sizes of or-
gans in child and adult: A. Rectal examination in the
adult, illustrating greater ease of differentiating struc-
tures because of size, mobility, depth of cul-de-sac, etc.
B. Rectal examination in child, illustrating closely packed.

We must keep constantly in mind that the exam-

ining finger or instrument is relatively very much

longer and larger and reaches deeper among the

viscera which are, therefore, very much more ac-

cessible to pressure and digital trauma. Thus, anes-

thesia must under no circumstances be allowed to

create a false sense of security. Circumferential in-

jury may be done to the orifices; pelvic adhesions

may be disturbed; a pelvic abscess may be ruptured.

firm tissues and organs and deeper relative penetration
from below. C. Vaginal examination in the child ; this is

difficult in infants and younger children and is less in-
structive than rectal examination. (Courtesy Surg., Gynec.
& Obstet., 71:286-293, Sept., 1940.)

general bodily development and hormonal balance.

Because I cannot discuss them at length here, I

will only mention such important studies as those of

the child’s bone age which reflects all of the sex

maturity factors. This study, conducted by someone

well acquainted with its use, is of greater value than

a determination of the basal metabolic rate. As a

matter of fact, it is regarded as actually a better

index of thyroid function than the basal metabolic
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rate in children of this age. As reflecting pituitary

and estrogenic growth factors, it is doubtless of

greater value than blood and urine hormone deter-

minations.

The basal metabolic rate in adolescent girls is a

less reliable index of thyroid activity than it is in

adults and reflects less accurately the child’s re-

action to treatment by thyroid. However, low basal

metabolic rates in children of this age are always

significant and their combination with other find-

ings pointing toward hypothyroidism is most help-

ful.

cates their routine use for clinical diagnosis. In

adolescence it is even more difficult to establish

normals from which to work, and there is obviously

a wider scale of unpredictable variables. I believe

that other apparently more crude methods may ac-

tually give us better estimate of pituitary and ovar-

ian function which, after all, is the chief aim of the

use of such tests. A crude estimate of the size and

gross characteristics of the uterus (figs. 19, 20)

by rectal or vaginal examination, for example, may
be considered of equal or greater value. The bone

age pattern is far more reliable. Observations of the

Pig. 2. Vaginal epithelium of seven months fetus. Ex-
treme thickness and marked celluiar activity in germinal
layers are evident. This activity is under maternal estro-
genic influence. Compare with figs. 4, 5. (Figs. 2 3, 4, 5,
6 are photographed to scale.)

Pig. 3. Neonatal vaginal epithelium. Note thickness
and celiular activity with desquamation contingent upon

Blood cholesterol determinations in experienced

hands are in general of more value in this age

bracket than the metabolic rate. I am referring

specifically to these methods as useful in the study
of adolescent sex maturity problems, particularly

with reference to irregularities of the menarche.

Estimations of hormone concentrations in blood

and urine are of doubtful clinical value even in

adults. Fluhmann, from a broad experience, depre-

maternal estrogen concentration. Compare with figs. 5, 6, 7.

Pig. 4. Vaginal epithelium of nine months infant. Note
thinness of epithelium and remarkable lack of cellular
activity, almost hypoplasia. Compare with figs. 2, 3, 6.

Pig. 5. Vaginal epithelium of 13-year-old girl not yet
menstruating. Note the thinness and relative cellular
inactivity. Compare with figs. 2, 3, 4, 6.

condition of the vaginal epithelium either by punch

biopsy or spread and endometrial biopsy (which, of

course, is seldom advisable in patients of this age)

may all be helpful toward the same end.

The vaginal epithelium has certain attributes

which, especially in adolescence, comprise simple

and useful diagnostic aids. Punch biopsy, widely

done by Lewis and TeLinde, has given us excellent

material for basic observation and comparison. The
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method has clinical disadvantages, however, and is

seldom indicated in practice. Spreads and determin-

ations of the hydrogen ion concentration return

fairly adequately the same information. I will men-

tion these methods later.

The immature vaginal mucosa, as you are aware,

is a delicate reflector of estrogen concentrations in

the blood. Therefore, we are not surprised to find,

as indicated in fig. 2, a microphotograph of the vag-

inal mucosa of a fetus at seven months, that it

Fig. G. Normal adult vaginal epithelium. Note thick-
ness, marked cellular activity and cornification. Com-
pare with figs. 2, 3. 4, 5. (Figs. 2, 3, 4, 5, G are photo-
graphed to scale.)

tified. Their categories are too exact. I am borrow-

ing these microphotographs (fig. 7, A,B,C,) of vag-

inal spreads^ as illustrating the three rather too

precise categories into which spreads at adolescence

are supposed to fall. These are very pretty pictures

and one finds them, to be sure, frequently enough.

I am unable, however, to go along with this author-

ity when he catalogues these spread types, and ties

each neatly into the precise clinical entity which it

theoretically reflects.

Of the three types of spreads, the only one I can

consistently show you at puberty is the heavy epi-

thelial spread on the right (fig. 7, C) which always

follows the use of high dosage of estrogen. Less

often, but quite consistently, the so-called normal

vaginal spread indicated on the left (fig. 7, A) is

obtained from adolescent girls, but too often it is

not clearly delineated and cannot be differentiated.

Having conceded these two fairly distinct types, I

must say that in between them and superimposed

upon them even in the same individual I too fre-

quently find unexplained variations, conspicuously

including the effect of transient or chronic infection

or trauma. In a study of disorders of adolescence we

find the method most helpful as reflecting the effect-

iveness of estrogen therapy. Of course, spreads are

Fig. 7. Vaginal smears during chiidhood (E. J. Shorr). A. An induced
follicular spread in a case of primary amenorhea taken during complete sub-
stitutional therapy with an estrogen. This is similar to the spead picture
seen midmenstruaily in the normal cycle at the height of follicular activity
and represents the goal of substitutional stimulative therapy in amenorrhea.
B. Intermediate type of vaginal spread, with leukocytes, bacteria and par-
tially developed epithelial cells, indicating low grade ovarian activity. This
type is more usual in the secondary amenorrheas. In the acyclic type no varia-
tions in the spread take place. In the cyclic subfunctional type fluctuations
occur as the result of periodic increases in ovarian activity ; these are in-
sufficient or too brief to lead to ovarian bleeding. C. An atrophic spread
composed of leukocytes and round or oval cells, with large nuclei, derived
from the deeper layers of the vaginal epithelium. Absence of estrogen activity.
The picture is characteristic of the primary amenorrheas ; when it occurs
in secondary amenorrhea, it offes a bad prognosis for the spontaneous re-
sumption of menstruation. (Courtesy Am. J. Pediat., 19:427, Sept., 1941.)
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reflects clearly the mother’s blood

concentration. The typical estro-

genic epithelial hypertrophy is

here noted. In the newborn (fig.

3), also affected by high maternal

estrogen concentration, we again

find the characteristic epithelial

hypertrophy. Soon after birth,

however, the epithelium regresses

to a thin hypoplastic membrane

such as is illustrated in fig. 4, a

microphotograph of the vaginal

epithelium of an infant of nine

months, and also in the normal

thin delicate mucosa from a thir-

teen year old girl (fig. 5) who had

not yet bled. In contrast, fig. 6

shows the normal adult vaginal

mucosa, with its marked differentials in thickness

and squamous cellular change. These microphoto-

graphs are all made to scale.

Vaginal spreads reflect fairly accurately these

same changes, whether they are due to intrinsic

blood estrogen concentration or estrogen medica-

tion. I do not believe that the absolute values at-

tached to observation of vaginal spreads by some

writers, particularly pediatricians, are entirely jus-

of value from the cystologic as well as the bacterio-

logic angle, in the diagnosis of gonorrheal vaginitis,

of which time forbids a discussion here. Cultures

are much more reliable in this field.

The vaginal hydrogen ion concentration, which

may be roughly determined by very simple meth-

ods, offers perhaps as reliable an index of the hor-

monal concentration as the vaginal spread. It will

1. Shorr, S. : Endocrine Problems in Adolescence. J.
Pediat., 19:327-34G, Sept., 1941.

i
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be recalled that the vaginal pH is in the region of 7

to 7.2 well into adolescence. The normal increase in

blood estrogen accompanying the maturation of fol-

licles is evidenced by a demonstrable decrease in

the vaginal pH toward the adult reaction. Estrogen

medication is similarly reflected. Determination of

the pH can be very simply carried out by the use of

nitrozene paper^ and yields useful information as

part of an analysis of the child’s maturity processes,

and also as an index of the presence of effective

Fig. 8. Partial cross section of endometrium at term ; low power showing
relative complexity of glandular structure. This is interesting for comparison
with figs. 9 and 10. Maternal estrogenic influence doubtless accounts for this
differential.

Fig. 9. Sagittal section of endometrium at age four (high power). Note
rudimentary nature of cell and gland structure. Compare with figs. 8 and 10.

girls prior to puberty is apt to expect to find the

genital tissues and structures only slightly less de-

veloped than those of maturity. He is apt to be con-

fused by his failure to realize the intensity of

growth involving all of these structures during a

relatively short period. Changes from infancy to

adolescence (average age eleven or twelve) may be

very meagre indeed, occasionally scarcely appreci-

able clinically.

Endometrium from the newborn, of which fig. 8

is a characteristic picture, shows a

consistently more complicated en-

dometrial structure than in the

child of four which is shown in fig.

9. At age thirteen (fig. 10, A),

prior to menstruation, the struc-

ture is only slightly more complex

than at birth but definitely less so

than at age fourteen (after the

menarche) as shown in fig. 10, B.

That estrogen may exert a pro-

liferative effect at any age period

before puberty is illustrated in

this endometrial biopsy material

(fig. 11) from a child aged four

(Karnaky) who had been given

large doses of stilbestrol over a

long period of time and who

Fig. 10. Endometria from girls aged thirteen and four-
teen. A. Comparatively inactive nonsecretory endome-
trium. of child of thirteen who had not started to men-

concentrations of estrogen whether intrinsic or by

medication.

THE ENDOMETRIUM

The physician who does not frequently examine

struate. B. More active and complex endometrial struc-
ture of child of fourteen who had menstruated several
times. Compare with figs. 8 and 9.

finally showed endometrial bleeding. This child

had not only a complicated adult type of endome-

trium, but also so-called endometrial hyperplasia.

In this same connection we are all aware of the

occasional bleeding from the neonatal uterus. It is2. E. R. Squibb & Sons, New York City.
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quite definitely estrogen withdrawal bleeding, con-

tingent upon deprivation of maternal estrogen.

Similarly, neonatal congestion of the breast reflects

high maternal estrogen concentration.

SECONDARY SEX CHARACTERS

Getting back to the period of adolescence, we

may dismiss changes in the secondary sex charac-

ters as familiar to all. Pubic hair appears as early

as the eighth or ninth year, generally considerably

ahead of underarm hair and the general hirsute

tendency. I mention this because we have frequent-

ly made the interesting observation that in children

who are subject to genital manipulation, and par-

ticularly those who have been given estrogenic sub-

pie rational treatment. Bleeding is profuse but

transient. Surgical hemostasis is seldom necessary.

These structures are remarkable for their ability to

restore normal contours without benefit of suture, a

quality perhaps allied to the remarkable restorative

properties of this area in relation to later childbirth.

Injuries attaching medicolegal significance will be

those associated with attempted rape or forcible

manipulations. Such injuries are characteristically:

( 1 )
in the form of bruises or contusions about the

vulva; (2) circumferential linear tears obviously

due to unphysiologic stretching of tissues; (3) rare-

ly, deep lacerations with rupture or injury to sur-

rounding viscera. We must also remember that cas-

Fig. 11. Stilbestrol effect on the endometrium of a
child aged four who had been given one milligram of stil-
bestrol each day for 100 days. Compare with fig. 9.

stances, the pubic hair may appear considerably

earlier. We have seen it as early as the fourth year.

It is of interest that this precocious growth may
occur also in connection with repeated vaginal

treatments by simple ointments or in children who

masturbate.

INJURIES TO GENITALIA

It is quite certain that physicians in general do

not understand sufficiently clearly the important

connotations concerning injury to the immature fe-

male genitalia. Even the common injuries which

occur as a result of, let us say, falling astride the

bar of a bicycle or upon some sharp object, are apt

to assume a maudlin or an actually morbid signifi-

cance in the eyes of the laity. Certain facts in this

respect should be very clear in our minds. Injuries

in this region are very prone to edema and hema-

toma formation which, however, yield easily to sim-

There is marked proliferation of the endometrium, almost
typical hyperplasia as noted in the adult. The child bled
for four days as a result of this medication (Karnaky).

ual injuries in this area may assume a suspicious

appearance. Definite and sometimes serious injury

may occasionally be self-inflicted during the intens-

ity of self-manipulation or sex play. The physician

must in no instance draw deductions by infer-

ence and should never make definite accusations. I

have consistently advised in such instances that the

physican retain in his own interest a reputable and,

if possible, specially qualified attorney. He may not

be well served by the attorney for his patient, and

he may avoid serious consequences if he enters such

a situation independently advised.

Injuries to the hymen in this category are rather

characteristic but extreme conservatism is called for

and the physician must not jump at conclusions

which may at the time seem obvious. During adol-

escence we have occasionally noted a hymen with

all the characteristics of sexual alteration, where
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Uterine
fundiis

fimbria’

Fig. 14. The endocervix at term: A. Sagittal section,
high power, showing epithelial hypoplasia and rudi-
mentary gland structure. B. Low power partial cross
section.

Fig. 15. Endocervix from child aged four: A. Low
power cross section. B. High power cross section of area
boxed in A.

The vaginal cervix attaches points of special in-

terest in the adolescent child. I have spent a great

deal of time and energy demonstrating certain char-

acteristics of this immature structure which are of

definite importance in relation to the nature and the

Fig. 16. Endocervix of child aged fourteen just after be-
ginning menstruation. This is an oblique sagittal section,
showing more than the usual amount of glandular devel-
opment. Compare with fig. 17.

Fig. 17. Cross section (low power) of endocervix from
fourteen year old girl who had not menstruated. Glandu-
lar structure is virtually absent. Compare with fig. 16.

Fig. 13. Comparative size and characteristics of: A and
B, the infantile cervix ; C and D, the juvenile cervix

;
E

and F, the virginal adult cervix. Note especially pleats
and crypts involving the immature vaginal cervix. (Cour-
tesy Pediatric Gynecology, Year Book Publishers, (Chi-
cago, 1942.)

accusations must never be made in default of abso-

lute knowledge. A court of law will admit the pos-

sibility that intercourse may have occurred through

a demonstrably unruptured hymen. I testified in the

case of a girl of sixteen in which such evidence was

allowed.

there has not been the faintest suspicion of vaginal

penetration of any sort whatsoever. A common find-

ing and one of which the physician must be aware is

the occurrence of a widely patent, flattened, unrup-

tured but almost parous appearing hymen in an

unimpeachably virginal individual. The immediate

inference is, of course, that such an anomaly is due

to self-manipulation. My own thought is that the

anomaly can occur spontaneously, and that serious

Fig. 12. Gross specimen of female genitalia at term.
The vagina has been slit longitudinally and laid back,
exposing the entire surface. Pleats and rugae involving
the vagina and vaginal cervix should be noted. Large
size and comparative length of cervix, simplicity of gross
structure of tubes, and size of ovaries are of interest. The
over-all length of the uterus is 3.5 cm. ; of the vagina 3
cm. See also figs. 19 and 20.
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treatment of vaginitis. Fig. 12 is a

photograph of one of our dissec-

tions of the female genital struc-

tures at birth. I wish to call to

your attention the vaginal rugae

or plicae which are characteristic.

The vagina has been split longitu-

dinally from the front and the en-

tire surface is laid back and

exposes the vaginal cervix. Fig. 13

depicts the anatomic characteris-

tics of the infantile cervix as op-

posed to those in childhood, adol-

escence and maturity.

THE IMMATURE ENDOCERVIX

I wish to depict briefly the

characteristics of the immature
endocervix. Inexact statements

based upon lack of actual observa-

Fig. 18. Sagittal section of vaginal cervix, endocervix and posterior vag:i-
nal vault of seven months fetus (high power). Endocervix and vaginal cervix
are designated. Posterior vaginal vault (right) and vaginal cervix show char-
acteristic hypertrophic squamous epithelium definitely under maternal estro-
genic influence. Note the persistence of squamous epithelium within the endo-
cervix (the opposite of "erosion”)

;
also the absence of endocervical glands.

A
Term

.9 months

C
5'/2 veaxs

D
6 years

Fig. 19. Gross specimens of uterus, tubes and ovaries;
A. At term (posterior exposure). B. At age nine months
(anterior exposure). C. At age three and one-half years
(posterior exposure). D. At six years (anterior expos-
ure). The vaginal cervix is exposed by wedge removal of
the vaginal vault. The gross characteristics designated in

tion are too frequently made in this connection.

Whereas there is considerable variation in the

glandular development from birth to puberty, in

the main the glandular endocervix remains strik-

fig. 20 are notable. The nine month uterus and the three
and one-half year uterus are both appreciably smaller
than the uterus at term. The six year uterus is scarcely
larger. Only the ovaries increase consistently in size with
age. The tubes remain about constant in size.

ingly simple and rudimentary up to and even during

early adolescence. Figs. 14 and 15 show the en-

docervical canal at birth and at age four.

Autopsy material is difficult to obtain in young
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children, but we now have a sequence sufficiently

complete to clarify this relatively simple status of

the cervical gland structure up to puberty. We will

grant a reasonable variation in complexity, espe-

cially in later adolescence, as illustrated in the

accompanying section from the endocervix of a

fourteen year old girl (fig. 16) who was menstrua-

ting normally. Fig. 17, on the other hand, shows the

almost complete absence of the gland structure in a

child of fourteen prior to her menarche. I believe

that our material and clinical experience demon-

strates that: (1) the immature endocervix seldom.

current literature relative to the epithelium of the

endocervix. The statement is made incorrectly that

the endocervix is impatent at birth. We routinely

find it patent in the fetus prior to five months and

not occluded except by a paste of epithelial detritus.

Some authors do not understcmd that the endocer-

vix, together with the entire endometrial cavity, is

originally laid down in many layered epithelium.

The endometrium first achieves the columnar type

which thereupon extends downward, gradually to

carpet the endocervical canal.

Fig. 18 shows the detail of the endocervix at sev-

en months. You will note

that the single layered

epithelium has not yet

achieved the external os.

I have studied a number

of sections of cervices

from infancy through

childhood and find this

status occasionally persis-

tent. Only rarely has the

columar epithelium ex-

tended beyond the external

os. This tends to contra-

dict a number of state-

ments in the literature

relative to the frequency

of so-called erosion in

children prior to puberty,

and especially in early

childhood.

EROSIONS

I have treated a few so-

called erosions in older

children by electrocoagu-

lation, always with the

feeling that I might be

doing as much harm as

good. I find it irritating

to be told that topical ap-

plications will clear up

this anomaly. Such inac-

curate statements foster

the protracted use of

messy and ineffectual va-

ginal therapy at an age

where such interference is

extremely distasteful. I have used estrogenic sub-

stances per vaginam in such cases, as also in vaginal

injuries and erosions contingent upon trauma, under

the impression that it might promote the regrowth

of the squamous vaginal epithelium. It is efficient

in epithelial injury but not in so-called “erosion,”

CORPUS

CLPVtX

\S.
IttFAMT
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CORPUS

CLPVIX
CERVIX

. ,
20. Gross development of uterus from infancy to maturity. Lines projected at

sides indicate relative sizes of corpus and cervix ; A and E, infantile habitus
; the cervix

comprise two^hirds, the corpus one-third of total length. B and P, uterus at three
years. C and G, uterus at ten years ; the infantile habitus prevails. D and H, adult
uterus. From ten years to maturity the corpus inceases in relative size (to two-thirds)
the cervix decreases proportionately (to one-third). At the menarche the cervix achieves
Its typical gland structure. Significant changes in tubes and ovaries are noted. In the
ovaries follicles begin to be visible at ten years. Corpora lutea and corpora hemorrhagica
appear in the adult ovaries. (Courtesy Pediatric Gynecology, Year Book PublishingCompany, 1942.)

if ever, constitutes a true focus or harbor of infec-

tion; (2) it does not reinfect the vagina; (3) it

does not contribute to surface infection of the endo-

metrium and pelvic organs; and (4) it seldom, if

ever, requires independent treatment.

Peculiar statements are to be found even in the
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and not nearly as efficient under any circumstances

as it is upon senile lesions.

THE IMMATURE UTERUS

The immature uterus, if it can be satisfactorily

palpated by vagina or rectum, offers a very helpful

index of the child’s general sex development. By
some, this index is regarded as superior to all others.

Its early peculiarities of shape and position, its re-

tarded growth, and finally its exceedingly rapid

development during late adolescence, are well rec-

ognized (figs. 19, 20). The gross specimens photo-

graphed in fig. 19 will demonstrate what I mean;

and fig. 20 will call to mind some characteristics of

the immature uterus which are of value in digital

estimates of its developmental phases. Fig. 1 may
also be helpful in this respect.

I wish to point especially to the relative length

of the cervix in relation to that of the corpus in

this immature habitus (fig. 20, A,B,C) and to sub-

mit my observations as evidenced against the com-

mon misconception of the so-called “infantile

uterus.” This is, as classically described, the tiny,

sharply anteflexed but otherwise typical adult uter-

us. The more careful observer will identify this

status as an anomaly more essentially of the adult

type, and will recognize the almost straight, rather

rigid little uterus with a small, high corpus and a

long gangling cervix, as truly characteristic of

underdevelopment.

IRREGULARITIES OF THE MENARCHE
A thorough acquaintance with the literature and

a considerable personal experience leave me with

the conviction that very little can be said which is

helpful on the side of active therapeusis in such a

discussion. For this presentation I will consider only

some of the broader aspects of the management of

delayed menarche, oligomenorrhea, bleeding irregu-

larities and dysmenorrhea which may occur at this

rather critical time.

I am prepared to argue that the biologic concept

of menstruation is that it is a traumatic process. I

believe that it is unbiologic in the sense that it is a

gesture of defeat initiated by the ovary, and result-

ing in an actual pathologic disruption of the endo-

metrium. The endometrium, distraught over its

failure to engage the passing ovum, goes angrily

about destroying itself.

A broader translation of this thesis might run as

follows: biologically the normal, tranquil course

for the mature female, with a breathing spell only

to nurture and suckle the young, should be a series

of absolutely consecutive pregnancies. To be sure,

I can only defend this concept before Margaret

Sanger and the mental hygienists by admitting

that, socially and economically, in the case of the

genus homo, there may be flaws in any such cosmic

plan. However, if we will concede it any virtue,

we will have achieved a slightly more strategic

approach to the dyscrasias which pyramid upon

this basically unnatural sequence. They are all

disorders begotten of an intrinsically disordered

process.

It is no wonder, then, that menstruation, which

is the result of failure of a function rather than

(incorrectly) a function, may be disordered in so

many ways at its inception. In relation, for ex-

ample, to the time of its onset and the establish-

ment of its periodicity, this proper concept of the

nature of menstruation allows us a much wider

range of expected variation. Estrogen elaboration

is essential to the initiation of menstruation. The

production of graafian follicles and the subsequent

Fig. 21. A and B ;
High power microphotographs of curet-

tings from a thirteen year old girl who had begun cyclic
bleeding. This is a typical nonsecretory anovulatory en-
dometrium indicating that the cyclic bleeding has been
anovulatory (Karnaky).

elaboration of estrogen (under anterior pituitary

influence) may in itself begin in a more or less

haphazard manner. This being the case, its con-

tingent phenomena may be expected to show con-

tingent irregularities.

Since the periodicity of menstrual function and

its initial onset are both apparently individual re-

sults of follicular function, these two phenomena

may also be expected to vary within a wide normal

range. Even when estrogen elaboration is well

ordered, there may be a selective reactivity of vari-

ous organs and systems to its early effect. Thus, in

certain girls the breasts only may be affected by

exaggeration of estrogen action. In others hirsutism

or the development of the panniculus ma.y show

'

{

ii
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selective reactivity. Lack of estrogen, on the other

hand, may show similar selective vagaries.

In this connection we may state on increasingly

good authority that the onset of bleeding is (far

more frequently than we had formerly believed)

on an anovulatory basis. To illustrate, fig. 21 is

a microphotograph of the endometrium of a thir-

teen year old girl. This girl had been bleeding at

regular intervals for four months. One recognizes at

once that this is a definite nonsecretory, nonovula-

tory endometrium. We are aware of a sufficient

amount of such material to fortify the theory that

the onset of true menstruation is frequently pre-

ceded by an indefinite number of anovulatory

cycles. The whole thing falls in neatly with a realiza-

tion of the disorder which may be expected to attend

this onset of an intrinsically disordered function.

It is quite true that the surprising infrequency

of pregnancy during the menarche and early men-

strual life argues strongly for the preponderance

of anovulatory cycles. How else may we explain the

exceedingly rare occurrence of pregnancy for an

average of three years after bleeding has begun,

among races where intercourse is freely indulged in

from early childhood, and where child marriages are

made with the object of fecundity at the earliest

possible moment? Some sterility factor must cer-

tainly be at work in the first two to three years of

cyclic bleeding, and it may well be this. In any

event, all of these obvious basic confusions in rela-

tion to an already confused process should teach

us the wisdom of a very broad concept of the range

of normal, and of more practical import, the wisdom

of a very light hand in the attempt to control the

forces here at work.

There is no question but that menstruation, from

the menarche forward, is profoundly affected by

the unbiologic nature of human attitudes and prac-

tices operating through the physical and spiritual

distortions of modem society not only in a given

generation, but by cumulative effect, in succeeding

generations. Environmental factors, of course, are

chiefly at work here, and this being the case, these

forces should work more effectively to disturb men-

stmation during the period of adolescence, when^
the individual is less self-determined and more com-

pletely vulnerable. Animals, even the inbred and

overcivilized, seldom present disorders at this epoch.

The females of uncivilized races, in the absence of

actual and demonstrable pathology, are apt not to

exhibit even the simple emotional distortions which

are a commonplace among civilized peoples.

These are perfectly futile and perfectly patent

observations, but they are offered in the interest

of, first, a broad acceptance of the fundamental im-

portance of such influences and, second, because

their constant reiteration in the mind of the phys-

ician may lead him to a conscientious effort to study

these influences in the individual case. He must

work patiently and conscientiously to uncover and

clarify to his patient the individual, psychic en-

vironmental components of her problem, and he

must bend every possible effort to stimulate the

development of an independent psyche in the child,

a critical intelligence insofar as possible independent

of its environment, which may build her into an

autonomous individual.

I am indulging in shameless propaganda in favor

of teaching and spiritual guidance in the broad

sense, as against complicated and too often futile

programs of fancy hormonal therapeusis. By this I

do not intend to advance as the panacea any of the

more intricate psychiatric programs. Psychoanalysis

and the supersex systems may have their place in

some of the exaggerated dyscrasias of this period,

but it seems increasingly obvious that the simpler

and more rational methods, with which those of us

with lesser minds are able to cope, are in the main

more effective.

HORMONE THERAPY

Relative to female sex hormone therapy, it may
be said that during the menarche its applications

are quite similar to those elsewhere. There are, how-

ever, certain rather broad distinctions which it may
be well to mention. Evidence indicates overwhelm-

ingly that purified, active gonadotropic factors

from the pituitary are basic requirements to effec-

tive therapy but they still evade us. The substitutes

which we have at the present time are impure and

only effective in a haphazard manner. When we

have gotten as far with pituitary as we have with

ovarian hormones, we will indeed be on our road.

Estrogen and progesterone are more clearly eluci-

dated than any of the others. Their effective thera-

peutic effect, however, is constantly balked by lack

of their activators from the anterior pituitary. In

certain applications estrogen and progesterone, par-

ticularly estrogen, can be given under precise indi-

cations and with the expectation of satisfactory

results.

Estrogen is most useful on the basis of its growth-

promoting influence on sex organs and secondary

sex characters. Given independently, it does not

stimulate follicular growth but it substitutes for

follicular function and is definitely useful in sup-

porting the general sex maturation process. It may
be used under this general indication in adolescence

occasionally with signal success.
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Its growth-promoting effect upon the endome-

trium most often recommends its use in practice,

and it is frequently used during adolescence to pro-

mote the onset of bleeding. This bleeding is, as we

are all aware, anovulatory. It is conceded, however,

( 1 ) that psychic effects even of anovulatory bleed-

ing may be desirable; (2) that there seems to be

some vague influence promoting the normal ten-

dencies toward cyclic bleeding. Its use, therefore,

under either of the above indications may be justi-

fied, and we cannot evade the fact that it often

seems effective, certainly more often than any other

hormonal agent, in the treatment of delayed men-

arche.

Progestin during adolescence is given under the

same indications as after maturity, but its effec-

tiveness in general is less to be relied upon. The

chorionic gonadotropins and the pituitary gon-

adotropins occupy about the same position. They,

of course, should constitute the desideratum in rela-

tion to growth-promoting properties, the stimula-

tion of proper follicular function, and the complete

underlying regulatory mechanism. Their inadequacy

is not in their therapeutic rationale, but in the fact

that we do not as yet have satisfactory preparations.

Synapoidin,® a composite of chorionic gonadotropins

and an anterior pituitary follicular stimulating

principle, appears in laboratory animals to approxi-

mate this basic pituitary function to a demonstrable

degree. We shall await its further clinical trial with

interest.

Testosterone propionate has demonstrable clini-

cal effect in menorrhagia, metrorrhagia and dys-

menorrhea, probably through its depressant effect

upon follicular maturation. Theoretically, this ef-

fect plus the danger of masculinization should be

more serious during this developmental phase. Ac-

tually, however, in practice clinicians have used

large doses and continue to do so with clinical effect

and apparently without harmful permanent results.

Beyond that I will not attempt to qualify it.

Finally, it should be pointed out that no attempt

has been made in this presentation to arrive at any

sort of finality nor to consider the material essen-

tially from a clinical point of view. It is hoped, by

discussing the more general aspects involved, to call

attention to the lack of exactness which charac-

terizes the rather meager literature available in this

field, to stimulate further effort, and to discourage

elaborate programs of empiric treatment, futile

under ordinary circumstances, but extremely un-

desirable during the psychologically vulnerable

period of adolescence.

3. Parke-Davis & Co., Detroit, Mich.

THE PHYSIOLOGY OF AGING*
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Professor of Physiology, University of Chicago
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(Concluded)

BONE, TEETH AND CONNECTIVE TISSUE

A gradual solution and absorption of bone in

old mice has been described. In man, the bones

become more brittle with advancing years. This

may be due to a change in the chemical combina-

tion of the bone calcium, a change towards a more

amorphous state. The demineralization of bone that

proceeds with advancing age does not go on with

equal rate in all the bones of the body. Todd is

inclined to charge the age changes in bones and

connective tissue to arterial sclerosis, that is, to

impaired circulation and nutrition. There is a

gradual reduction in the red bone marrow in the

vertebrae, and decrease of the lecithin in the bone

marrow with advancing years. Parallel with these

structural changes in bone there is, at least in the

very old, a decreased capacity of bone healing in

the case of fractures.

In cartilage, atrophic and regenerative changes

in advancing age tend to proceed parallel. In true

tendons and ligaments, age-changes-, apart from

specific disease and malnutrition, have not been

made out.

In the case of teeth, decreased permeability of

the enamel, thickening of the secondary dentine,

and increased calcium content with age have been

reported. In some herbivora an actual mechanical

wearing out of the teeth from mastication occurs.

Such mechanical wearing out is surely a minor

factor in modern man. The decay and failure of

teeth with age in modern man is probably more a

matter of nutrition and other accidents of living

than the rapid ticking of the hereditary time clock.

LYMPHATIC SYSTEM

The changes in the number and kind of lympho-

cytes and leukocytes with age does not seem sig-

nificant. These cells are individually short lived,

and the tissues producing them seem to be able to

do this job adequately, at least up to the age of

ninety to one hundred years. Nevertheless, there is

some evidence of atrophy and fatty infiltration of

the lymph nodes in old animals and old people.

The lymphoid tissue in the vermiform appendix

decreases with age. There is some decrease in size

of the tonsils and adenoids in people fifty to eighty

years old, and a similar but slight decrease in the

lymphoid tissue of the spleen. On the whole, both

the aging factor per se, as well as the accidents of



February, 1943 PHYSIOLGY OF AGING— CARLSON 47

living, appear to deal lightly with the lymphatic

system.
’’ THE BLOOD

The blood of the newborn and the very old is

almost as accessible to quantitative study as are

the more superficial tissues of the human body, and

such studies have grown apace in the last fifty

years, driven not so much by the curiosity concern-

ing aging as the curiosity and necessity for infor-

mation in relation to specific diseases. Increased

fragility of the erythrocytes with age has been re-

ported. But in the absence of specific disease, this

is not sufficient to cause anemia in old age. Indeed,

in the entire blood system, both cell count and cell

character, plasma volume and plasma composition,

there is a greater uniformity in this tissue through-

out the entire span of life than in any other organ

of the body. It is, however, probable that all the

subtle age changes in the blood of man have not

been discovered, because of lack of adequate

methods.

It seems to be a fact that the serum of old

chickens retards or inhibits and induces fatty de-

generation in connective tissue cells in tissue cul-

tures, in comparison with plasma from chick em-

bryos. Nevertheless, in the absence of serious im-

pairments in diets, in the renal, respiratory, circula-

tory and endocrine mechanisms, the fundamental

homeostatic mechanisms in which the blood plays

such an important part (body temperature, acid

base balance, blood sugar level, regulation of blood

pressure and respiration) are able to meet the

ordinary needs of the individual man or woman
at the age of one hundred and beyond. But the

blood is not able to meet the extraordinary needs of

excessive strain, at least not to the degree that

similar physical or dietary strains are met in people

of fifteen to forty years of age. This loss' or dim-

inution in the factors of safety with age, on the

basis of the present knowledge, are probably to

be ascribed to impairment of kidneys, lung and
circulation, and capillary permeability rather than

to changes in the blood itself.

THE SKIN

The common changes with age in the hair, skin

and nails are familiar even to laymen. In the case

of the hair on the human scalp, it is also known
that acute infections, disorders of metabolism and

endocrine disorders intensify these involutional

changes. The skin changes include increased pig-

mentation of the exposed parts, decrease of water,

decrease of fat and decrease of elasticity in the

skin, as well as decrease in its growth and regen-

erative capacity.

According to Todd, a skin wound of 40 sq. cm.

in a person twenty years old heals on the whole in

forty days. The same size skin wound in a person

forty years old requires for healing about eighty

days. At the age of sixty, the same skin would

require five times longer to heal than in a child of

ten. In this regard the skin follows the descending

curve of regenerative capacity with age seen prac-

tically in all the other tissues of the body. The de-

crease in skin elasticity appears to run parallel

with the actual degeneration of the elastic connec-

tive tissue fibers. The decrease in the subcutaneous

fat may play a minor role. The dryness of the aged

skin is probably secondary to decreased secretion

of the sebaceous glands, although these glands

show, on the whole, hyperplasia with the advanc-

ing years.

On account of its cosmetic sgnificance for mod-

ern man, the failure of color and the gradual falling

out of the hair of the scalp have received a great

deal of unscientific attention. There are indications

of an actual hereditary factor. Diet, disease and

vascularity unquestionably play a role, but in the

absence or with the minimum of these factors at

play, there seems no doubt that the hair on the

scalp at least would sooner or later run its course

of graying and death, considerably before the zero

hour of the time clock for the individual person.

The complexity and individuality of some of these

mechanisms, hereditary and accidental, are indi-

cated by the fact that, parallel with the graying

and falling out of the hair on the scalp, some of

the body hairs, such as eyebrows, the hair in the

nose and on the external ear, may show an in-

creased growth if not an increased pigmentation

with the lengthening shadows of the accumulated

years.

Except for immunities to specific infection and

the pathologic hyperplasias and tumors, all the

changes in the machinery of the body, which par-

allel, and, in fact, constitute the aging process,

point to a gradual depletion of the hereditary tissue

reserves or “factors of safety,” so that the aging

individual becomes gradually less able to meet the

usual accidents and unusual stresses of living. As
long as these can be avoided life goes on until the

corroded life link breaks, even in the absence of

specific storm and stress. But this way out appears

to be very exceptional even in our own species.

DIET AND LIFE SPAN

Since the scientific information on the kinds and
quantity of foods required for growth and health is

very recent, considering the history of the human
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race, and that this information is still fragmentary,

it is evident that in the past man’s diet, both as to

kind and quantity, was determined by appetite,

hunger and the availability of the foods. We may,

therefore, assume that underconsumption and ex-

cess consumption of foods, starvation and gluttony,

emaciation and obesity are phenomena as ancient

as man himself.

Life insurance statistics show clearly that under-

weight as well as obesity tend to shorten the life

span of man. McCay finds that with a diet ade-

quate in quality but inadequate in amount fed so

that the growth of the animal is practically at a

standstill, the life span of rats is significantly pro-

longed. In this experiment the control group of

rats was fed the same kind of food ad libitum, so

that this group may have had its life span short-

ened by excess eating, that is, by obesity. It is well

established that many, if not all, persons showing

marked and persistent underweight or emaciation

have functional disorders interfering with the di-

gestion, absorption or metabolism of food stuffs,

excess metabolic rate or chronic disturbance of ap-

petite and hunger (anorexia nervosa). That such

persons die prematurely presents no particular

problem, since we have here clearly an excess cor-

rosion of essential links in the life chain.

But why does the overweight person, the obese

person, who seems otherwise healthy, die prema-

turely? This is a fundamental problem in geriatric

medicine, for in the absence of specific disease,

overweight or obesity tend to increase in men and

women past forty years of age. Is obesity itself a

disorder, a disease? (Also, consideration must be

given to direct mechanical interference with res-

piration and circulation by crowding of intra-

abdominal contents against diaphragm.) Or is the

shortening of the life span merely a consequence

of obesity as implied in the popular saying that

“fat people dig their graves with their teeth?”

Admitted that there may be hereditary factors in

some species, such cis the whale and the hog, fav-

oring deposition or excess deposition of body fat,

it is nevertheless true that all animals, otherwise

normal, can be fattened by eating in excess of the

expenditure of energy. In man obesity is the result

of the same fundamental cause, that is, eating in

excess of the energy expended. The work of New-

burgh goes to show that intake of food below the

energy requirements reduces body weight in all

types of obese people.

During the last twenty-five years considerable,

though superficial, attention has been given to the

possible relation of thyroid, gonad and pituitary

disorders to human and animal obesity. It now
seems established, or at least highly probable, that

there is no such thing as a primary endocrine obes-

ity, apart from endocrine influences on appetite,

hunger and physical activity. The marked obesity

that may follow destructive injuries at the base of

the hypothalamus seems to be largely due to in-

creased food consumption because of increased

appetite.

Endocrine therapy of obesity has been disap-

pointing, except in the case of thyroid extract, and

the latter has to be administered to the point of

inducing the initial symptoms of the disease, thy-

roid toxicosis, before weight reduction is secured,

in absence of reduced food intake. On the basis of

present information it seems likely that the devel-

opment of obesity in some people past forty years

of age is primarily due to these people persisting

in excessive eating and the satisfying of specific

appetite for foods, when the rate of tissue oxidation

and general physical activity are both on the de-

cline.

It is not difficult to understand why ingestion

of food to the point of obesity is injurious to people

with reduced factors of safety in the matter of in-

sulin, pancreas, sugar and fat metabolism. Such

dietary excesses damage by overwork an already

impaired mechanism. But in the absence of dia-

betes, actual or incipient, why does obesity, main-

tained for years, initiate or aggravate cardiovas-

cular, renal and other disorders that shorten the

life span? While the answer to these questions is

being sought by experiments and accurate observa-

tion on mice and men, prevention of obesity in all

people past thirty appears to be a prophylactic

imperative, a must in gerontology. And as a gen-

eral proposition, it is safer for the patient to do

this by reducing the diet than by taking toxic

drugs.

SURGICAL MANAGEMENT OF
ACUTE CHOLECYSTITIS*

R. G. Andres, M.D.

SPOKANE, WASH.

The unusual frequency of this subject appearing

in medical journals in the last few years indicates

a changed view in the treatment of acute chole-

cystitis. An attempt will be made to present the

present trend in the treatment of this disease and

my experience in a series of cases.

Previous to ten years ago the management of

Read before the Thirty-fir.st Annual meeting of North
Pacific Surgical Association, Tacoma, Wash., Nov. 20-21,
1942.
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acute cholecystitis was more of a standard pro-

cedure than today. Usually the surgeon waited for

the acute symptoms to subside under medical treat-

ment. Operative interference followed a few weeks

later. Only those patients, who did not improve

after a fair trial with medical management, were

operated upon in the acute stage.

With the use of intravenous fluids, blood trans-

fusions and the newer ideas relative to pathologic

sequences causing acute cholecystitis, this older and

conservative type of procedure is being gradually

displaced by the early operation. The conservative

type of procedure was supported on the basis that

the majority of acute cholecystitis cases were of

streptococcal origin and any surgical attempt in the

acute stage other than drainage would spread the

infection either by way of the gallbladder bed to

the liver, or by involving the tissues contiguous to

the peritoneal cavity.

It is now generally accepted that 95 per cent of

the cases of acute cholecystitis have a stone oc-

cluding the cystic duct.^- Most of the remaining

5 per cent have the cystic duct occluded by edema

or infection secondary to some other lesion such as a

perforating ulcer or growth; a few precede obstruc-

tion at the head of the pancreas®. Obstruction of

the cystic duct, with a few exceptions, is the first

step necessary for developing acute cholecystitis.

This is followed by edema distension, interference

in circulation with resultant thrombosis, gemgrene,

necrosis and infection which, if allowed to progress,

may go on to perforation. Andrews called attention

to the fact that many of the so-called empyemas of

the gallbladder are chronic cholecystitis with de-

posits of calcium salts. Drennen^ reported on the

study of one hundred cases of acute cholecystitis

with 81 per cent having no infection. Experi-

mentally, it is difficult to infect a gallbladder that is

not obstructed.®

The great majority of acute cholecystitis cases

are exacerbations of a chronic cholecystitis of sev-

eral years’ duration, giving a history of several

previous attacks of gallbladder colic®.

In gallstone colic usually the stone becomes tem-

porarily fixed in the neck of the gallbladder or

cystic duct and one of four sequences may follow:

1. Denton, J. ; Mode of Origin of Gailbladder Lesions.
Arch. Surg., 14:1-13, Jan., 1927.

2. Stobie, G. H. : Acute Gall Bladder. Canad. M.A.J.,
42:158-162, Feb., 1940.

3. Rothenberg, R. E. and Aronson, S. G. : Acute Cholecys-
titis Preceding Neoplastic Common Bile Duct Obstruc-
tion. Ann. Surg., 112:400-416, Sept., 1940.

4. Drennen, J. C. : A Bacteriologic Study of Fluid Con-
tents in 100 Gallbladders Removed at Operation. Ann.
Surg., 76:483-487, Oct., 1922.

5. Wilkie. A. L. : Bacteriology of Cholecystitis. Brit. J.
of Surg., 15:450-465, Jan., 1928.

6. Glenn, F. : Early Surgical Treatment of Acute Chole-
cystitis. A.J.S., 40:186-191, April, 1938.

(1) the stone may fall back into the gallbladder,

releasing its contents through the process of dila-

tation or relaxation
; ( 2 )

the stone may pass into the

common duct; (3) it may remain fixed, causing

obstruction which, if given sufficient time, hydrops

or vascular changes previously mentioned follow,

with (4) perforation. The slow perforation usually

causes a localized abscess or rupture into a hollow

viscus; the acute perforation usually ruptures into

the general peritoneal cavity.

It is apparent, then, that gallstone colic is not

acute cholecystitis. Just where one condition ends

and the other begins from a clinical standpoint is

impossible to differentiate. However, there are

symptoms, when present, that are most suggestive.

First is pain of prolonged duration, colicky in na-

ture, which does not subside after twelve hours.

This pain can be associated or followed by tem-

perature and increased pulse rate. Rigidity in the

right costal region, palpation of a tender mass and

leukocytosis are classic findings.

However, many of the above findings may be

absent, and the white count may remain nearly

normal. Nausea and vomiting are usually present,

but of little significance in making a diagnosis. The

facial expression of the patient often gives a clue

as to the severity of the illness. Jaundice may or

may not be present. The roentgenogram of the ab-

domen, vertical and horizontal, indirectly helps

materially in ruling out acute or subacute perfo-

ration of the duodenum and stomach. The presence

of a gallstone shadow may be of substantial value

in the diagnosis.

The twelve hour period is used arbitrarily, as

some may feel eighteen or twenty-four hours a bet-

ter time limit. One must have in mind some divid-

ing point where the condition has passed simple

colic. There is no fixed rule, neither is it possible

by any signs to pick out those Ccises that will sub-

side from the ones that will develop into the more

serious conditions. Insidious beginnings with mild

symptoms are more likely to subside than those

which start out early with pain, rigidity and leuko-

cytosis, but either of these types may be deceiving.

Presented with a patient having the above symp-

toms, shall we wait to find out if these symptoms

will subside? This brings us to the question of the

proper time for surgical relief. Some writers have

advocated immediate operation, that is, during the

first twenty-four hours of illness. In so doing they

contend that the tissues are more likely to be in

their normal state, thus avoiding edema and in-

flammatory changes that make accurate visualiza-
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tion of the structures difficult or impossible. The

completed operation, namely, cholecystectomy at

this time, if indicated, will more often be possible

and carried out with greater ease, thoroughness and

lower mortality rate. The immediate operation does

not take into consideration that the case of acute

cholecystitis has had previous episodes of colic.

They have all subsided, and the present attack’s

failure to subside in the third, fourth, fifth day or

longer is the sole reason for the patient’s arrival

at the hospital. This patient cannot fall into the

class of immediate operation, since his illness is of

several days duration. This delay in the patient’s

report of his illness is the greatest obstacle in the

way of immediate operation.

However, there are several disadvantages in the

immediate operation, since it fails to consider co-

existing conditions and diseases, such as age,

obesity, dehydration, heart disease, diabetes and

the like, which require time for preoperative prepa-

ration^. Surely, if not properly prepared for those

coexisting lesions, the hazards of no preparation

are greater than the advantages of the immediate

operation. There is only one type of case that

should be placed for this procedure and that is the

individual who has previously been seen in a sub-

siding acute cholecystitis attack, has been checked

over with all conditions evaluated, has agreed to

surgical relief and comes immediately at the be-

ginning of the next attack. At this time the sur-

geon may find only a chronic cholecystitis. No
doubt all of you have had patients of this type.

The direct opposite of the foregoing is the de-

layed operation or conservative management, which

has for its aim the subsiding of the acute chole-

cystitis, that is, disappearance of all symptoms
under an expectant medical regime, consisting of

rest, intravenous fluid, gastric lavage, ice bag and

morphine. A completed operation is performed,

following in the interval of possibly one or two

weeks. This is a very commendable procedure in

those who do subside. In the interval the tissues

are in their normal state and a thorough explora-

tion of the ducts is possible. Any duct that is di-

lated demands opening and exploration with a

probe. Those patients, who do not improve in two

or three days under medical management and wait-

ing, naturally have some of this time to their dis-

advantage.

The incidence of gangrene and perforation, which

are highest at this time, are distinct disadvantages,

7.

Atlee, J. L. and Atlee, J. C., Jr. ; Acute Cholecystitis
;Summary of experiences in past 10 years with Comparison

and Discussion of Results by Immediate, Early and Late
Operation. Pennsylvania M. J., 44:731, March, 1941.

and unfortunately one cannot pick out the patient

who is going to develop this complication. This is

the paramount danger in waiting, and carries a

high per cent of mortality. It was Graham® who
called attention to this complication in his report

on an incidence of 20 per cent gangrene in acute

cholecystitis in one of his series of cases. Six oc-

curred in the first forty-eight hours of the disease.

All gangrenous gallbladders will perforate if the

wait is long enough.

Acute perforation of the gallbladder is a serious

complication. Some writers report the incidence in

acute cases as high as 13 per cent®, while others

report as low as 4 per cent. The variations in per-

centage can well be explained by time, that is,

whether they are being operated upon early in the

disease or late. When one considers the entire series

of gallbladder cases, the incidence is not much over

1 per cent. The slow perforations have a much

lower rate of mortality than the rapid. The high

mortality in these rapid perforations, reported 50

per cent or more, proves a distinct disadvantage of

the conservative management. Necessarily, those

cases that do not subside after a few days of man-

agement or become progressively worse or show

signs of impending perforation, are operated upon.

In a majority of these a drainage, with removal of

contents of the gallbladder, is all that is possible.

This tides the patient through the critical period.

Later, in the interval following recovery, removal

of the gallbladder is advised, except in those cases

in which such procedure is contraindicated.

The disadvantages of this procedure are appar-

ent. From an economic standpoint it is expensive.

Then, too, the second stage removal of the gall-

bladder, bound down by firm adhesions, can be

most difficult to accomplish. Moreover, many pa-

tients do not return for the removal of their chronic

infected gallbladders. Some may fall into other

hands. Fully 75 per cent of these drained gall-

bladders continue to give further trouble and many

develop stones.

The disadvantages of the two previous periods

for operative interference led to a compromise

which is the early period. This implies operative

interference within the first three days of the dis-

ease. It gives plenty of time for preparation of the

patient, and in most cases it is before sufficient

changes occur in the duct region that make duct

exploration and cholecystectomy impossible. In this

situation a completed operation can be performed

8. Graham, IL pFi Treatment of Acute and Chronic
Cholecystitis, S. Clin. North America, 20:511-521, April,
1940.

9. Stone, W. W. and Douglass, P. M. : Acute Perforation
of Gallbladder. Ohio State M.J., 34:1012-1014, Sept., 1938.
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in a single procedure wtih short hospitalization.

This period is at a time before perforation is likely

to occur. Graham reports 3.59 per cent mortality

in the first forty-eight hour period which compares

favorably with the mortality of the chronic case.

These are the advantages of the early operation.

Cholecystectomy, then, is the operative choice

for patients seen in the early stages. The contraindi-

cations to this procedure are the same as in chronic

cholesystitis, namely, old age, obesity, advanced

heart, lung or kidney disease.

The real problem in acute cholecystitis is treat-

ment of the patient seen late in the disease. This

type of patient should have at least twenty-four

hours of preparation, consisting of rest, intravenous

glucose, small dose of morphine, gastric suction and

the necessary treatment of any associated lesion.

If there is definite improvement, then a decision

must be made whether this treatment is to be con-

tinued. The choice lies between waiting, continuing

with the same treatment and accepting the possible

risk of perforation, or giving surgical relief which

will probably be no more than drainage with a

second surgical procedure later. The disadvantages

of this have been mentioned earlier. In this choice

individual judgment and experience will play an

important part. The patient who does not improve

must of necessity have surgical relief at this time.

The question arises as to the use of one of the

sulfonamide drugs. In a process that is necessarily

the result of a mechanical condition in such a high

percentage of cases, little attention need be given

to their use.

The selection of an anesthetic varies somewhat,

depending upon the condition of the patient; the

same deciding factors used in other abdominal le-

sions are applied. In those cases, in extreme condi-

tion, where only a drainage can be considered, local

field block of the abdominal wall is sufficient and

most satisfactory.

In my series of cases, 185 consecutive gallbladder

operations, there were 38 cases of acute cholecys-

titis. These were classified by the pathologic report

of those gallbladders removed and the surgical find-

ings of those drained. Of those 38 cases, there were

two acute perforations (5 per cent). In 23 cases

(60 per cent) the gallbladder was removed, in all

cases dissecting from the fundus down to the duct.

This is the safest procedure in the acute condition.

Fifteen cases (40 per cent) were drained and in no

instance was the gallbladder fixed to the abdomi-

nal wall. Of these 15 patients four returned for

cholecystectomy or further surgery. Two had com-

mon duct stones and one persistent mucous fistula

due to a stone in the cystic duct. In all three a

cholecystectomy was done. The fourth drained bile

continuously; no stones were in the common duct

but a palpable mass in the head of the pancreas. A
cholecystgastrostomy was performed.

Death occurred in three cases of acute cholecy-

stitis. Two were caused by acute perforation. Both

had a general peritonitis, when first seen; the third

death was caused by subphrenic abscess and bron-

chopneumonia.

The procedure in this series was as follows: The

patients seen in the first two days of their illness

were given twenty-four hours preparatory treat-

ment, followed, with few exceptions, by cholecys-

tectomy. The acute perforations were treated as

emergencies after giving 1000 cc. of 5 per cent

glucose in saline intravenously, and only a drainage

done.

The patients who had been sick five or more days

were placed on a preparatory treatment. Trans-

fusions and vitamin K were given in the jaundiced

cases, where indicated. If marked improvement oc-

curred in twenty-four hours, the patients were kept

on the same management for the second twenty-

four hours before their surgery. Those patients who

showed no improvement at the end of the first

twenty-four hour period were advised to have sur-

gery, unless contraindicated by coexisting lesions

that would make the risk too great, or unless they

could be improved by further preparation. The

choice of operation was deferred until the abdomen

was opened except in the extremely sick patient.

When the gallbladder was well walled off by the

surrounding tissues as a defensive mechanism, it

was not disturbed and a drainage done.

In the jaundiced cases (30 per cent of this ser-

ies), when there was doubt as to the presence of

common duct obstruction and exploration was too

hazardous, they were drained, not taking the

chance of a persistent biliary fistula due to a com-

mon duct stone or carcinoma obstructing the end

of the common duct. There is no economic gain in

removing a gallbladder and leaving stones in the

common duct or a growth at the head of the pan-

creas. These acute gallbladders carry the same

chances of stones in the common duct as the

chronic cholecystitis cases. Unless the same careful

circumspection that is used in chronic cases is ap-

plied, errors will occur. The gallbladder can serve

a useful purpose in common duct obstruction due

to neoplastic disease.

It is admitted that in the first portion of this se-
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ries drainage was far more frequent than in the

latter part. Many were the result of conservative

management. The experience with the two acute

perforations and resultant 100 per cent mortality

was sufficient to realize the dangers of unnecessary

waiting and the problem of the late case.

If we are to have more of these acute cholecy-

stitis cases come to early surgery, then a campaign

of education should be started to send all patients

with gallbladder colics, that do not subside in

twelve hours, to a hospital where observation is

possible as to the development of acute cholecys-

titis. Many of the cases first seen in the later

stages of the disease will have to be drained and

later followed by a cholecystectomy.

Finally, all patients giving a history of gallstone

colic should be advised, in the absence of contra-

indications, to have surgical relief.

NEUROLOGIC MANIFESTATIONS OF
CARDIOVASCULAR DISEASE OF

SUDDEN ONSET*
William B. Dublin, M.D.

FORT STEILACOOM, WASH.

That there may be neurologic manifestations of

cardiovascular disease of sudden onset is widely

recognized. A pathogenic mechanism, worthy of

particular emphasis, which is responsible for many
such aforementioned neurologic symptoms, espe-

cially when they are focal in type, consists of
: ( 1

)

a preexisting defect of the nervous system, or point

of least resistance; and (2) general vasomotor col-

lapse, producing cerebral anoxia.

CASE REPORT

The patient, a white woman aged 58, was admitted to

Western State Hospital March 19, 1941, with a diagnosis of

psychosis with cerebral arteriosclerosis. Six months pre-

viously she had suffered “a slight stroke” involving the left

side of the body.

Residual neurologic signs consisted of weakness of slight

degree of left upper extremity and of left side of the face,

and of pathologic responses on the left to the Hoffman and

Babinski tests. March 24, 1941, she complained of dizziness

and immediately thereafter fell to the floor.

Examination revealed paralysis involving the left side of

the body, including the face. Pallor, perspiration and rapid,

feeble pulse were observed. The patient expired ten hours

later.

Postmortem examination revealed a large pulmonary

embolus. There was an infarct, apparently several months

old, of the right putamen and of adjoining portions of the

internal capsule and white matter of the insula. No evi-

dence was found of hemorrhage, thrombosis or recent in-

farction (fig. 1).

Microscopic sections of the tissue about the infarct

showed innumerable astrocytes and gitter cells. Perivascular

cuffing also was seen. No microscopic evidence was found

of fresh infarction (fig. 2).

From the Division of Pathologry. Western State Hos-
pital, Fort Steilacoom.

Fig. 1. Gross photograph of sections of brain (arrows

indicate infarct).
.

Fig. 2. Photomicrograph of section from wall of infarct,

showing perivascular cuffing, astrocytes (a) and gitter

cells (b).

DISCUSSION

Following the cerebral infarction which had oc-

curred several months preceding the final illness,

neurones appeared to have recovered in sufficient

number to meet the demands of ordinary activity

under average conditions of cerebral blood flow,

leaving minor residual signs and symptoms. Many

neurones, however, in the injured area had been

lost. When pulmonary embolism occurred, leading

to general vasomotor collapse, the aforementioned

focus of neuronal deficiency felt the effect of isch-

emia most keenly, and paralysis was an outstanding

symptom.
SUMMARY

A case is reported briefly to illustrate a patholog-

ic mechanism involved in the production of neuro-

logic symptoms on a basis of: (1) a preexisting

f)oint of least resistance, and (2) general vasomotor

collapse from cardiovascular lesions of sudden onset.
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OREGON STATE

MEDICAL SOCIETY

SIXTY-NINTH ANNUAL MEETING
1943

ORGANIZATION ACTIVITIES

The State Society Council met January 9. It was re-

ported that Oregon physician service has been joined in

cooperation by Josephine County and by Marion-Polk-

Yamhill Counties organizations.

About 75,000 employees over the state are covered by

O.P.S.

Oregon State Medical Society in 1942 had a $5 assess-

ment to make up for loss of membership and waiving dues

while members were serving in military branches. It was

voted to increase that assessment to $7.50 in 1943. Mult-

nomah County increased its membership fee of $5 by $3.50

at its annual meeting in December. Those at home must

support the home front that the service men are fighting

for.

Charles E. Sears was reelected for three years as trustee

for the Hospital Service Plan. Edward H. McLean and

H. S. Lamb were also elected as trustees.

F. H. Dammasch and Spiro Sargetich were voted life

members of the Oregon State Medical Society as they have

been members for thirty years.

Oregon is 19 per cent over its allotment for military

service, hence about 30 per cent of its doctors have left

their home activities.

It is requested that presidents of component societies

check on the ratio of medical service to population and

report to Dr. Wilson Johnston, State Chairman of Pro-

curement and Assignment, Medical Arts Building, Portland.

J. E. Buckley was granted leave of absence as treasurer

and R. Lloyd Tegart was appointed interim treasurer. Dr.

Buckley is a Lieutenant Commander, located at Bremer-

ton, Washington.

Investigation will be made of the condition in Grants

ESTIMATED EXPENDITURES

Annual Meeting Expense $ 150.00

Attorney Fees 100.00

Auditing Expense 150.00

Bond—Executive Secretary 10.00

Bond—Treasurer 10.00

Clerical Staff—Salaries 3,600.00

Council Meeting and Travel Expense.... 800.00

Delegate to American Medical Associa-

tion—-Expense 300.00

Editor, Oregon Section, Northwest

Medicine—Honorarium 420.00

Executive Committee Meeting and

Travel Expense 75.00

Executive Secretary’s Expense 50.00

Executive Secretary—Salary 6,000.00

Flowers 50.00

Heat and Light 75.00

Janitor Service 60.00

Northwest Medicine 1,700.00

Office Door Emblems 81.21

Office Expense 200.00

Oregon State Federation of Profession-

al Societies—Dues and Assessments.. 25.00

Periodicals
—“The Journal of the

American Medical Association” $8.00

“The Oregon Voter” 4.00 12.00

Postage 250.00

President and Officers’ Conference and
Travel Expense 300.00

President’s Gift 85.00

Press Clipping Service 60.00

Printing 200.00

Procurement and Assignment Service

Expense 400.00

Public Policy Committee Expense 1,500.00

Public Relations Committee Expense.. 250.00

Rent 480.00

Safe Deposit Box Rent 3.60

Telephone and Telegraph 400.00

Window Cleaning Service 50.00

Woman’s Auxiliary Contribution 150.00 $17,996.81

Excess of Estimated Income Over
Expenditures $ 1,603.19

Pass, where osteopaths are demanding the privilege to prac-

tice in Josephine County hospital. Will this lead to all

county hospitals being opened to them?

W. G. Homan of Burns is taking over the practice of

J. E. Buckley who is in the Navy.

Oregon State Medical Society Budget For 1943

ESTIMATED INCOME

Dues $13,000.00

Assessments 3,000.00

Oregon Physicians’ Service; Use of

personnel and equipment 1,800.00

Multnomah County Medical Society

;

Use of personnel and equipment 1,800.00 $19,600.00

HEALTH OFFICIALS MEETING

On February 5 at the Portland Hotel a conference will

be called of the State Board of Health, Medical School’s

Social Hygiene division, the Oregon Tuberculosis Associa-

tion, the United States Public Health Service, the Ameri-

can Social Hygiene Association and all medical people

interested. Adolph Weinzirl is chairman. R. A. Vonderlehr,

Assisitant Surgeon General of the United States Public

Health Service, who is in charge of venereal disease con-

trol activities for the entire United States, will be the main

speaker. The conferences will have morning, afternoon and

evening sessions.
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LEGISLATIVE SESSION

J. C. Booth of Lebanon is chairman of the Senate Com-
mittee of Medicine, Pharmacy and Dentistry. On his com-

mittee are the other two doctors who are members of that

body, James A. Best of Pendleton and H. R. Kauffman of

Toledo.

H. F. Dammasch of Portland is chcairman of a similar

committee in the House of Representatives.

COMMUNITY CLINICS

In six locations in Portland clinics are being held for

inoculations against smallpox and diphtheria for those who
do not wish to have private doctors. Thomas L. Meador,

City Health Officer, is urging that everyone be immunized

who has not already done so. Let us be broadminded and

have enough clinics so those rabid “socialized medicine

thinkers” are satisfied, but not so much but that we may
continue to give good personalized medical practice to the

larger group of good family folks.

It is reported that women in premedics of Oregon State

are three times as numerous as previously. Will they be

placed in medical schools after the military organization

takes over and thus be “in the Army” ?

SOCIETY MEETINGS

ACADEMY OF MEDICINE
Its meeting was held January 27-29 at the Medical School

Auditorium. Irvine McQuarrie, Professor of Pediatrics in

the University of Minnesota, was the speaker.

AMERICAN LARYNGOLOGICAL, RHINOLOGICAL
AND OTOLOGICAL SOCIETY

This society met in Portland January 31 at the Benson

Hotel. Speakers included James A. D. Wyer, New York

City; Olof Larsell, Portland; Arthur C. Jones, Boise, Ida.

BAKER COUNTY MEDICAL SOCIETY
Baker County Medical Society held its January meeting

at Baker, when the following officers were elected for the

ensuing year: President, T. J. Higgin; Secretary, C. L.

Blakely, both of Baker.

CLACKAMAS COUNTY MEDICAL SOCIETY
A meeting was held on December 30. Reports were given

by Dan Trullinger on national defense work, and Dr. Cle-

land reported on the Red Cross. Two medical units have

been organized, one for the Oregon City hospital, and one

for the Hutchinson hospital. Two doctors each were as-

signed to Oregon City High School and West Linn casualty

station, and Dr. Trullinger to the first aid station at the

fire hall.

All the present officers were reelected for the duration of

the war: J. P. Cleland, president; Dan Trullinger, vice-

president; W. Ross Eaton, secretary-treasurer; Lee Strick-

land, membersship committee; Dr. Trullinger, defense com-

mittee; Dr. Cleland, program; E. H. McLean, state work.

Treasurer’s report showed a good balance.

MULTNOMAH COUNTY SOCIETY
The society did not have a January meeting because too

few attended. This Society notice was delivered:

Vol. 42
,
No. 2

R U So Smug
That U Know Everything

and
Do Knot Have to Come

Out to Our County Meetings?

This may bring better results for the February S meet-
ing on “Industrial Hazards in Welding.”

The March meeting will be a dinner meeting with the

Woman’s Auxiliary. The subject will be “Political and
Economic Aspects of Postwar Problems.”

LANE COUNTY MEDICAL SOCIETY
At its January meeting the following officers were elected:

Robin Overstreet, president; Melville Jones, president-

elect; William Pollard, vice-president; Fred N. Miller, sec-

retary
;
Glenn S. Morgan and G. I. Hurley, Council mem-

bers.

TILLAMOOK COUNTY MEDICAL SOCIETY
At the January meeting the following officers were

elected: E. R. Huckleberry, president; W. E. Ball, sec-

retary-treasurer.

Through Procurement and Assignment E. L. Ball and
Clemens Hayes have opened offices in Tillamook. Dr. Ball

has been discharged from limited duty in the army of the

United States and has located in Tillamook, taking H. J.

Brown’s practice. Dr. Hayes, formerly in association with

Drs. Callender and Kauffmen of Toledo, has opened in the

office formerly occupied by Alexander Bradfield who died

last fall.

UMATILLA COUNTY MEDICAL SOCIETY

The regular meeting was held January 12. Fifteen doc-

tors were present, and an interesting discussion of the

subject “Low Back Pains” was presented by Lieut. O. N.

Jones, M.C., Base Hospital, Pendleton. G. L. McBee is

now president; E. I. Silk, vice-president and T. M. Barber,

secretary-treasurer.

OBITUARIES

Dr. Alan M. Davis, 29 years of age, died December 18

in the University of California Hospital at San Francisco

from Hodgkin’s Disease. He was the son of Dr. and Mrs.

Ralph J. Davis of Portland. Dr. Davis graduated from

Portland Lincoln High School in 1930, from Pomona Col-

lege in 1934, University of Oregon Medical School in 1938.

He had one year general internship in the Long Island Col-

lege Hospital and three years of specializing in Ophthal-

mology in the New York Eye and Ear Infirmary. He had

been a First Lieutenant in the Medical Reserve Army.

Lt. Commander Joseph Lipshutz died December 17

in the South Pacific from gun shot wounds. He was a

member of the Naval Reserve since 1932 and was among

the first to be called, leaving May of 1941 for active service.

He graduated from the University of Oregon Medical

School and had five years of graduate work in Detroit and

Boston. He practiced in Portland six years.

Lt. a. Edgar Wrightman Jr. was killed in an airplane

crash at Drew Field, Florida, December 17. He was born

in Silverton, December 30, 1908. He graduated from Uni-

versity of Oregon Medical School. He interned at Mult-

nomah County and Doernbecker hospitals and practiced

with his father in Silverton.
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FIFTY-FOURTH ANNUAL MEET-

ING, SPOKANE, 1943

THE LEGISLATIVE SESSION

The legislative hopper (as of January 26) is gradually fill-

ing up with Bills, but few have been introduced affecting

medicine. As always to be expected, a Sanipractic measure

was introduced in the Senate by Senator Baldwin of Pom-

eroy and is now in the hands of the Medical, Dentistry, Pure

Foods and Drugs Committee. The measure known as Senate

Bill No. 63 is similar to a Bill sponsored in the Senate two

years ago and known as Senate Bill 317. The measure died in

committee.

One measure, however, which will be of interest to the

medical profession is a Bill to be known as an “out-of-state”

licensing act. This measure provides that the Director of

Licenses may issue a temporary certificate to practice to

qualified, licensed out-of-state physicians, dentists and

nurses, the certificates being good until the next examination.

Out-of-state physicians, dentists and nurses must accept as-

signment to specified areas or vital war industries, where

there is a shortage of physicians, dentists and nurses. This

measure, which is now prepared, will be introduced either in

the Senate or House within a few days. The emergency

measure was originally proposed by the State Council of

Governments and has the approval of the National head-

quarters of Procurement and Assignment Service for Phys-

icians, Dentists and Veterinarians. A copy of the proposed

measure follows:

AN ACT
Relating to the practices of medicine, surgery, dentistry

and nursing, providing for the temporary licensing of phys-

icians, surgeons, dentists and nurses admitted to practice

their respective professions in other states, and declaring an
emergency.

Section 1. An emergency exists in this State because of

the demands of the armed services for physicians, dentists

and registered nurses and there is a necessity for cooperation

on the part of the State with such federal agencies, as Pro-

curement and Assignment Service for Physicians, Dentists

and Veterinarians of the War Manpower Commission which
has been established and are functioning in cooperation with
several States to the end that temporary relocation of phys-
icians, dentists and registered nurses may be effected to over-

come acute shortages in specific localities from time to time.

The Legislature, therefore, deems it necessary for the pro-

tection of the health and welfare of the people of the State

to grant the Director of Licenses discretionary power to

provide for the temporary licensing of physicians, dentists

and registered nurses admitted to practice such professions

in other states.

Section 2. The Director of Licenses may, in his discretion,

grant temporary certificates authorizing the practice of

medicine, surgery, dentistry and nursing, without examina-
tion, by persons duly licensed and qualified to practice such
professions under the laws of any other state and territory

of the United States, or of the District of Columbia: Pro-

vided, That such temporary licenses shall be valid only be-

tween the dates of the issuance and the completion of the

next ensuing regularly scheduled examination required for

such practitioners under existing laws, and Provided, further,

that the provisions of this act shall be and remain in effect

only for the duration of the existing war.

Section 3. An emergency exists making the provisions of

this act necessary for the immediate preservation of public

peace, health and safety, and for the support of the State

government and its existing public institutions, and this act

shall take effect immediately.

Medical Committees

So that physicians throughout the state may be fully in-

formed, here are the Senate and House Committees on

Medicine, Dentistry, Pure Foods and Drugs. Clip this for

future reference:

SENATE COMMITTEE

Donald Black, M.D., Chairman, Port Angeles.

Thomas H. Bienz, Dishman (Druggist).

Dr. J. R. Binyon, Seattle (Optometrist).

Harry A. Binzer, Bellingham (Former City Treasurer).

Dr. David Cowen, Spokane (Dentist).

Kevin Henehan, Seattle (Auditor).

Robert T. McDonald, Seattle (Insurance).

Ted F. Schroeder, Puyallup (Merchant).
Harry Wall, Chelan (Lumber, Orchardist).

Henry J. Copeland, Walla Walla (Wheat Grower)

.

Paul Thomas, Seattle (County Employee).
HOUSE COMMITTEE

Dr. William Anderson, Seattle, Chairman (Dentist).

U. S. Ford, M.D., Forks.

U. M. Lauman, M.D., Randle.
Clinton S. Harley, Seattle (Cemetery).
David W. Jones, Wenatchee (Mortician).
Mrs. Thomas E. Kehoe, Spokane.
Fred Miller, Oakesdale (Farmer).

John L. O’Brien (Accountant).
Miss Ella Winder, Vancouver.

These are excellent committee appointments and can be

considered as friendly to the medical profession and good

public health measures. Dr. Black, Chairman of the Senate

Committee, was chairman of the committee last session and

did an excellent job. Senator Bienz was formerly a member
of the House and was chairman of the Medicine, Dentistry,

Pure Foods and Drugs Committee. Drs. Binyon, Binzer and

Henehan are new members of the Senate. Dr. Cowen, like

Bienz, was formerly in the House and is now a Senator.

McDonald, Schroeder, Wall, Thomas and Copeland served

on the committee in the last session.

Dr. William Anderson, the Seattle dentist and chairman

of the committee in the House, is proving himself to be an

able and capable member and will be a credit to his profes-

sion. Drs. Ford and Lauman and Mr. Jones and Mr. Mil-

ler are old hands and excellent friends. Mr. Harley, Mr.

O’Brien, Miss Winder and Mrs. Kehoe are new on the

committee.

PASTEURIZATION OF ALL DAIRY PRODUCTS
ESSENTIAL IN CONTROL OF BRUCELLOSIS

Careful pasteurization of all dairy products is an essential

safeguard against milk borne brucellosis (Malta or undulant
fever), it is pointed out in The Journal of the American
Medical Association for January 30 in a report on a milk
borne epidemic of the disease in Marcus, Iowa. The report

is presented by I. H. Borts, M.D., Iowa City; D. M. Harris,
M.D., Le Mars, M. F. Joynt, M.D., Marcus; J. R. Jennings,
B.A., and Carl F. Jordan, M.D., Des Moines.
From their findings the investigators also advise that

hogs should not be permitted to run on the same lot with
dairy cows

;
that that prevention of the occurrence of brucel-

losis in human beings requires a continuing program and
effective measure for the eradication of the disease among
farm animals. The epidemic at Marcus, involving 77 per-

sons, was caused by a strain of the organism causing brucel-

losis which was traced to a raw milk supply.
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MEDICAL NOTES

Baxter Hospital About Completed. In the suburbs of

Spokane a United States hospital has been nearly completed

at a cost of $4,000,000. It will be known as Baxter General

Hospital. .The hospital was named for Jedediah Hyde Bax-

ter, who was born in Stratford, Vermont, in 1837. After

serving in many branches of army service, he was appointed

Surgeon General in 1890. When work on the hospital began

last July, it was planned for a 1000-bed institution to cost

$3,000,000. Soon thereafter it was increased to a 1 500-bed

hospital to be equipped with all appliances of an up-to-date

institution. The medical corps will be directed by Col. A. B.

McKie.

Appropriation for City Hospital. Seattle City Council

has appropriated $9,000 as an emergency fund to provide

nurses and orderlies at the City Hospital during the coming

year. Provision is made for head nurse and three others to

care for emergency needs. Regular hospital service has been

discontinued.

Hospital Becomes Old People’s Home. The Sweet Hos-

pital at Centralia, which has been in use for twenty-four

years, has been sold to a corporation under the Catholic

Bishop of Seattle. After suitable repairs it will be used as an

old People’s home under the Order of Carmelite Sisters of

New York.

Hospital to be Rebuilt. St. Anthony’s Hospital at Wen-

atchee, which was recently destroyed by fire, will soon be

rebuilt. It has been conducted under the direction of the

Sisters of St. Anthony.

County Physician Resigns. H. S. McGuiness, who has

been Yakima County physician since 1930, has resigned to

go into private practice. He came to Yakima with experience

in public health work, and has served with much satisfaction

during his term of office.

Conscientious Objectors at Work. M. W. Conway,

superintendent of Eastern State Hospital, is said to have re-

ceived twenty-five conscientious objectors who are to allevi-

ate acute labor shortage.

H. H. Slater, who has practiced for a number of years at

Deer Park, has moved to Clarkston, where he will continue

the practice of medicine.

John A. Kahl, who has served as district health officer at

Walla Walla since August, 1941, has resigned to become as-

sistant director in the Washington State Department of

Health. One of his recent activities was acting as superin-

tendent of the Tri-County Health District, embracing Walla

Walla, Benton and Franklin counties.

Chief of Emergency Service. Bryan Newsom of Seattle

has been appointed Chief of Emergency Service of the Civ-

ilian Protection Division of the Seattle War Commission. He

replaces E. A. Lewis who retired to assume a state position.

Puget Sound Academy of Opthalmology and Oto-

laryngology held a January meeting in Seattle, when the

following officers were elected for the ensuing year: presi-

dent, L. L. McCoy, Seattle
;
secretary-treasurer, B. E. Peden,

Seattle.

R. L. Bahey, who has practiced during the past year in

Sedro Woolley, has located for practice at Bremerton. For a

time he served on the staff of Eastern State Hospital as

psychiatrist.

OBITUARIES

Dr. Kenneth J. Holtz of Seattle, aged 52 years, died

suddenly January 9 from coronary thrombosis. He had

anginal attacks at times for two years but was in usual

health at time of fatal seizure.

He was born at Wayne, Nebraska, November 6, 1890.

He attended University of Iowa and received his medical

degree from Jefferson Medical School in 1912. Coming to

Seattle that year he served a year as intern at City Hos-

pital. Then he practiced in Renton in association with Dr.

Adolf Bronson till 1917. He served in World War I with

rank of Captain, being mustered out on account of heart

condition. Returning to Seattle he joined the physicians

forming the Polyclinic, serving as roentgenologist till time

of death. He was a man of high ideals, genial temperament,

beloved by patients and fellow practitioners.

Dr. Robert H. Whliams, Lieut., M.C., U.S. Navy, died

November 13, meeting instant death in action while serving

in the South Pacific on a light cruiser. He was born at

Tacoma, March 28, 1910. He took his college work at Uni-

versity of Virginia, and then graduated from the medical

school of that university in 1938. He was intern at Univer-

sity of Virginia Hospital for one year. He served as medical

resident at Virginia Mason Hospital, Seattle, for one year,

following this with residency in surgery. He entered the

Naval Medical Corps as Lieutenant (j. g.) in 1941. It is

known that he was at Pearl Harbor during the Japanese

attack, but following that his exact location was not known.

He left many friends at University of Virginia and in Seattle,

and his early death is much lamented.

Dr. I. W. Powell of Bellingham died November 17, aged

68 years. He received his medical degree from Kentucky

School of Medicine, at Louisville, in 1894. He had practiced

for many years in Bellingham.

SOCIETY MEETINGS

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society held a meeting at

Hotel Monticello, Longview, December 16.

The following officers were elected for 1943: president,

H. D. Fritz of Cathlamet; vice-president, A. B. Shaw of

Longview; secretary-treasurer, J. S. McCarthy of Long-

view.

P. H. Henderson read a paper on “New Aspects of

Treating Complications of Pregnancy.” J. L. Norris de-

scribed two cases of acute leukemia.

LEWIS COUNTY MEDICAL SOCIETY

Lewis County Medical Society held a meeting in December

at Centralia. D. O. Nugent of Centralia was elected presi-

dent, F. S. Garnett of Chehalis vice-president and Rush

Banks of Centralia was reelected secretary-treasurer.

KING COUNTY MEDICAL SOCIETY

The annual meeting of King County Medical Society was

held January 4 in the auditorium of Medical-Dental Build-

ing, Seattle, President William M. O’Shea presiding.

Thomas Carlile was elected to membership. Applications

were read from Dwight S. Danburg, Vernon O. Lundmark
and Theodore T. Robson.
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Reports were read by the chairman of ten of the twelve

committees, describing the work of each during the past

year.

The following officers were elected for 1943: president-

elect, A. J. Bowles; secretary-treasurer, E. B. Potter; trust-

ees, J. H. Mathews, R. E. Mosiman, W. M. O’Shea. Since

Dr. Bowles automatically became president for the following

year, as Dr. Douglass had gone into army service, J. E.

Hunter was chosen for president-elect. Delegates to Wash-

ington State Medical Association: James H. Mathews, Joel

Baker, Stephen Parker, Roscoe E. Mosiman, James E. Hun-

ter, Bernard P. Mullen, William M. O’Shea, Eugene B. Pot-

ter, Alexander B. Hepler, Edwin A. Nixon, Frank J. Clancy,

Chester A. Regan, James H. Berge and Lester P. Palmer;

Alternates: R. Philip Smith, William B. Cook, Jackson C.

Holloway, Frederick A. Tucker and Joseph H. Sayer.

YAKIMA COUNTY MEDICAL SOCIETY

The regular meeting of Yakima County Medical Society

was held on January 11, at the Commercial Hotel, Yak-

ima. J. E. Bittner, Jr., newly elected president, presiding.

The main speaker of the evening was Alfred O. Adams,

whose subject was “The Kenny Treatment of Acute In-

fantile Paralysis.” Much interest in this subject was evi-

denced by the lengthy discussion carried on by various

members of the society.

W. E. Steele of the Department of Labor and indus-

tries outlined the difficulties which they are now meeting

in carrying out the departmental policies.

WALLA WALLA VALLEY MEDICAL SOCIETY
The January meeting of Walla Walla Valley Medical

Society was held at the Veterans Administration at Old

Fort Walla Walla on January 14.

Dr. Oliver M. Warner of the Veterans Administration

gave a paper on “Diaphragmatic Hernia.” He gave the

case histories of three patients who have been successfully

treated in the past twenty-one months and presented one

who was recently discharged from the hospital. Capt. Wil-

lard P. Marble, Chief of the Surgical Service of the Army
Air Field Hospital, opened the discussion.

Lieut. Karl Pleissner of the Army Air Field Hospital

read a paper on “Protection in Gas Warfare and Treat-

ment of Casualties.” Major W. F. Holmes, Executive Officer

at McCaw General Hospital, opened the discussion.

The meeting was very profitable and was attended by

thirty-three guests other than the Society and staff of the

Veterans Administration.

WASHINGTON STATE OBSTETRICAL ASSOCIATION

The regular meeting, which should have been held in

October, was postponed or given up because of war. To
determine the trend of feeling, questionnaires were mailed

to each member, requesting him to state whether there

should be a meeting in January.

A majority noted quite definitely that they felt the

Association should have a meeting very soon. The reasons

stated on the questionnaires and also after the men had

assembled were quite unanimous in their feeling that too

many medical meetings were being abandoned; that it was
necessary for the home men to get together occasionally in

order to consider obstetrics from a scientific view and for

the benefit and fellowship that would be engendered.

The opening session was held at King County Hospital,

January 9, President Dan H. Houston presiding. House
cases of interest were discussed, the remainder of the morn-
ing being used in consideration of “Common Neoplastic

Tumors Confronting the Obstetrician and Gynecologist,”

most ably presented by Donald V. Trueblood.

Luncheon was had at the Seattle Tennis Club, after

which business matters were attended to.

The afternoon meeting was continued in the Medical
Dental Building. R. Philip Smith presided over a panel

discussion: “Toxemias of Pregnancy as Discovered in the

Maternal Mortality Reports of the State of Washington.”
The participants in this panel were Joseph Greenwell of

Pasco and Mary Rodney of Spokane.

Upon completion of that panel, C. W. Knudson of Se-

attle opened a discussion on war problems. Dr. Bryant in

the Navy Service, an obstetrician from Cincinnati, Ohio,
offered some interesting angles to the common problems
which come to the obstetrician leaving his work in the

hands of his colleagues.

The usual reception and banquet in the Olympic Hotel
concluded the sessions. Goodrich C. Schauffler of Portland
offered a paper on “Gynecological Conditions in the Young
Female.” The convivial interest shown at this meeting and
the free discussion with Dr. Schauffler seemed to justify

the absence of so many busy men from their arduous
homework.

DECLINING BIRTH RATE
In the opinion of a number of experts, America’s much

publicized baby boom which has over-crowded the hos-
pitals and over-worked the skimpy staffs of doctors and
nurses to the breaking point, will be short lived. They
point to the decline of the birth rate in all of the warring
countries, including Germany and Britain. J. C. Capt,
Director of the United States Census Bureau, puts it this

way, “With several million men in the armed forces, many
of them situated abroad, the birth rate will drop abruptly
as it did during the last war.” Clyde Kiser of the Milbank
Memorial Fund declares, “I estimate that there will be a

drop in the birth rate next year of about 25 per cent. This
will continue or increase throughout the war years. I don’t

feel that the slight rise that has occurred during the past

year and a half will in any way balance the scales.”

For those babies who will be born in this coming troubled

year of 1943, we should do everything possible to save

their lives and protect their health. We still have a need-

lessly high infant mortality in the first few days of life.

All of our efforts should be put forth to save these babies.

If we can do the “impossible” in building ships and planes

and tanks, certainly it is not asking too much to put forth
an equal effort into the saving of young lives.—Briefs, 7'

No. 4, Dec., 1942.

TUBERCULOSIS
The role of the general practitioner in the eradication of

tuberculosis cannot be overemphasized. Mass programs of
case finding in high schools, colleges, industry and racial

groups are public health functions. But there are other cate-
gories that such drag-nets do not reach. One of these is the
older third of the population. They constitute no single
group to be rounded up for mass examination. Yet, they
contain a higher percentage of infectious cases than any
other age. The family doctor alone has direct access to this
reservoir of community infection. To drain it effectively
and speedily his aid is indispensable.—Editorial, Tuber-
culosis Abstracts, Nov., 1942.

There can be no such thing as chronic pulmonary tuber-
culosis without a first infection. However, it is not usually
the first infection that is important—what matters most is

subsequent superinfections and reinfections which should be
guarded against.—Jour, of School Health, June, 1942.
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IDAHO STATE

MEDICAL ASSOCIATION

MEDICAL NOTES

Medical Examining Board. Governor C. A. Bottolfsen

has appointed the following members to the Medical Exam-
ining Board: A. B. Papenhagen, Orofino; F. C. Gibson,

Potlatch; C. W. Pond, Pocatello; George C. Halley, Twin
Falls; T. A. Ellison, St. Anthony; and S. M. Poindexter,

Boise.

St. Luke’s Hospital. New officers for the medical staff

of St. Luke’s Hospital, Boise, were elected at the regular

meeting January 12: President, Arthur C. Jones; Vice-

President, T. N. Braxton; Secretary-Treasurer, A. M. Pop-
ma; Members of the Executive Committee: O. F. Swindell,

H. E. Dedman.

Boise Physicians Club. At a recent meeting of the Boise

Physicians’ Club, an organization of physicians practicing in

Boise and Ada County, the following officers were elected:

F. B. Jeppesen, President; R. C. Ward, Vice-President; O.

F. Swindell, Secretary-Treasurer.

Physicians in Legislature. Physicians in the present

session of the Idaho Legislature are C. A. Robins, St.

Maries; and John D. Shinnick, Grangeville. The dentists

are represented by A. R. McCabe, St. Maries.

President Pro Tem. C. A. Robins of St. Maries is serving

his third successive term as state senator. He was elected

President pro tem.

E. G. Peacock, associated with C. A. Robins at St.

Maries the past three years, has gone to Boston, Mass.,

to accept a fellowship in surgery at the Lahey Clinic.

Mrs. Peacock and children accompanied him.

C. J. Kinsolving, who has been in charge of first aid

and emergency hospital service on the Anderson Ranch

Dam project, is caring for the practice of C. A. Robins

during his absence at the State Legislature.

On Tuesday, November 17, final rites were held in Lewis-

ton for Dr. Edwin E. Watts, pioneer physician of Gifford.

F. C. Gibson of Potlatch has been named to the Idaho

State Board of Medical Examiners.

CLINICAL FORUM
PEDIATRIC PROBLEM

G. C., Age SJ4 years. On December 25, 1942, this child

ate a big Christmas dinner at 5:00 p.m. After the dinner

he vomited his entire meal and feeling chilly went to bed.

At 2:30 the next morning he was noticed by his parents to

be cyanotic and breathing rapidly. A physician was called.

Upon physical examination he found a well developed,

well nourished, male child lying on his right side in a semi-

conscious stupor, cyanotic and breathing rapidly. Head,

negative. Ears, no signs of inflammation or exudate. Eyes,

pupils somewhat constricted and reacted very little to light.

Eyes were rolled back and the eyelids were twitching

in a rather close tremor. The pupils were equal in size. Nose,

slight amount of discharge present. Mouth, throat slightly

inflamed, tonsils present but not enlarged. Neck, no palpable

lymph glands. Chest, equal bilateral expansion: by auscul-

tation a slight increase in breath sounds was heard; percus-

sion revealed some suggestive hyperresonance on both sides.

Abdomen, soft, flat and not tender. Extremities, essentially

negative. Reflexes, there were no neurologic pathologic re-

flexes. Skin, there was a small hemorrhagic area in the

anterior fold of the right axilla. This area was about 3x3 cm.

in size and had the appearance of a hemorrhagic purpura

spot. Temp. 105.4°, pulse 160, resp. 72.

Past History. This child had been normal, healthy. He
had had whooping cough and measles.

Family History. Mother, father, twin brother and one

baby sister L. & W.
The child was moved to the hospital, where his condition

remained unchanged till about 5:00 a.m. Then his general

condition appeared to be getting worse. His temperature

rose to 106° per rectum. In the meantime a few small

hemorrhagic spots appeared on his chest and back. A re-

check of his reflexes revealed a positive Babinski on the left

side and a slight rigidity of neck. The rest of the finding

remained the same.

A spinal puncture was done. The fluid was clear, it was
not under pressure, the cell count was (1). No bacteria were
found. Bacterial culture of the fluid was negative forty-

eight hours later. As time went on the hemorrhagic spots

gradually increased in size till at 8:30 a.m. he had many
such areas over his chest, back, arms and legs. Some of

them were as large as a baseball in size. He became more
and more stuporous and his respiration became shallow and
rapid. He remained somewhat cyanotic.

Blood count showed hemoglobin 90 per cent
;

w.b.c.

11,250

What is your diagnosis and treatment?

COMMENTS ON OBSTETRIC PROBLEM IN
JANUARY ISSUE

First commentator states as follows: In view of the fact

that Mrs. J. B. had such a dangerous prenatal experience

both with her first and second pregnancies, I feel there

was just one thing to do when she came in for the third,

and her gestation had proceeded but little further than two
months. The seriousness of her situation should have been

explained to her in no uncertain terms, and in addition, in

the light of medical experience, termination of the preg-

nancy should have been done at once. If, as stated, her

religious views could not allow her to accept that which

recognized obstetric authority advises, I should then re-

quest her to select another obstetrician, probably indicating

one of her own faith in order that he might face with her

both the religious angle and the obstetric dangers.

Second commentator believes: This woman presents one

of the serious situations we are obliged to face. The fact

that her blood pressure was so high at the very beginning

of her third pregnancy, the preceding one two years before

having presented preeclamptic symptoms, one is obliged to

accept her prenatal care, not with reluctance but with a

sincere respect for her religious views. Medical law and the

law of God do not always coincide, and in this case the
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baby’s life is that of first consideration. The correct con-

duct of this woman’s prenatal care and delivery is wholly

dependent upon the most conscientious and scrupulous

attention of the obstetrician in charge. He should, as he

probably would, give her the very best skill possible at

his command.

Since the conditions are practically sure to increase in

severity, bed rest will be necessary during the last tri-

mester, possibly before that, and as soon as a viable child

could be reasonably expected, labor should be induced in a

hospital where the best facilities could be present and the

child placed in an incubator until able to cope with normal

surroundings under normal conditions.

Third commentator holds these views: The history of

Mrs. J. B.’s second pregnancy presaged almost sure disaster

for her third, when she presented herself during the third

month and at that time had a blood pressure of nearly

180/130. The fact that there was no albumin in the urine

was the only encouraging point, but that is almost sure

to appear along the fifth or sixth month and in increasing

quantities, accompanied by an increase of symptoms point-

ing more and more directly to threatened eclampsia, if not

eclampsia itself.

.At the same time the obstetrician must keep in mind the

fact that not just the present pregnancy but the whole life

of the mother is endangered. Even though she is by some

means able to continue this gestation to a happy termina-

tion insofar as the baby is concerned, still the obstetrician

must keep in mind that her recovery to even a near normal

will take a long time. There will always be some degree of

injury to her kidney, vascular and urinary systems and she

will carry the scars of this experience throughout the re-

maining period of life which is surely to be shortened be-

cause of this poorly understood disorder.

The full import of the situation should be very carefully

explained to both the prospective mother and her husband,

with the probability of its outcome also laid honestly before

them. If, because of religious views, they still persisted in

continuing the gestation, the obstetrician had no alternative

but to assist her through the prenatal care insofar as he

could. Today one realizes that with the deficiency of doc-

tors’ services in all communities he is obliged to assume

responsibilities that rather pique him but must be assumed

because of the shortage of physicians to whom this par-

ticular patient might go and receive good and adequate

treatment.

If she acquiesces to his suggestion that the pregnancy

shall be terminated, he should conduct it with a clear con-

science. Insofar as the human mind is able, honest and un-

biased attempts at research are bringing mankind nearer

and nearer to an understanding of His law-s, their meaning,

and direction in which the kindly Ruler of the universe

moves. It is incumbent upon every physician, with open

and unprejudiced but honestly tutored mind, to follow such

learning to the very best of his ability. At times one may
be led into avenues which disturb one’s emotions. But com-
mon sense, guided by his experiences and that of others of

the past, together with a short, prophetic insight into the

future will Indicate to him that his best lies in that certain

direction.

Since this patient elected to proceed with the pregnancy,

the best prenatal care possible should be offered to her.

Unfortunately we have no specific treatment. The balance

of fluids, variety of food, rest, and the few medicines should

be given which might assist in giving her the proper rest

and protect her from possible increase in metabolic troubles.

Her urine must be examined at least once a week until the

fifth or sixth month, oftener if albumin appears. Blood

pressure should be taken frequently, once a week at first,

and later almost daily. If dusky vision ensues, the eye-

grounds should be studied. It probably will be necessary

to hospitalize her about the sixth month with the under-

standing that she shall remain there until a consultant

agrees that induction may be used with a reasonable assur-

ance that a viable infant may result.

The method of induction of labor should be done with a

minimum amount of disturbance to the mother, either

physically or mentally. Usually the best procedure is to

puncture the membranes under the most strict asepsis, one

of the best being to follow that method of Potter who fills

the vagina with soap and goes in through that to reach

the cervix. Subsequently, make no vaginal examinations.

The time labor ensues will depend entirely upon the

cervix. If long and closed, labor may not even begin for

two, three or four days, the delivery being accomplished as

under normal conditions. Perhaps it will be wise to use

DeLee’s “prophylactic forceps,” following a deep episiotomy

in order to relieve pressure on the baby’s head when pass-

ing over the perineum.

Postpartum: The mother demands very close scrutiny

once a month for at least a year, emphasizing the findings

of the urine, blood pressure, putting stress on diet and

especially rest. Also observing periodicity of her menstrua-

tion.

In case of cessation of menstruation with such a history

as this girl has, termination of the pregnancy is absolutely

necessary. It is practically certain that about the sixth

month she will go into convulsions and lose not only the

baby she is carrying but her own life in addition. The out-

standing point of this is not the fact that she loses a baby,

but that her little ones already born have lost a mother and
their right for maternal care has been destroyed wantonly,

when at the moment of conception all concerned knew there

was no opportunity for another viable child.

Conclusion of the case: The patient’s blood pressure re-

mained about the same for the next several days; also the

amount of albumin that appeared daily in her urine until

May 4, one week later than that recorded in the first pres-

entation of this case, when the albumin rose to three plus.

Casts were not seen at any time.

It was decided to bring on labor in spite of the fact that

the baby would almost surely be quite premature. Quinine,

castor oil and pituitrin were used. The mother promptly

went into labor and delivered herself in about two and a

half hours. The boy weighed 4 lbs. 1 1 ’A ozs.

At the time of delivery blood was taken from the mother,

also from the cord of the baby, and the urea estimated.

The mother’s was 40 and that from the baby’s cord was
39.5. One week later blood was again taken from the mother

and from the baby’s fontanelle, the mother’s urea being

32 and the baby’s 21.

The mother made a very slow recovery. Her vision was
blurred for several weeks afterward. September 20, more
than four months after delivery, her blood pressure was
1 50/100. The baby showed no toxic symptoms at any time

and developed well from the start.



60 BOOK REVIEWS Vol. 42, No. 2

BOOK REVIEWS
Doctors of the Mind. The Story of Psychiatry. By

Marie Beynon Ray. 335 pp. $3.00. Four illustrations. Little,

Brown and Company, Boston, 1942.

In general this is a book of quite easy, interesting reading,

but it is apparent that the author attempted too big a field

for so few pages. The continuity is, therefore, abruptly

broken between some sections and in the transition from

one character to another. Each section is designed to plunge

one into a new train of thought, thus making the journey

through the book almost bumpy to the rapid reader; to the

critical reader, faulty editing is noticeable by errors in spell-

ing and minor technical failures; to the deliberative reader,

one who stops to analyze and view the mental pictures

generated by the story, there can come many erroneous

ideas. Whether these weaknesses are due to the author’s

ignorance of the many topics touched upon, to faulty infor-

mation supplied, or to a desire to be spectacular is not

known.

On the whole, the work consists of light readings on

factual discovery from early time to the present by relation

of personal incidents in the lives and works of those who
are partially responsible for the progressive understanding

of mental processes, their abnormalities and treatment, but

the e.xaggeration of, or overemphasis on controversial ele-

ments in methods will sufficiently impress some minds to

exclude the main point attainment.

When the author writes that the frontal lobes are idle,

unused portions of the brain and that “you can remove half

a man’s brain without depriving him of one iota of intelli-

gence,” her knowledge of the subject must be questioned.

The discussion of shock therapy and results are not exactly

dependable. This sort of depiction cannot but create sus-

picion in the mind of the reader who knows no better than

to believe her when she says “many even of those who
attempt it (insulin therapy) have only the foggiest notion

of what they are up to.” Comparatively few attempt this

new therapy, and then only after much study and observa-

tion as attested by the hesitancy in its use across our coun-

try for a long period after its introduction from Europe.

“Insulin ... is no more dangerous than an old toothless

lion.” Such a statement is bald ignorance. She also writes of

“prefrontal lobectomy” for prefrontal lobotomy. Unfor-

tunately, stress is given the fact of high incidence of spinal

fractures during metrazol therapy. While this was appar-

ently true in some groups, in others these fractures were

seen so seldom that it seemed a waste of roentgenography

to look for them.

It is not dificult to find many flaws in this book, if one

goes at it from a critical viewpoinnt. On the other hand, it

is very readable, instructive to a limited degree, and inter-

esting from the standpoint of fractional medical history. It

will give to those who are interested a brief glimpse into

the difficulties which have hounded the seekers-after-knowl-

edge in the field of mental disease, and more understanding

of methods and achievements in their treatment. Unfortun-

ately, there is too much said regarding the war in the medi-

cal ranks, in trying to determine etiology and most satis-

factory procedures in the treatment of these difficulties.

The latter portion of the book takes on the character of

a well-written advertisement for a certain institution. While

the place in question, with its staff, is accomplishing much

good and has made great strides in progressive understand-

ing of the lesser psychoses, it is hardly the place of this

treatise to be so specific. It is a book to be recommended

more to the profession than to lay readers.

H. W. Mikkelsen

The Hemorrhagic Diseases and the Physiology of
Hemostasis. By Armand J. Quick, Ph.D., M.D., .Associate

Professor of Pharmacology Marquette University School

of Medicine. 340 pp. $S. Charles C. Thomas, Springfield,

111. and Baltimore, 1942.

The author covers in great detail the general considera-

tion of the coagulation mechanism, and the function of

thrombin, prothrombin and fibrinogen in the preface. Sub-

sequently he discusses the anticoagulants, including heparin,

in a very comprehensive manner and then passes on to the

disease entities characterized by a hemorrhagic diathesis,

such as thrombocytopenic purpura hemorrhagica, the hered-

itary hemorrhagic diatheses, hemophilia, pseudohemophilia

and telangiectasia.

One very interesting section of the book deals with the

hemorrhagic diathesis of avitaminosis K, obstructive jaun-

dice, biliary fistula and liver damage. In this connection

the author introduces a discussion of di-coumarin with a

very interesting historical background. One very valuable

portion of this book is in the appendix which deals with

the clinical methods for the study of hemorrhagic diseases.

This portion gives in some detail the methods by which

the various tests for the hemorrhagic diseases may be done.

The entire book combines the attitude of a laboratory

man with that of the clinician. The author gives suitable

space to controversial subjects and quite naturally makes

definite his stand in them. The volume is a great contribu-

tion in medical writing and should find a favorite place

among the profession and medical students.

E. B. Potter.

Manual of Oxygen Therapy Techniques, including Car-
bon Dioxide, Helium and Water Vapor. By .\lbert H. .\n-

drews, Jr., M.D., Director, Oxygen Therapy Department
and .Assisting .Attending Otolaryngologist, St. Luke’s Hos-
pital, Chicago, etc. 199 pp, $1.75. The Year Book Publishers,

Inc., Chicago, 1943.

The purpose of this manual is to describe techniques

alone with no reference to therapeusis, preceded by a chapter

on Physiology of Respiration and Rationale of Inhalation

Therapy. Oxygen therapy is not simply having a patient

breathe oxygen unregulated and unrestrained. Dosage is

basically a matter of achieving effective oxygen concentra-

tion in the lungs. The criteria of effective technique are

listed under each method of application. Safety precautions

are described, with details in the use of the tent and mask

methods of administration. Instruction is given regarding

carbon dioxide application, with a chapter on helium-oxygen

therapy. This volume makes the material in this manual

suitable for application in the hospital, home or wherever

beneficial effects of gas therapy are needed. Illustrations am-

plify the text, showing various features of necessary tech-

nique. This is a useful volume for those employing oxygen

therapy.
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Nasal Medication. A Practical Guide. By Noah D. Fab-

ricant, M.D., M.S., Associate in Laryngology, Rhinology

and Otology, University of Illinois College of Medicine.

122 pp., $2.50. The Williams & Wilkins Co., Baltimore, 1942.

This book is more or less of a summary of the methods

and effects of nasal medications. Its ten chapters discuss

nasal histology and physiology, followed by descriptions of

effects of drugs on nasal mucous membranes, methods of

applying medication in treatment of nasal diseases. One

chapter deals with nasal allergy. The chapter on the sul-

fonamides is good. As a whole the book is too brief for

the specialist but offers useful information for the general

practitioner. J. R- Morrow

The Answer is Your Nerves. By Arnold S. Jackson,
M.D., F.A.C.S. 197 pp. with several pointed sketches. $2.00.

Kilgore Printing Company, Madison, Wisconsin, 1942.

This work is an interesting and timely instructive effort

of a physician who is not a psychiatrist but definitely indi-

cates by his pronouncements that he understands well the

place of psychotherapy and general psychiatry in the prac-

tice of medicine. It could be called a must book, to be read

by every general practitioner. It is designed to be read by

lay people as well as the professional man who wiU get a

little greater incentive to deal kindly and understandingly

with the multitude of psychoneuroses which pour into his

office through the years. The brief case histories are simply

stated, and typical of so many that frequent the doctor’s

office.

The author has not failed to give proper place to the

consideration of organic difficulties, but also has given full

recognition to the need for treatment of the functional dis-

orders whenever that is the paramount issue. The sequence

of the contents follows along without friction, and touches

upon the high points of the most common disorders of the

functional type. Though some psychiatrists might take ex-

ception to certain statements regarding therapy, the con-

clusions in general are quite satisfactory in their depiction

of the true situation. To the doctor, this book represents a

rather stimulative evening’s reading, and to the lay reader,

it is also stimulating but in a way to help him realize how

he can assist the doctor both in recognition of neuroses, as

well as in their alleviation. H. W. Mikkelsen

New and Nonoiticial Remedies, 1942. Containing De-
scriptions of the Articles Which Stand Accepted by the

Council on Pharmacy and Chemistry of the American Medi-
cal Association on January 1, 1942. 671 pp, $1.50. American
Medical Association, Chicago, 1942.

Through the years this book has grown to be a volume
of increased size, due to the annually increased number of

preparations which have come under observation of the

Council. Examination of its contents shows that under vari-

ious headings and subheadings the task has been admirably

performed of keeping abreast with the progress of medicine.

Particularly noticeable is the section on sulfonamide deriva-

tives, with authoritative discussions concerning each prep-

aration. Herein one can be certain of obtaining trustworthy

information relative to the applications and results of these

remedies.

Much has been published of great value, and much more

perhaps of little value concerning vitamins. If one wishes

the real facts concerning these preparations, he might con-

sult the chapter on “Vitamins and Vitamin Preparations for

Prophylactic and Therapeutic Use.” Many other newly ac-

cepted drugs are listed, the perusal of which will indicate

their real value and therapeutic applications.

A useful feature is the bibliographic index published on

yellow leaves, listing proprietary and unofficial articles not

included by the Council. Each has a reference to its publi-

cation in a certain issue of The Journal. Every practitioner

should have access to this volume. In condensed form are

accumulated facts without which no one can successfully

practice medicine.

RATIONING OF CANNED MILK UNNECESSARY
Temporary Shortages Due To Hoarding, Say

Manufacturers

Housewives who have had to shop from store to store
to get sufficient evaporated milk for the baby’s formula
can take comfort from the statement of Dr. Frank E. Rice,
Executive Secretary of the Evaporated Milk Association,
that shortages of canned milk are being relieved rapidly.

Manufacturers of evaporated milk from all parts of the
country, meeting in Chicago January 20 reported that pro-
duction is on the increase, normal supplies are being re-

leased to the trade, and grocers’ shelves will be addition-
ally replenished from the huge stocks of evaporated milk
held by the government.

“Just as much evaporated milk was supplied to the gro-
cery trade during 1942 as during 1941,” said Dr. Rice,
“and in addition, the industry last year supplied all the
evaporated milk needed by the armed forces and for Lend-
Lease shipment to our allies.

“Production of all dairy products hits a seasonal low in
December. However, starting now, the milk flow increases
rapidly, hitting its peak during May and June. Sufficient

cans have been made available for the production of evap-
orated milk. Were it not for hoarding by housewives, and
also by hotels and restaurants, there would be no serious

shortage.

“Already some of the empty markets are being restocked.

The Department of Agriculture has on hand almost 17,-

000,000 cases, about 800 million tall cans of evaporated

milk, originally purchased for shipment overseas. This

amounts to almost a four-months’ supply for domestic

use. This milk is stored in warehouses throughout the coun-

try. Arrangements have been made whereby evaporated

milk manufacturers are buying back some of this milk

and sending it into the markets where shortages have been

felt.

“The recent announcement that O.P.A. had been granted

authority by Secretary Wickard to ration evaporated milk

is most unfortunate, coming at this time,” said Dr. Rice,

“since it will only aggravate hoarding and prolong the

temporary shortage. The capacity of the Industry to pro-

duce evaporated milk is ample to take care of all require-

ments which can be foreseen at this time for 1943.”
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RATIONAL RATIONING*
One of the impressions gained by reading the testimony

given before a subcommittee of the U.S. Senate Committee
on Education and Labor, of which Senator Claude Pepper
is chairman, as reported in the J.A.M.A.,^ is that the nu-
merical distribution of physicians with respect to population

is the important thing in the maintenance of the public

health, as far as government is concerned.

We concede that it is important, but it is not the whole
story. The modern physician, both urban and rural, depends
for his effectiveness upon hospitals, transport, electric power,
and the willingness of the people in the area he serves to

accept his services. Whether the question is one of bringing
the physician to the people or group of people, or the people
to the physician or group of physicians, communications are

of primary importance. Living conditions, esjjecially in win-
ter, may be of the utmost significance with respect to the

amount of disease occuring in a given area. Bungled ration-

ing wth respect to gasoline, tires, fuel oil or power could
materially alter the medical efficiency of physicians in a

given area, no matter what the numerical physicain-to-

population ratio might be. Similarly, a fuel oil and power
shortage in another area might so suddenly increase the

amount and severity of disease, so impair the efficiency of

hospital operation that the physicians and hospitals, though
numerically correct with respect to medical exponents and
hospital beds in relation to population, might be unable to

cope with the situation.

It would seem to us that to date no one has paid particu-

lar attention to the vital matter of medical effectiveness,

which seems likely to become a larger problem as rationing

becomes—as it must—more severe and more inclusive. We
urge that it be not overlooked in the present concentration

of thought on the matter of mere physician distribution. It

is to be kept in mind also that as more and more of the

young men go into the armed services, the care of the civ-

ilian population will be carried on largely by the group of

men 45 years of age and over. In the age group of 65 and
over a “bare 30 per cent” are effective for all purposes; in

the group of 45 to 54 there are 31,399 physicians; in the

group of 55 to 65, 30,000 physicians. What could be con-
sidered the effectiveness of this group, 45 to 65, comprising
61,399 medical men? Examination of the men for the
armed services showed a rapid increase in the number of

physical defects for each decade. What significance has this

fact when related to the effectiveness of this 45 to 65 age

group?
There is no doubt that a physical examination of this

group (45 to 65) would show a rapid decline in energy
available for civilian population care with each additional

decade above 45.

How will this affect the plans for distribution? Is one
doctor per 1,500 of population sufficient, regardless of the

level of the physician group health in that area? What is

the level of the physician group health in any given area?
Does any one know? We doubt it.

These 61,399 physicians must last out the duration; there

seems to be little prospect of increasing their number. Will

we be as wasteful of our physician stock pile as we were of

our rubber? As heedless of conservation until it is to late?

There can be no synthetic physicians, remember. Isn’t it

about time we took stock of the group health of the 45 to

65 age group? Isn’t it time now to see to it that every facil-

ity, for transport especially, and for maximum effectiveness

of operation and practice be assured to this small group
upon whom rests the responsibility for the national health?

Wise planning can effect much benefit
;
tinkering with a sys-

Editorial New York State J. M. 43:219, Feb. 1, 1943.
1. J.A.M.A. 120: 927 ff.. Nov. 21, 1942.

tern of medical practice in the middle of a war could be
disastrous.

This is no time to be content with patchwork. Rational
rationing and national planning are called for; let us have
them, and let them be practical.

SEX AMONG LOWER ANIMALS CAN BE
SCIENTIFICALLY PREDETERMINED BY MAN
Commenting on recent statements by John W. Gowen and

Ronald H. Nelson that “in the sense of establishing means
for sex control through specific agencies under man’s guid-
ance, the problem of the predetermination of sex may be
said to be solved.” The Journal of the American M^ical
Association observes in an editorial in its January 30 issue

that “This startling discovery does not of course signify

that it will be possible in the foreseeable future for parents

to choose in advance the sex of their children. But it does
establish for the first time on a scientigc basis the fact that

this can be done experimentally among lower animals by
man devised methods.”

The work on which the sex differentiation statement was
based concerned investigations in which the sex of the off-

spring of a species of fly known as Drisophila melanogaster
was completely controlled so that 100 per cent males or 100

per cent females could be produced at will. A report on
some of these studies was publised in Science.

Discussing the predetermination of sex. The Journal ex-

plains that “From earliest antiquity scientists, philosophers

and magicians have speculated as to why the offspring is

male or female. Biologists have attempted to discover means
by which the desired sex could be produced at will. Only
with the advent of this century, however, has any scientific

foundation for this eventuality been developed. Among the

most important early observations was the demonstration

that sex among higher animals is determined by genes.

Thereafter it became clear that sex is determined in human
beings (as in some lower animals) at the time of the fer-

tilization of the egg. Subsequent activity, whether dietary

or metabolic, does not change the sex of the child. Further-

more, to the astonishment and possibly distress of some of

those with preconceived ideas, human sex is determined by
the presence or absence of a particular gene or set of genes

of the father rather than by the mother. No longer may the

wife be blamed for failure to produce the wished for son!”

OMIT DIABETIC PERSONS FROM DRAFT
Studies reveal that the present rule to omit diabetic per-

sons from the Selective Service appears proper, Elliott P.

Joslin, M.D., Boston, declares in the Medicine and the War
section of The Journal of the American Medical Association

for January 16.

He says that it is estimated that there are about 800,000

living persons with diabetes in the United States and that

one might suppose that among them there would be many
who could serve their country as members of the armed
forces.

He says “both by arbitrary statistical estimates as well as

by computations based on an actual study and selection

from a series of 8,500 persons diagnosed as having diabetes,

that in the Untied States today the number of diabetic per-

sons available for the Army or Navy lies beween 4,500 and
1,800 men. With these figures in mind, the diabetic quota

useful for military service is relatively so insignificant, the

hazards which both the diabetic and the government would
undergo if they were inducted are so great and the need for

their services in civilian occupations, where they would be

less exposed to complications, so apparent, that the present

rule to omit them from the draft appears proper.”
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EDITORIALS

CIVILIAN GAS ATTACK
After the attack on Pearl Harbor, people

throughout the country, and especially on the Pa-

cific Coast, were jittery lest the Japanese foe should

bomb our cities. Many experimental blackouts

were put into effect in anticipation of such a catas-

trophe. Since we have thus far been immune from

such an assault, we have become more or less in-

different to such expectations. This experience with

the blackout program has undoubtedly had an edu-

cational value for all of the people.

Thus far nothing has been done to educate the

people for protection in case of a gas attack. This

inhuman practice was inaugurated in World War I,

with many distressing casualties from attacks by

noxious and lethal gases. While this barbarous

practice has been employed little, if at all, in the

present war, its possibility is anticipated perhaps as

a last desperate effort, when the defeat which we
look for may appear inevitable to the foe. With this

possibility in view, the Office of Civilian Defense is

inaugurating measures to protect the public, if such

attacks should be made at some future date.

This program is being developed by the Medical

Division Office of Civilian Defense at Washington,

under the title The Gas Protection Service of the

U. S. Citizens Defense Corps. Courses are being

prepared for physicians selected from the faculties

of medical schools as instructors in medical aspects

of chemical warfare in their own institutions. Train-

ing for nonmedical personnel is provided in Gas

Specialist courses in colleges and universities located

in various parts of the country. On the Pacific

Coast are designated Occidental College at Los

Angeles, Stanford University at Palo Alto and

University of Washington at Seattle.

This gas protection service will provide regional

gas officers who will supervise and assist state and

local officers of Defense Councils in organizing the

programs. Instructions to members of the U. S.

Citizens Defense Corps have been issued regarding

their duties in gas defense. These duties are outlined

for individuals and groups. These are specified for
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emergency medical service, and also functions are

assigned to the health departments in the local pro-

gram of gas defense. It is contemplated that in due

time, when this program has been thoroughly de-

veloped and instituted, the residents of every com-

munity will be familiarized with the details of gas

defense so that they may be prepared if such a

barbarous attack should be made.

THE PREGNANT WOMAN IN

WAR INDUSTRY
From time immemorial the field of woman’s ac-

tivities has been considered the home. To men have

been delegated what has generally been considered

hard work, including employment in various forms

of industry. Always war has been the means of up-

setting traditions and customs. Never has this been

more evident in this country than during the prog-

ress of this World War. Men have been called in

such numbers from all sorts of in'^stries, particu-

larly those pertaining to war, that most industries

could not have been maintained except for employ-

ment of women to take the places of absent men.

Somewhat surprisingly, it has developed that wom-
en perform many of these tasks equally as well, and

sometimes in a superioir manner, to former male

employees. It has been estimated that during 1943

will be employed 6,000,000 women in industry.

It is asserted that a majority of these women
will be in the childbearing age. A large proportion

will be married, so that the problem of pregnancy

will be constant and urgent. Shall its existence ex-

clude the women from such employment? Shall she

be discharged when pregnancy arises? Shall educa-

tional methods be established to determine child

spacing among these women? These questions have

engaged the attention of bureaus in the Department

of Labor, U. S. Public Health and various organiza-

tions connected with maternal and child health.

It is an established fact that the mother’s health

is best conserved by spacing children by eighteen

months to two - year intervals. The Division of

Industrial Hygiene of the U. S. Public Health

Service has urged every war plant to have a coun-

sellor on personal problems, and has recommended

that married women workers receive advice as to

the proper spacing of children as a means of pro-

tecting the health of both mother and child. It has

been urged that every woman working in industry

should have this service available. Since the pres-

ence of women in war industries has become an

essential factor in carrying the war to a successful

termination, every means should be exercised to

preserve their health and ability to carry on their

work with as little interruption as possible. Con-

sideration of this matter should elicite the serious

attention of all employers of women in war indus-

tries.

RELIEF FOR ILANDICAPPED CHILDREN
It is well known that in past years many young

school children were considered mentally defective

and were backward at school, owing to defects in

sight and hearing which were unrecognized by par-

ents and teachers. In recent years these conditions

have been largely ameliorated by efforts to recog-

nize these defects and correct them at as early a

stage in life as possible. Measures in the schools of

our states have been in effect for some years, par-

ticularly pertaining to defective eyesight, but it is

claimed that defective hearing has not received an

equal amount of attention. At the present time,

however, measures have been introduced in our

legislatures, the passage of which will result in great

benefit to our unfortunate children with congenital

defects of these sorts.

In the present session of the Oregon legislature a

bill has been introduced requesting $165,000 for the

care of 4,000 children reported handicapped in a

recent survey. It is reported that this bill will un-

doubtedly be passed and will result in much benefit

for these needy, youthful citizens. In the Washing-

ton Senate a bill on this subject has been introduced

and passed, and at this writing is in a House com-

mittee preparatory to passage at an early date. This

classifies handicapped children as those of school

age permanently retarded in normal educational

processes by reason of defective hearing, sight,

speech or other physical handicap.

This bill directs the superintendent of public in-

struction to appoint a supervisor who shall coor-

dinate and supervise special aid for handicapped

children in school districts of the state. Since this

will be an all-time occupation for this official, it is

anticipated that the results will be of great benefit,

especially to the several thousand school children

in the state with defective hearing. Provision is

made for 'acquiring necessary equipment and its

employment in the schools. A child not able to at-

tend school, and eligible for special aid, will receive

this at his home or other determined place. Every-

one is sympathetic toward any measure that may
be adopted to develop good citizens from all of our

children and the people are grateful to their legis-

lators for passing such beneficent mecisures.
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PHENOMENAL INCREASE IN BIRTH R.ATE

In past years the birth rate record has conformed

to a typical cycle of a minor increase in spring and

major increase in summer, with a decline during the

winter^. The report for 1942, however, in this coun-

try has presented a striking change in the birth rate

curve of unprecedented proportions. The spring and

summer crests disappeared, with a constant increase

of births until, during December, the birth rate was

80 per cent above the record for 1938-1939 which

was taken for comparison.

Reports of the whole year of 1942 were not avail-

able, but this record is based on the figures obtained

from the five large cities of New York, Boston, Bal-

timore, Washington and New Orleans and presum-

able the same has occurred throughout the country.

This increase of births is attributed chiefly to

marriages connected with war conditions. In these

five cities the marriages during the first three

months of 1942 were 28 per cent in excess of those

for the same months in 1941. Unquestionably, a

turning point will be reached when this abnormal

birth rate will decline. Whether this will appear in

the early part of 1943 or later, time only will tell.

Some commentators, reflecting on probable casual-

ties in this war, predict a noticeable decline in birth

rate during subsequent years, when there may de-

velop a change in the prevailing excess of males

over females.

1. Statistical Bulletin, Metropolitan Life Insurance Com-
pany, 24:9-10, Jan., 1943.

JOURN.\L TRUSTEE MEETING
The annual meeting of trustees of Northwest

Medical Publishing Association w^as held at Mult-

nomah Hotel, Portland, February 7. The following

were in attendance: Oregon trustees, K. H. Martz-

loff and G. C. Schauffler of Portland, and E. H.

McLean of Oregon City; Washington trustees, S. F.

Herrmann of Tacoma; Idaho trustees, J. T. Wood
of Coeur d’Alene and C. R. Scott of Twin Falls.

.‘Mso present were C. A. Smith, secretary and editor

of Northwest Medicine, G. E. Henton, president,

and Clyde Foley, executive secretary, of Oregon

State Medical Society, and W. T. Laube, Seattle

attorney, and Mr. Phillips, Oregon attorney.

The official audit of Northwest Medicine for 1942

was presented and matters pertaining to the past

and future of the journal were discussed. K. H.

Martzloff was elected president, H. E. Coe vice-

president and C. A. Smith secretary-treasurer for

the ensuing year.

The important feature of the meeting was con-

sideration of a suit which has been instituted against
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Northwest Medical Publishing Association. In the

July, 1940, issues of Northwest Medicine a pa-

per was published by Roger A. Nolan, Commander,

M.C., U.S. Navy, of San Diego, entitled “Induced

Gonorrhea,” in which he asserted that the much ad-

vertised “Sanitube,” as a prophylactic for gonor-

rhea, in reality induces the disease, since its

mercurous chloride is not fatal to the gonococcus.

He described a treatment of his own, consisting

of urethral injection of silver picrate, fatal to the

gonococcus, and a jelly with mercurous chloride,

designated sanitube, for application to the glans,

fatal to the treponema pallidum, which is manufac-

tured and sold by Wyeth and Brother. Nolan pub-

lished a book descriptive of this treatment.

The Sanitube Corporation, Inc. of Rhode Island,

filed a suit in the federal court. New York City, for

$350,000 damages, citing as defendants Wyeth and

Brother, Northwest Medical Publishing Associa-

tion, Roger A. Nolan and the company printing

Nolan’s book. These damages were claimed on the

ground that their corporate name, “Sanitube,” had

been used in Nolan’s paper and book without their

consent, thus ruining their business and damaging

them in the stated amount.

At this trustee meeting it was voted to request

dismissal of the suit against Northwest Medical

Publishing Association on the ground that it was

not within the jurisdiction of the New York court.

The plaintiff’s attorney declared that if this were

granted, suit would be brought in the federal court

in Seattle. Future developments in the course of

this suit will be reported in following issues.

BILLS BEFORE THE LEGISLATURES

At the time of this writing the legislatures of our

three states are in session. Numerous bills have been

introduced affecting the practice of medicine to a

greater or less extent. A few have been enacted, some

have been killed and others are resting in various

committees. Under State Sections of this issues are

presented complete lists of bills which have been

introduced before the Oregon and Idaho legisla-

tures. A partial list appears under the Washington

section. In next month’s issue all bills presented in

this state will be listed.

EDITORIAL
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WAR SESSIONS BY AMERICAN COLLEGE OF
SURGEONS

New developments in military and civilian medical and
hospital service will be brought to members of the medical

profession at large, and hospital representatives, through a

series of twenty War Sessions, beginning March 1, to be

held throughout the United States under the sponsorship

of the American College of Surgeons with cooperation of

other medical organizations and the Federal medical services.

Each War Session will consist of an all-day program,

lasting from 9:00 o’clock a.m. to 10:00 p.m., including

luncheon and dinner conferences. There will be eight

meetings in each session, four of which will be for the

entire assembly, and the remainder divided into two meet-

ings each for physicians and for hospital representatives.

Subjects will be similar in the different places but some of

the speakers will be changed in the different states and
service commands. Nationally known representatives of

the United States Army, the United States Navy, the

United States Office of Chilian Defense, the United States

Procurement and Assignment Service, and the United States

Public Health Service will address the meetings and will

lead discussions, in addition to participation by prominent

leaders in civilian medical practice and hospital service.

Topics to be discussed relating to military medicine will

include care of the ill and injured in combat zones and
after evacuation. The newer types of injuries encountered

in this war, such as crush and blast injuries, will be espe-

cially considered, together with prevention and treatment

of infections, and treatment of burns, shock and injuries

of specific parts of the body. Anesthesia, plastic surgery and
the psychoneuroses of war will be some of the other topics.

Problems of civilian medical care in wartime which will be

discussed include the responsibilities of individual doctors

and hospitals; personnel problems of hospitals; organiza-

tion of emergency medical services; maintaining adequate

supplies, furnishings and equipment; maintenance of high

standards of medical and nursing education, and of hos-

pital service in general; hospital public relations; and
administrative adjustments in professional staffs of hos-

pitals.

The opening meeting of each session will be devoted to

discussion of “Medical and Surgical Aspects of Chemical

Warfare,” led by a representative of the United States

Office of Civilian Defense, and the closing meeting will be

a panel discussion on problems in wartime civilian medical

practice to be led by representatives of the United States

Public Health Service, the American College of Physicians,

the American Medical Association, medical services in in-

dustry and the American College of Surgeons. Some of

the topics for consideration at this meeting will be endemic

and epidemic diseases, including tropical diseases; medical

services in industry; medical and surgical practice; and
supplementary postgraduate education for medical officers

and civilian doctors.

Dr. Irvin Abell, Chairman of the Board of Regents of

the College, in announcing the War Sessions, said that

although participating states and provinces for each meet-

ing have been designated to facilitate arrangements, there

will be no geographic restriction on attendance, and those

who plan to attend may select the place and time which

are most convenient.

The American College of Surgeons cancelled its 1942

national meeting and is holding in abeyance plans for a
Clinical Congress in 1943, in the meantime offering the

regional meeting plan provided by the War Sessions to

save the time of the doctors and other personnel, and to

minimize transportation difficulties, without sacrificing un-
duly during wartime the educational and stimulative bene-

fits of medical assemblies.

The War Session for Pacific Northwest, including Oregon,

Washington, Montana and British Columbia will be held

Tuesday, March 20, at Seattle. Headquarters will be at

Olympic Hotel.

ANNUAL MEETING CANCELLED
It has been customary for the American College of Chest

Physicians to hold its annual meeting at the time of the

meeting of American Medical Association. Since the latter

has cancelled its meeting for 1943, this organization has also

announced that its meeting next summer will not be held as

usual. It was recommended by the Board of Regents that

state and district chapters of the College arrange for joint

meetings with the state and district medical societies. Dr.

Frederick Slyfield of Seattle is the regent of the American

College of Chest Physicians for the northwestern states.

UROLOGICAL MEETING CANCELLED
The annual meeting of the .American Urological Associa-

tion, scheduled for St. Louis next June has been cancelled

on account of war conditions.

The $500 Research Prize, annually offered by this Asso-

ciation, will not be awarded this year.

OPHTH.ALMOLOGY EXAMINATIONS

American Board of Ophthalmolog>' will hold 1943 ex-

aminations in New York City June 4-5 and in Chicago

October 8-9. Candidates will be required to appear for

examination on two successive days.

Write at once for formal application blanks to Dr. John

Green, Secretary, 6830 Waterman .Avenue, St. Louis, Mo.

RED CROSS MONTH
March has been declared Red Cross Month. An appeal is

extended to everyone to contribute according to his ability

to aid the world-wide work conducted by the Red Cross.

I

"File Greatest Mother

» in tlie World

RED CROSS WAR FUND
MARCH -1943

On every battle field, where United States boys are fighting

and dying to help defeat the greatest menace to freedom

that has ever existed. Red Cross nurses and resources are

laboring to extend relief and comfort. This is a cause that

should receive the united financial support of all citizens.
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ORIGINAL ARTICLES
SURGICAL CONSIDERATIONS OF

WAR CASUALTIES*
Commander W. H. Bueermann

MEDICAL CORPS, UNITED STATES NAVAL RESERVE**

BREMERTON, WASH.

We are today engaged in a World War, a total

war, of such global magnitude that few of us are as

yet able to visualize the extent, or the far-reaching

implications of the ferocity with which battle is

waged on air, land and sea. “From Greenland’s icy

mountains to India’s coral strand” may well denote

how geographically wide war has spread so that to-

day the sun never sets on “man’s inhumanity to

man.”

Time was when war meant battle between mili-

tary and armed forces alone, and the civilian popu-

lation in the path of approaching conflict had ample

time to seek safety in flight and migration. Today

no populated section of the warring countries of

Europe or Asia is immune from aerial attacks and

the lightninglike destruction of exploding bombs.

Civilians have become subject to casualties of a de-

gree and magnitude only heretofore seen on the

field of battle, by medical corps trained and pre-

pared to rapidly and efficiently care for their

wounded. This same degree of preparation to meet

anticipated casualties must today be assumed as

well by civilian physicians living in populated areas

vulnerable to air attack by the enemy.

In order adequately to comprehend the nature of

war wounds likely to be encountered by civilians, it

is necessary to have an elementary knowledge of

the agents of destruction producing them.

The projectiles from rifle, revolver and machine

gun produce wounds with which civilian as well as

military surgeons have long been familiar, the seton

type of wound. The speed of bullets from the mod-

ern rifle varies from 2800 feet per second for the

military rifle, to approximately 1000 feet per second

muzzle velocity for the submachine gun, or Tommy
gun^. The muzzle velocity of the average service

revolver varies between 1000 to 1380 feet per sec-

ond. These projectiles have a combined movement

of rotation and oscillation which materially influ-

ences the type of wound produced. Due to wind

resistance, a rifle and machine gun bullet will wob-

ble during the first 600 yards of flight. Beyond this

distance it has a tendency to fly true and the wob-

Read before a meeting of King County Medical Society,
Seattle, Wash., Oct. 5, 1942.
Chief of Surgery, U. S. Naval Hospital, Bremerton.
1. Bailey, H. ; Surgery of Modern Warfare. William

Wiikins Co., Baltimore, 1941.

ble disappears. Wounds which are inflicted within a

radius of 600 yards will more than likely show an

explosive effect in the wound produced, whereas be-

yond this point they will tend to show a clear hole

at the point of entrance and exit. Clean drills by

bullets, as a rule, give a minimum of trouble to the

surgeon, when confined to the fleshy part of the

extremities.

Fragments released by explosion of high explo-

sive shells from artillery fire and trench mortars

vary as to number and size. Since these shells have

a thick iron casing, fragments resulting from the

bursting and fragmentation of this casing may vary

in size from a millet seed to jagged masses weighing

several pounds in weight, and capable of producing

complete avulsion of limbs or severe crushing in-

juries to soft parts. One shell, depending upon its

diameter, may release from 600 to 1500 fragments

of various size, and it is these jagged fragments

traveling with bulletlike velocity that inflict some

of the worst wounds and injuries that are seen in

modern warfare. Not only do these fragments pro-

duce severe and serious destruction of tissue but

they tend to carry into the wound portions of cloth-

ing and equipment, through which they penetrate

before entering the tissues, resulting in severe and

often fatal sepsis.

Hand grenades and demolition bombs are made

with iron casings varying from Y% \.o Yi inch in

thickness and subdivided into segments permitting

the force of the explosion to release fragments vary-

ing from a pin-head in size to an ounce in weight.

Wounds resulting from these fragments are similar

in nature to those received from the high explosive

shells, though often showing less severe destruction

of the deeper tissues.

Aerial bombs constitute one of the newest meth-

ods of attack used in this war and affect civilian

population as well as combatants. The contrasting

feature of this weapon is the relatively thin casing

used to contain the maximum high explosive charge

as against the thick casing used for artillery H.E.

shells. When these bombs, weighing variously from

50 to 2000 lb. disintegrate, they shatter into thou-

sands of fragments, varying in size from a bird seed

to the size of a finger nail, traveling at a speed of

approximately 5000 feet per second in the near vi-

cinity of the exploding bomb. Because of the small

mass and high velocity of these fragments their

greatest damage is done to muscle and bone tissue,

with the least evidence of injury appearing in the
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skin, largely due to the circular spin with which

they travel. The skin wound very frequently ap-

pears trifling in appearance, whereas beneath the

skin there is widespread destruction, the extent of

which only experience can substantiate. This de-

structive effect is produced as a result of the mo-

mentum imparted to the soft medium of muscle by

the high velocity fragment which reacts in effect

similar to an internal explosion.

Since this type of aerial bomb produces a shallow

crater, the direction of fragments is only slightly

angulated upwards from the horizontal, resulting in

a higher percentage of injuries of the lower extrem-

ities. There is, however, in both civilian and mili-

tary casualties a much higher percentage of multi-

ple perforative and penetrating wounds from this

source than from other type of shells.

There are several practical points to be consid-

ered in the care of patients seen after an aerial

bombardment; first, the multiple nature of injuries

resulting from these high velocity fragments; and,

second, the dictum that the degree of subcutaneous

and deep tissue destruction cannot be estimated

from the insignificant appearance of the skin wound.

The recognition and practical significance of this

paradox is even more important in such apparently

slight wounds appearing over the chest, head or ab-

domen. A half-centimeter sized fragment may show

only a fine slitlike wound in the abdominal wall with

scarcely any bleeding superficially, and yet have

resulted in extensive laceration of solid or hollow

intraabdominal viscera.

The importance of a complete and careful inspec-

tion of the entire body cannot be overemphasized in

these casualties and no perforation of the skin

should be considered insignificant without further

clinical investigation. Correction of a more obvious

injury to a long bone may appear immediately indi-

cated, but may mask a far more serious unrecog-

nized injury to abdominal viscera, evident only

superficially by the small perforative skin wound.

Treatment of superficial and deep war wounds

has undergone radical changes in the past twenty-

five years. During the early portion of World War I

conservative management of these wounds was al-

most universally employed, but the results were ap-

palling. Tetanus, gas gangrene and wound sepsis

took a high toll of life and limb. This necessitated

a change in the entire conception of wound manage-

ment. Antisepsis was then combined with a modi-

fied form of wound debridement based upon the

tenets of Friedrich, German surgeon, who advo-

cated in 1897 that contused wounds should be ex-

cised as if they were neoplasmata. He believed the

vitality of the tissues to be a decisive element in the

struggle against infection.

The time element existing between wound con-

tamination by the missile and the subsequent period

of infection from foreign matter introduced at the

time did not seem of primary importance during

the early period of this change.

The Dakin’s solution method of antisepsis was

relied upon to counteract such infection cis might

develop. Trueta during the Spanish Civil War car-

ried Friedrich’s theory to its logical conclusion in

war casualties by emphasizing the importance of

the time factor between incident of contamination

and subsequent infection. He demonstrated the

value of the time factor by advocating and practic-

ing wound excision for all wounds during the stage

of contamination and before infection had an op-

portunity to develop. The results obtained by this

method far surpassed those resulting from various

methods so that today the generally accepted and

approved method of management of all penetrating

and perforating wounds of soft tissues, including

bone, is excision of the tissue lining the tract of the

missile.

In order to bring casualties to surgical treatment

within the six hour period established as the ideal,

changes in methods of transport and use of the

mobile forward hospital have aided in the prelimin-

ary care of open wounds of the chest, head and ab-

domen, when control of hemorrhage by packing and

pressure bandages and immediate control of sucking

wounds of the chest have permitted these patients

to be transported to a stationary hospital for defini-

tive care and treatment.

One of the primary factors in management of

every wound casualty is the prevention of shock; or

if present, to combat its effects as rapidly as pos-

sible. Methods to accomplish this have become rou-

tinized and vary little from those employed in civil

practice. Control of hemorrhage by pressure band-

ages rather than the use of the tourniquet, when-

ever possible, has lessened the infection hazard to

otherwise normal tissue.

As soon as first-aid and antishock measures have

been given, the patient is transferred for treatment

as rapidly as possible and classified upon admission

for the type of definitive treatment to be employed.

Whether this duty is performed in civilian or mili-

tary hospitals, the surgeon designated for this re-

sponsibility should be the most competent avail-

able, since incorrect classification of the casualty

results in delay in carrying out of treatment, need-
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less bandaging, increased shock, increased infection,

morbidity and mortality rates. Judgment based

upon wide experience should govern appointment

for this post. Time will not permit more detailed

discussion of how the various surgical departments

can function to gain time in preparing their casual-

ties for definitive care.

The ultimate end of all organized first-aid care

and transportation planning is to forward the in-

jured patient so that adequate attention may be

given the wound within the first six hours, or as

nearly thereafter as is possible. Change of wounds

from the stage of contamination to that of tissue in-

fection is directly proportional to the time con-

sumed between incident and excision. General

agreement further exists upon the fact that the sur-

gical care the wound is to receive depends upon

the time elapsing between incident of the wound
and the patient’s appearance in the operating pa-

vilion. Many associated problems of surgical judg-

ment, military expediency and competence of

surgical personnel enter into disposition of field

casualties that can and should be eliminated in the

care of civilians following bombing raids.

The missile will very frequently determine the

type of wound seen. It is, therefore, important that

the operating surgeon know the type of missile

which produced the wound, and a knowledge of the

degree of shock suffered by the patient prior to giv-

ing restorative methods which were used to prepare

him for surgery.

Bullets frequently produce drill or seton type of

wounds, whereas shell fragments, material from

blownup buildings and masonry, flying at low vel-

ocity may produce much superficial destruction and

disruption of subcutaneous tissue with wider areas

of skin loss, carrying all manner of debris into the

substance of the wound.

As previously mentioned, high velocity bomb
fragments may produce only a fine skin laceration

but result in comminution of underlying long bones,

and muscle disruption extending for as much as six

to eight inches to either side of the missile tract. It

is also important that the surgeon, if possible, have

information regarding the position the patient was
in, when struck. This will aid in determining the

probable course of the missile and whether major

arteries and veins or nerve tracts lay in the course

of the missile.

Knowledge of the extent of previous shock and

the method used to combat it gives the surgeon a

basis for judging the patient’s ability to tolerate

necessary surgery. The surgical tortoise with the

rough and ready touch has no place in this phase

of casualty surgery, when gentleness of touch and

technical speed combined with experienced judg-

ment may spell the difference between life and

death.

Localization of the foreign body by portable

roentgenography is essential to good surgery, and

no attempt at surgical removal should be under-

taken without previous routine examination. When

radiographs are taken in different planes, the tube

and not the part being roentgenized should be

moved.

Thorough but gentle cleansing with soap and

water should comprise the preparation of all skin

areas surrounding war wounds. No skin antiseptics

are generally used. The wound should be draped.

Excision of the skin wound should sacrifice as little

normal tissue as possible and the incision should be

enlarged sufficiently to permit free access to the

deep wound. Complete excision of all wounds of six

hours or less is carried out, and this applied to these

up to twelve hours duration in which definite infec-

tion has not developed. Experience has shown that

wounds of over twelve hours duration have passed

the stage of contamination and must be treated

more conservatively. In early wounds complete ex-

cision means a removal of all devitalized tissues and

foreign bodies, and excision of traumatized muscle

until bleeding, contractile muscle is encountered. All

sinuses and fascial plane crevices must be explored

and enlarged and all hematomata evacuated togeth-

er with all foreign material, including unattached

bone fragments. Concern about sacrifice of tissue

should not cause inadequate attention to any part of

the wound, since exercise of caution in dissection

will preserve important blood vessels, tendons and

nerve trunks. Those wounds associated with little

wound disruption do best by simple excision of the

wound of entrance and exit.

In treatment of the wound of longer than twelve

hours duration, which has become infected, painful

and tender, excision no longer can accomplish the

purpose for which it has been used, and any opera-

tive intervention must be done with as little damage

as possible to the living tissues, preferably limited

to removal of foreign material, clot and loose lying

debris, and avoiding any active movement, scraping

or rubbing which might release bacteria, toxins or

detach thrombi from the wound.

In general, no rubber tissue drains should be

used, and no deep sutures employed in the wound.

Sterile flavine soaked gauze, gauze soaked in honey

and cod liver oil or vaseline gauze packing should
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be used and the wound left open. Primary closure

of war wounds should be reserved for those with

adequate experience and then only in small wounds.

Local edema of the wound develops after every

wide excision of wounds. Complete rest of the

wounded extremity is essential. It is for this reason

that all wounds which have been left open must be

supported to prevent edema and subsequent de-

creased local circulation. Adequate firm packing of

the wound, reaching all crevices, followed by im-

mobilization of the injured part gives the best

results and meets the two requirements of the mod-

ern method of treatment of excised wounds, that is,

tissue support to control edema and immobilization

sufficient to give complete rest to the injured part.

The Trueta method'^ of applying plaster directly

to the skin, based on the Orr technic (the so-called

closed plaster method) dating from the last World

War, has given such favorable results that it has

come to be the standard treatment by most military

surgeons for all soft-tissue wounds of the extremities

as well as for all compound fractures. Experiences

at the Naval Hospital with casualties treated by

this method before transshipment have given uni-

formly good results in the satisfactory healing con-

dition found in the wounds when the cast was

removed.

Time will not permit discussion of anaerobic in-

fections of wounds or their treatment, nor will the

chemotaxis of wounds by the sulfonamides be dis-

cussed, except to mention that the use of sulfona-

mide drugs has been universally hailed as a most

valuable adjunct in the local and systemic manage-

ment of war wounds. Their judicious use locally has

done much to prevent generalized sepsis and to re-

duce complications of bone, pleura and peritoneum.

Their use has been particularly efficacious in the

treatment of the so-called chronic wounds. These

wounds have given repeated cultures of the hemo-

lytic streptococcus and have resulted in prolonged

disability, preventing adequate plastic surgery or

secondary closures being done during the persistence

of infection. The usual methods of antisepsis and

wound treatment have been unsuccessful in prepar-

ing these wounds for surgical management. From 63

to 70 per cent of wounds in field base hospitals have

shown infections of this type in granulating wounds.

By correct use of sulfanilamide locally these wounds

can be cleared of streptococcal infection in a few

days, and results can now be obtained in plastic

surgery which have heretofore been unknown in the

history of skin grafting on open wounds.

2. Trueta, J. ; Treatment of War Fractures by Clo.sed
Method. Proc. Roy. Soc. Med., 33:65-74, Nov., 1939.

A few remarks about war wounds in certain re-

gional locations may be of interest in that they vary

from the management of wounds as a whole. Smith^,

speaking of his experiences in the Libyan desert,

states, “a surgeon who has passed successfully

through the mill of emergency surgery at a general

hospital can face the wounds of war with equanim-

ity. He will at times be disappointed that men die.

But the missiles with which they have been maimed

are designed to kill, and so they do. The fact must

be accepted that the damage to the body is often

irreparable. One might imagine that the average

war wounds are large and terrifying affairs. On the

contrary, the majority might be described as quite

minor. The occasional horrible extensive mutilations

in men who survive to reach surgical aid are the

exception and are but a tribute to the resources of

nature and the fortitude of man. Rather than at-

tempt to achieve the impossible, it is better that the

surgeon should turn his efforts to the treatment of

those who will probably survive.”

WOUNDS OF THE ABDOMEN

During World War I injuries of the abdomen
amounted to only 2 or 3 per cent of all wounded

who reached an organized surgical station; the

greater number of those injured in the abdomen
died on the field. In recent actions about 9 per cent

of injuries have occurred in this region. The small,

easily overlooked external lesions have been men-

tioned; it is the more extensive lesions which pro-

vide the dramatic episodes of war surgery of the

abdomen.

When a missile enters the peritoneal cavity, it is

inevitable that a vessel of some size is wounded with

resulting hemoperitoneum, and since the bowel is

that portion of the alimentary tract most liable to

be wounded, it is damaged about ten times more

frequently than the stomach. Experience with ab-

dominal casualties demonstrates that hemorrhage or

the shock-hemorrhage syndrome is largely responsi-

ble for the great number of deaths occurring in the

early hours after wounding, whereas those who die

later die of sepsis. In fact, it is through the medium

of the resulting hemoperitoneum that intestinal con-

tents are rapidly and widely dispersed. Wounds of

the colon, combined with wound in a vessel of any

size, are unlikely to be followed by recovery. Fur-

thermore, the dangers attaching to wounds involv-

ing the hollow viscera preponderantly outweigh

those associated with lesions of the solid organs, un-

less associated damage to important and related

blood vessels threatens life.

3. Smith, J. : Surgical Experiences in Middle East. Aus-
tralian & New Zealand J. Surg., 11:153-170, Jan., 1942.
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Gordon-Taylor* has stated, apropos of diagnosis

of abdominal injuries, “whatever the traumatic

agency, a laceration by spike or stake, a stab with

a knife, dirk or dagger, a bayonet thrust, or the

more frequent gunshot wound from bullet, shell or

bomb, the general principles of treatment are alike.

A penetrating wound in the abdomen probably

means a penetrating wound of the bowel or other

abdominal viscus, and demands the earliest surgi-

cal intervention, unless wisdom and prescience

born of great experience justify self-restraint.”

An escape of fecal matter or flatus from an ab-

dominal wound or any portion of the body remote

from the peritoneum is proof of an intestinal lesion;

an abundant and persistent discharge of blood from

wounds in the back, flank or anterior belly wall,

which ebbs and flows faster when the patient

strains or coughs, is evidence of some deep visceral

lesion and calls for surgical exploration.

Wounds of entry, involving abdominal viscera,

may be through the buttocks or through the thorax,

penetrating the diaphragm. In such cases the ab-

dominal viscera should receive first consideration

in exploratory procedure.

In stationary surgical stations near the front the

surgeon is often confronted with the necessity of

selecting cases of abdominal injury for surgery. The

choice must be made on the basis of surgical

chances of recovery. In this selection it is well to

remember Owen Richard’s slogan in this unenvi-

able and inevitable task of exclusion, “too high, too

late and too bad.” Wounds in the upper abdomen

are poor risks; wounds with loss of portions of the

abdominal wall larger than the size of a hand are

high risks, and abdominal wounds from large mis-

seiles with extensive damage to the bowel or extru-

sion of badly damaged bowel make poor recoveries.

Those who have an opportunity of survival with

surgical intervention should receive prior choice,

difficult though such decision may be.

In multiple wounds of back and abdomen it is

well to remember that the “hind-most shall be

first.” Wounds of the back of buttocks or posterior

aspect of lower limbs should be dealt with before

the abdomen is opened.

Several technical considerations are important in

the operative procedure. A median or paramedian

incision of generous dimensions gives best exposure

with least trauma and permits rapid control of

hemorrhage from either omentum, mesentry or

bowel. The small intestine, most likely to show

perforation, should be systematically explored,

4. Gordon-Taylor, G. : Abdominal Injuries of Warfare.
Brit. M. J., 2:181-183, July 22, 1939.

Starting preferably at the ileocecal junction and

working proximally. As each coil is brought up for

inspection, a decision must be made and that de-

cision must be final, there must be no second look.

The surgeon should satisfy himself once and for

all about the condition of the loop examined and,

if repair or resection is necessary, he should per-

form it before proceeding with inspection of the

remainder of the bowel, although the integrity of

the immediately adjacent bowel and mesentery

may be inspected for normalcy of structure. Any

hematoma of the mesenteric border of bowel must

be inspected for possible crepitus or mesenteric

perforation.

Small intraperitoneal wounds of the cecum and

colon merely require suture. Where colon wounds

are large and gaping, local suture is unsuccessful

and exteriorization offers the least risk.

In cases® where resection of movable or sessile

portions of colon are necessary, temporary colos-

tomy may be necessary to relieve intracolonic ten-

sion. Perforation of the large intestine associated

with hemoperitoneum of any size will usually prove

fatal unless operated upon within six hours of time

of injury.

Smith has found in experiences in the Libyan

campaign that, “it will need few cases of intestinal

anastomosis to convince the surgeon that the tra-

ditional methods of civilian practice have no place

in war. End-to-end anastomosis may be safely per-

formed with a single layer of linen thread. The

needle is passed from within the lumen of the bowel

through all coats, and satisfactory invagination is

obtained. Linen thread was used exclusively for all

intraabdominal ligatures and sutures.” The use of

sulfonamides has given more satisfactory results

than attempting to drain the abdominal cavity in

perforative lesions of the small and large intestine.

CHEST WOUNDS

In general, chest wounds of the penetrating or

perforating type which have not produced extensive

tissue destruction or intrapleural hemorrhage of

sufficient degree to produce shock or hemopneumo-

thorax should be treated conservatively.

Wounds of the thoracic cavity may be placed

for practical consideration in three classes:

The complicated abdominothoracic type, in

which the thoracic injury is subservient to the ab-

dominal. In this type the immediate problem lies

in relation to the content of the abdomen which

should receive priority.

The second type embraces the through and

5. Gordon-Taylor, G. : Vide supra. Brit. M. J. 2:235-238,
July 29, 1939.
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through chest wounds and those which are uncom-

plicated but with a retained foreign body. These

are the more common types seen at the surgical

dressing station and though usually obvious are

not necessarily severe. There is usually a pneumo-

thorax or hemothorax of varying amount. The ex-

tent of mediastinal displacement and respiratory

embarrassment is noted and evacuation of blood

and air may be carried out at the appropriate time.

Even with retained foreign body removal should

only be undertaken after the patient has reached a

base hospital, but rarely at the casualty clearing

station.

The third group constitutes the “ sucking ”

wounds of the chest wall. These demand immedi-

ate attention. The method of attempting to seal

these at the casualty clearing station by compress

dressings and strapping has been found ineffective.

A few silkworm gut sutures, passed deeply without

anesthetic and tied firmly over gauze compresses,

has been found to give the best immediate results.

When treated by this method a state of open per-

sistent pneumothorax due to slipping of the dress-

ing cannot exist.

HEAD WOUNDS

In general, it might be stated that the mortality

from head wounds is distinctly lower in the hands

of those surgeons who understand them. However,

the exigencies of war often demand that the gen-

eral surgeon deal with head wounds, and he must

decide how much he should attempt with the equip-

ment at his disposal. Several principles have been

gleaned from experience.

All wounds of the head should be examined by

roentgenography if at all possible to do so. This

proves of inestimable value in revealing the extent

of damage to the cranium, both in the exit and

entrance wounds, the location of foreign bodies and

the position of driven-in bone fragments. Pene-

trating wounds of the head from the casualty clear-

ing station’s point of view should be treated pri-

marily as compound fractures of the skull and at-

tention focused on the wound rather than on the

dinical manifestations of the injury which fre-

quently are only indicators of irreparable damage.

After shaving the scalp and skin preparation, the

wound is excised and enlarged until the defect in

the skull is clearly defined. All loose bone is re-

moved and the cranial defect is enlarged until in-

tact dura can be demonstrated around the circum-

ference of the defect in the skull. Such loose frag-

ments of bone revealed by the roentgenogram are

then removed, the tract gently irrigated to remove

clot, pulped brain and the dura closed as well as

possible and the scalp carefully sutured after in-

troduction of sulfanilamide powder into the wound

area.

One rather interesting observation in head in-

juries, resulting from penetration by high velocity

small and medium sized shell fragments, was the

fact that so few of the patients seen in the casualty

clearing stations with penetrating wounds of the

brain had lost consciousness. The majority had not

been unconscious but had been able to recall every-

thing that had happened from the time of injury

to the time they appeared for treatment. Even

patients with large gaping wounds presented this

phenomena.

One reason given for this observation is the fact

that the speed with which the fragments of bomb
w'ere traveling was so great that the head was

struck, perforated and penetrated before the brain

as a whole had time to be set in motion. According

to the observations of Cloward® at Pearl Harbor,

absence of linear fractures of the skull around the

point of entrance is evidence of the high speed with

which the missies were traveling. The threshold of

acceleration necessary to produce unconsciousness,

as shown by Denny-Brown and Russel, is the

change of speed of the head from 0 to 23 feet per

second. It would seem impossible for a small mis-

sile striking the head at high speed to set the entire

head in motion at this rate.

The entire subject of the management of war

casualties is still being studied. Better understand-

ing of prevention and control of infection through

active immunity, or tetanus toxoid, wound excision

and use of chemostatic agents of the sulphonamide

group, as well as wound supports by means of

plaster-of-paris casts, will have far-reaching effects

in prevention of many of the disabilities of war

casualties. Our military and naval hospitals are

experiencing fewer of the heretofore commonly seen

chronic wounds of soft tissue and bone, and it is

hoped that with the great improvements in recon-

structive and plastic surgery many of our war

casualties will be physically prepared for rehabilita-

tion which must always come after the heat of war

is over.

6. Cloward, R. B. : War Injuries to Head ; Treatment
of Penetrating Wounds. J. A. M. A. 118:267-270, Jan. 24,
1942.
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TREATMENT OF WAR WOUNDS
AND FRACTURES*

BASED ON SPANISH WAR EXPERIENCE

Ignacio Ponseti, M.D.

AND

Joseph Puig Guri, M.D.

IOWA CITY, IOWA

One of the most important acquisitions in war

surgery during our time was developed by the Span-

ish War experience. Statistics published by Trueta,

D’Harcourt, Argiielles, and Jimeno-Vidal show the

best results obtained to the present time. Various

technics were used by the different surgical schools,

but a common characteristic was one which could be

called “the nonantiseptic treatment,” that is, the

complete discard of antiseptics as a treatment of

wounds. Merely the strict observation of the basic

principles of excision of the wound, immobilization

and drainage sufficed to give the best results.

The nonantiseptic treatment implies the depar-

ture from our teachings for more than half a cen-

tury. These radical changes in our previous

conceptions in wound infections are slow in being

accepted by the profession. In Spain essentially two

methods were used: the open-wound method and

the Orr method. At the beginning of the war the

open-wound method proved to be superior to the

use of disinfectants and was readily accepted, but

it was more difficult to acquire confidence in the Orr

method. It was not imtil the last year of the war

that this latter method was widely used.

Dr. Orr invited us recently to spend several

months at his clinic in Lincoln, Nebraska. This stay

gave us the opportunity to study the basis of the

nonantiseptic treatment under more favorable con-

ditions than are possible in war time. It was inter-

esting to learn that Orr’s own appreciation of his

method was slow and that even he lacked confidence

in the beginning, twenty years ago. Since then he

has been publicizing and explaining his method.

Many extensive statistics have been published cor-

roborating his teachings. Nevertheless, since the

human mind is slow to accept new ideas, it is prob-

able that there are many doctors today who are

treating the wounded of this war with the same lack

of confidence in the Orr method that he himself felt

at the beginning and which most of the doctors in

Spain felt during the first year of the Spanish War.

Perhaps even now we are expecting too much from

new antiseptics and ignoring the basic principles

involved in the treatment of wounds and fractures.

Prom Department of Orthopedic Surgery (Service of
Dr. A. Steindler) State University of Iowa Hospitals,
Iowa City, Iowa.

GENERAL SURGICAL METHOD
The Orr method is something more than a treat-

ment for osteomyelitis. It is something more than

merely to apply a vaseline pack over a wound and

cover it with a plaster cast. It is a general surgical

program, based on a new and different understand-

ing of the problem of wound infection and is applic-

able to all fields of surgery. The roots of the Orr

method go deep into the biologic fundamentals of

the inflammatory process.

In the history of medicine there have been many
well-known surgeons who have advised infrequent

dressings and rest in the treatment of infected

wounds, among them being Magati, Pare, Hunter

and Hilton. These men lived before Pasteur’s dis-

coveries relating to germs. After Pasteur, it seems

to go against all our teachings to cover an infected

wound and allow the germs to live beneath a plaster

cast. And yet, after observing the failure of the at-

tempts to treat wound infection with antiseptics, it

has been necessary to return with a better under-

standing of the problem, thanks to the discoveries of

Pasteur and the Listerian revolution in surgery, to

the teachings of our classics.

The discoveries of the last century gave surgery

two methods of transcendental importance, asepsis

and antisepsis. The Orr method completes the cycle

and resolves a problem which the other two methods

cannot solve.

These three surgical methods are complementary

to each other, but they meet the problem of surgical

infections in different ways: (1) the aseptic method

by excluding microbes from the surgical field, (2)

the antiseptic method by attempting to destroy with

chemicals the microbes already present in wounds
or in the body, (3) the Orr method by giving the

tissues protection and the optimum chance of over-

coming the infection.

As may be seen, the first two methods were de-

vised with the idea of destroying the germs which

cause infections. Since Pasteur and Lister, it has

been the habit of all surgeons to consider the entire

world invaded by pathogenic genns, but the field

in which these microbes have to act, the tissues,

has been more or less forgotten. In the latter

part of the nineteenth century a new microbe was

discovered almost every year, and it is easy to un-

derstand how the attention of surgeons was directed

almost exclusively toward these germs. The Orr

method, however, recognizing the failure of the

antiseptic method to destroy the germs in an in-

fected wound, attempts to utilize the resources of

the tissues to overcome the infection.
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The three basic points of the Orr treatment pro-

vide the tissues with the optimum conditions for

defense. They are (1) immobilization, (2) debride-

ment and drainage, (3) no disturbance of the

wound.

The careful and complete realization of these

three principles will give the best results in the

treatment of wound infections. To recognize and

understand the resources of infected tissues treated

according to these three rules is destined to become

one of the principal tasks of our time.

WOUND INFECTIONS

In war, as in civil practice, we are accustomed to

a great variety of wound infections. We may ask,

is this variety due primarily to the different species

of germs present in the wounds or to the extent of

destruction and peculiarities of the tissues? Large

numbers of germs are to be found in every wound,

different kinds of staphyloccoci, many species of

streptococci, B. pyocyaneus, B. proteus, B. coli, and

a variety of gram-positive cocci. In some cases anae-

robic bacilli like B. Welchii, Vib. sebtique, and B.

adematiens are also to be found. The last three

germs are more common in gas gangrene infections,

but can also be found in common wound infections

along with a great variety of soil bacteria, whose

fundamental mission is to decompose dead organic

substance. Bacteriologic analysis gives little indica-

tion, at least in the early stages of infection, either

of the intensity of the infection or of the condition

of the patient.

We learned in the Spanish War that there is no

strict borderline between gas gangrene and other

types of infection. Gas gangrene in its extreme form

is easy to recognize, but in the more frequent

wounds with only slight necrosis of the tissues and

mild intoxication of the patient it is difficult to de-

termine the presence or absence of gangrene. Bac-

teriologic examination did not help us much in

Spain, for as early as eight hours after injury we
found both aerobic and anaerobic germs in most of

the wounds we studied.

During the last World War the Germans and the

French studied and described many kinds of gas

gangrene bacilli. They were attempting to isolate

the gangrene bacillus, but instead they found that

gangrene can be caused by a great variety of germs.

In wound infections, unlike most medical infections,

there is no single type of germ which produces the

clinical picture. Wound infections never produce

immunity, as is so frequently the case in diseases

produced by a single species of germ. Neither bac-

teriophage, vaccines nor serums can be employed.

nor has the antigangrene serum been successful

because of the multiplicity of germs existing in in-

fected wounds.

The activity of the germs is not uniform. “Para-

sitic organisms may be so cultivated as to become

saprophitic varieties, and those which, when taken

from their natural habitat, have only faint traces of

the power to grow in the living body, may be made

to acquire pathogenic properties when they are

made to develop in a series of animals of the same

species, whose resistance has been overcome by re-

ducing their vitality through poisons or other

means” (William H. Park and Anna Wessels Wil-

liams).

When calcium chloride is injected into the sub-

cutaneous tissues, an abundant inflammatory exud-

ate, congestion and necrosis are produced. Bullock

and Cramer, in 1918, found that surface cultures or

washed-broth cultures of B. Welchii are practically

nonpathogenic to mice and guinea pigs. A few milli-

grams of calcium chloride or various other sub-

stances, inoculated with the same suspension of

spores, will determine gas infection which causes

death of the experimental animal within twenty-

four hours. To this phenomenon they give the name

of defense-rupture.

Wound infections are produced by a multiplicity

of germs, when proper conditions for growth are

present in the tissues. The intensity of the infection

depends on the types and number of germs and on

the extent of destruction of the tissues, and the

presence or absence of foreign bodies. The war

wounds, called “mysterious wounds” by some sur-

geons of the past centuries, are more dangerous

than the general type of wounds seen in civil prac-

tice because the destruction of the tissues is much

more extensive and the explosive effect of the pro-

jectile allows deep penetration of the germs. Often

a projectile, after producing an explosive wound at

the point of entrance, will run a long distance into

the body. Regardless of the species of germs present

in these extensive wounds, their evolution will de-

pend on the time elapsed until an extensive debride-

ment can be accomplished and on the immobiliza-

tion that can be given to the wounded tissues.

In the inflammatory process present in the usual

clinical diseases the alterative lesions are primarily

produced by the microbe and are those which deter-

mine the type of inflammation. On the contrary,

the original factor of the inflammation in a wound is

the tissular damage produced by the traumatism;

the germs will act after the tissue damage has oc-

curred. This type of inflammation is the simplest
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and always has the same characteristics. Usually

the evolution of the wound does not depend on the

different kinds of germs present, because there is

always a great variety in any wound, but is deter-

mined by the condition of the tissues and their

treatment. It is natural that, if adequate treatment

is not applied, unfavorable tissue conditions will al-

low the growth of various germs, and different types

of wound infections will be produced, depending on

the dominant germ present; however, these are

secondary complications. We believe, then, we are

justified in including all wound infections under a

clinical entity. This is not characterized, as many

medical diseases are, by the type of the microbe, but

by the intensity of damage suffered by the tissues.

METHODS OF TREATMENT

As we have seen, the surgeon has his choice of

three methods of treatment, each of which has its

own peculiarities:

Aseptic method. The aseptic theory was evolved

by Schimmelbusch and introuced by Von Bergmann

in 1892. This was partly the original conception of

Lister, “the exclusion of the infection.” But when

germs have already penetrated into the tissues, it is

not enough to exclude the infection; it must be com-

bated. But “Lister did not appreciate the body de-

fenses against infection” (Orr)
;
he merely regarded

the air as infected with microbes and for this reason

attempted to isolate wounds from the surrounding

air in order to avoid fresh infection. Our present

knowledge of germ carriers, however, explains many
examples of supposed air-borne diseases. Moreover,

the open-air treatment negates to some extent the

Listerian concept, since superficial wounds will heal

when exposed to the air, if they are sufficiently de-

brided and immobilized. The aseptic technic is

necessary in the treatment of wounds, but the asep-

tic theory itself does not guarantee success in treat-

ment of wound infections.

Antiseptic Method. To overcome a wound infec-

tion by means of a chemical agent that will destroy

germs without injuring the tissues has always been

the hope of the defenders of the antiseptic method.

Much time has been spent in laboratories and in

clinical investigations in search of an ideal disin-

fectant. Clinical experience has demonstrated the

failure of antisepsis in treatment of any type of

wounds, but more so on war wounds with their

great destruction of tissue, the great variety of

germs always present in such wounds, and the

depths to which it is possible for germs to penetrate.

War wounds provide germs with innumerable chan-

nels of entry which are closed to chemicals immedi-

ately after the injury.

It is hard for us to understand the effect of some

sulfanilamide powder applied on the surface of a

war wound upon the germs deeply infiltrating the

tissues, even after proper excision of the wound.

Obviously disinfectants can destroy great quantities

of germs inside a wound, but at the same time they

weaken the defensive powers of the tissues and

thereby provide an excellent opportunity for the

germs, which are already deep-seated, to increase

and multiply. Lister’s idea was not only to use an

antiseptic to prevent putrefaction but also to pro-

tect the tissues against the antiseptic by means of

some protective screen (usually oiled silk), for he

realized that healing would be retarded, if a disin-

fectant were left too long in contact with the tis-

sues; this is still true of any chemical. His teachings

are now forgotten.

The aseptic and antiseptic methods have solved

many of the problems of surgery and medicine. The
terrible hospital gangrene that used to plague our

predecessors is now forgotten. Nevertheless, wound
infections still have to be thoroughly understood

and properly treated. A tragic demonstration of that

was the widely spread gas bacillus infection which

occurred during the last Great War.

Orr Method. Since the tissular reaction is the

only means we have of combating germs in a

wound, we must assist this biologic process of de-

fense which is constant and always obeys the same

rules. For this reason, the Orr method is uniform in

its details. It is indicated generally and is applic-

able to wound infections of all degrees involving

every tissue, including bone—osteomyelitis.

After depriving the germs of the field they require

for proliferation by means of adequate debridement

and drainage, the Orr method attempts to provide

the tissues with the optimum conditions of defense

by means of complete immobilization. Proper ex-

cision of the wound, so strongly advised by Trueta,

is very important as a complement of the debride-

ment. Infrequent dressings are done under strict

asepsis in order to avoid all chance of reinfection.

Treatment of widespread gas infection is non-

existent; but this complication will never appear if

a proper treatment is applied early. Nevertheless, if

there is a chance for a gangrene infection to be con-

trolled, the best conditions of drainage and rest for

the tissues are given by the Orr method, avoiding

the ischemia due to the presence of gas by means of

incisions along the skin and fascias. It is not neces-

sary to depend on the oxygen in the air to combat
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the anaerobes in a wound, since the tissues, if they

are aided and protected, will be thoroughly irri-

gated with blood vessels carrying sufficient oxygen

to overcome the gas infection.

REST VERSUS FUNCTIONAL TREATMENT

Rest is one of the basic principles of the Orr

method. Since rest is recognized as essential in the

treatment of osseous lesions, the Orr method had

sometimes been interpreted as applicable only to

this sort of lesion. In reality, the Orr method is ap-

plicable to every sort of infected wound, with or

without involvement of the bones, although its

advcmtages are most remarkable in the treatment of

osteomyelitis, inasmuch as good drainage is more

difficult to obtain in the osseous tissue.

As is well known, Orr places extreme importance

on the factor of rest. Thomas’ watchword, “en-

forced, uninterrupted and prolonged rest,” has per-

haps never before been so carefully observed in

practice as it has by Orr. The plaster immobiliza-

tion applied by him is much more extensive than we

have ever seen before. It has long been known that

rest is favorable to the biologic defense process and

that it is one of the basic conditions for tissue re-

generation. Moreover, the excellent results obtain-

able from such extensive immobilization are easier

to understand since the publication of the work of

Trueta and Barnes.

During the Spanish War, D’Harcourt, Folch and

Oriol found that wounds treated according to the

Orr method were slower to absorb dyes such as

methylene blue than wounds otherwise treated.

Trueta and Barnes have demonstrated that bac-

teria, as well as large-molecule substances like anti-

tetanus serums, are absorbed into the organism by

means of the lymphatics. With complete rest the

lymphatic circulation in any member is practically

nonexistent, since muscular contraction is the prin-

cipal motivating force in the flow of lymph. There-

fore, entry of germs into the organism is greatly

diminished, and the wound, instead of developing

symptoms of general reaction and septicemia, be-

comes localized; it is a simpler matter for the or-

ganism, if it is free of bactria, to overcome a local

infection. This knowledge is necessary for a full

appreciation of the benefits of the Orr method.

There is also a functional method for the treat-

ment of open as well as simple fractures. Once the

fracture and the two nearest articulations have

been immobilized, the remainder of the extremity

and the rest of the articulations of the body may be

mobilized. This is the method which has been ad-

vanced and publicized in our generation by Bbhler.

In order to appreciate the value of both princi-

ples in the treatment of fractures, it is necessary to

distinguish between simple and compound frac-

tures. Extensive and prolonged immobilization is

the best method of controlling and localizing the

infection which potentially or actually accompanies

an open fracture. Rest, by interrupting the l)mi-

phatic flow, prevents the spread of infection. In a

simple fracture where there is no danger of infec-

tion, however, we believe that the functional treat-

ment applied in every detail (excluding massage

and passive mobilization because they are

inferior to active exercises) produces excellent

results. Functional treatment permits the physio-

logic regeneration of the tissues, that is, it restores

the necessary elasticity of the newly formed con-

nective tissues and by favoring lymphatic and ven-

ous circulation it improves cellular nutrition without

producing muscular or osseous atrophy. It also

avoids articular stiffening which, though slight if

the immobilization is brief, is always difficult to

overcome in adults and old people.

In infected compound fractures, however, func-

tional treatment would only serve to spread the

infection throughout the member involved, and as a

result the subsequent stiffenings and ankyloses

would be more serious. In large wounds the ana-

tomic regeneration of damaged tissues is indispens-

able to the functional restoration of the affected

part.

In simple fractures one must strive to achieve

not only a good consolidation in correct position,

but also a rapid recovery of the function of both

extremity and individual. This is better accom-

plished by the functional treatment. An unpadded

plaster cast is better than a padded cast, whether

applied to a compound fracture where complete rest

is indicated or to a simple fracture where functional

treatment is indicated.

UNPADDED CASTS

Unpadded casts have the following advantages:

1. They provide better immobilization for soft

tissues as well as bones.

2. Applied directly to the skin they avoid the

subcutaneous edema so frequently encountered in

the vicinity of the articulations of cases treated

with padded casts.

3. They either avoid or minimize atrophy. This

is due to the difference in the technic of applying

the two types of plaster cast. In padded casts the

plaster rolls are usually wrapped more tightly

around the muscles in order to support the padding,

whereas, for fear of pressure around the osseous
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protrusions, they are wrapped more lightly. In

unpadded casts the procedure is just the reverse;

the plaster is adapted to the protrusions (thereby

avoiding periarticular edema) and is applied to the

muscular parts without any pressure.

The only inconvenience in the use of an unpad-

ded cast is the technical difficulty, but we believe

its advantages warrant learning how to apply it

correctly and that, therefore, it should not be over-

looked. “The Technic of the Unpadded Plaster

Splint” by Schneck includes a careful description

of the details of its technic.

ORR METHOD VERSUS OPEN-WOUND METHOD

The open-wound method was advocated in 1856

by the Germans, Bartcher and Vezin. Nowadays it

is the German school, and especially the disciples of

Bohler, who follow this method. During the Span-

ish War we had wide experience in the open-wound

treatment as a result of our association with Jimeno-

Vidal, a disciple of Bohler and an enthusiastic ad-

vocate of his method in Spain.

The results in many cases, especially superficial

wounds, were very good, but after working with

Orr, we find that his method has the following ad-

vantages;

1. Immobilization of traumatized tissues is better.

2. Drainage produced by vaseline gauze is also

better. Vaseline, since it does not absorb pus, is a

good drainage medium. In the open-wound treat-

ment the secretions of the wound solidify when in

contact with the air and obstruct drainage.

3. Edema is avoided by applying a vaseline

gauze pack over the damaged tissues with light

pressure beneath a plaster cast. Exuberant granula-

tions so abundantly supplied with l3Tnphatic vessels,

which open the way for the entry of bacteria into

the organism, also disappear.

4. New infections are avoided by doing away

with the need for changes of dressing.

PLASTER CAST VERSUS SKELETAL TRACTION

Two fundamental procedures are applicable in

the immobilization of fractures, the plaster cast and

skeletal traction. We do not speak of the compli-

cated mechanical appliances, since they are all in-

ferior to a good plaster ca.st. We also ignore internal

fixation which is usually unnecessary and can never

be applied in infected fractures. Skeletal traction

has been gradually displaced by the plaster cast in

all except fractures of the femur.

Among the many reasons for retaining its use

in femoral fractures are the following: (1) the dif-

ficulty, almost the impossibility, of maintaining

good immobilization and reduction of a femoral

fracture simply with a plaster cast; (2) the great

amount of traction necessary to reduce a femoral

fracture in a single operation; (3) the length of

time, usually more than two months, required for

consolidation of a femoral fracture, during which

time, if plaster is applied,, all the articulations of

the extremity remain more or less rigid.

Almost all of these difficulties are resolved by

means of skeletal traction, since it relaxes the pow-

erful muscles of the thigh and permits a gradual

reduction of the fracture which later is easy to

maintain. During the entire treatment, moreover,

the patient is able to maintain a certain movement

of his articulations.

But skeletal traction alone does not provide suf-

ficient immobilization either for the bone or the

soft tissues. In simple fractures this is not so im-

portant; in compound fractures, however, it is a

prime necessity. Orr has combined the advantages

of skeletal traction with those of a plaster cast, for

he considers the immediate reduction of the frac-

ture of primary importance. He immobilizes the

patient and reduces the fracture on the traction

table. Once the fracture is reduced, he immobilizes

it with Steinmann pins, usually one above and one

below the focus of fracture, and applies an extensive

plaster cast in which the pins are included.

He controls muscular spasm, so frequent and so

painful in femoral fractures, by means of continu-

ous traction applied directly to the cast. He im-

mobilizes both the uninjured and injured leg in

plaster and maintains them in abduction by means

of transverse wooden laths affixed within the plas-

ter. We believe this to be the only procedure cap-

able of controlling tilting of the pelvis as well as

the angle of abduction of the fractured leg in frac-

tures of the upper third of the femur. If the supe-

rior fragment is adequately controlled by two pins,

plaster around the pelvis can be dispensed with and

the patient will be able to sit up and turn over in

bed from the very first day. Only the two legs are

encased in plaster. Bed sores are avoided on the

patient’s back and buttocks, and, altogether, the

method is the most comfortable of any that we
know.
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PROGRESS FROM WAR SURGERY*
Charles R. McCreery, M.D.

TACOMA, WASH.

It is with great temerity that I venture to appear

on a program whose central theme is war surgery.

During my life our country has been engaged in

three wars, the Spanish-American War, World War
I and the present titanic struggle. In the first World

War I was a participant in only a modest degree,

so I am not fitted to make contributions to this pro-

gram from personal observations. Therefore, I am
going only to record a few thoughts that may be

pertinent to the subject.

At present we are engaged in a world wide strug-

gle, in which we are fighting for our very existence

as a democracy. At stake are not only our ordered

way of life but the four freedoms. War is the su-

preme insanity, colossal waste, muddling and ineffi-

ciency. In such a war all orderly processes and

relations of civil life are disarranged.

It would seem, during these times of stress and

strain when the whole nation pours out its entire

energy of treasure and blood, that in no direction

could any progress be made. But if we scan the

pages of history we find that under the spur of ne-

cessity war has been the great accelerator of prog-

ress. Up to the present time the world has succeeded

in producing a million tons of natural rubber each

year. Now in only two years time we are going to

produce a like amount of synthetic rubber, using as

materials alcohol and petroleum.

Our increased capacity to produce aluminum and

magnesium with the new technics we have acquired

for their use in automobile and aeroplane construc-

tion have revolutionized these branches of industry.

It has been surmised that the next automobiles

manufactured will represent at least two decades of

improvement over our present ones. As to the aero-

plane it is enough to say that we will be the last

earth bound generation and that our children will

have wings. Advances in the use of plastics and

chemicals will revolutionize textiles, building mate-

rials and even the raising of food.

War has also contributed in great measure to the

advance of medicine and surgery. Ambrose Pare

was the great surgeon of the renaissance.Two of his

significant contributions to surgical practice were

made on the battlefield. On one occasion he ran out

of boiling oil with which it was the standard practice

to treat gunshot wounds. He used, therefore, a bland

preparation and found that the patients and their

wounds were in much better condition. It was also

Read before the Annual Meeting of North Pacific Sur-
gical Association, Tacoma, Wash., Nov. 21, 1942.

on the battlefield that in an amputation he used the

ligature to control hemorrhage and so discarded the

use of the cautery for that purpose.

John Hunter, the great surgeon of the eighteenth

century, by his sound teaching of anatomy, com-

parative anatomy and pathology, laid the founda-

tion of modem clinical surgery. He was a military

surgeon for several years and later surgeon general

of the British army. Many of the articles he wrote

were on medical and surgical conditions found in

the military service and there can be little doubt

that his war service gave him valuable material for

his inquiring mind.

The Crimean war of 1854-1855 was of outstand-

ing value in advancing military medicine. Sanitary

and supply conditions were indescribably bad. The

wounded and soldiers with cholera and typhus were

all crowded together, often without bed or bedding

and no sanitary arrangements. This national scandal

aroused the English people and Florence Nightin-

gale and her nurses transformed these pest houses

into semblances of hospitals. Out of this great trag-

edy emerged the trained nurse. She has played a

major part in bringing modern surgery to its present

high plane. What would our hospitals and we our-

selves as surgeons do, if we did not have the con-

scientious services of these intelligent and devoted

women ?

One of the great lessons learned from World War
I was the necessity and value of debridement of lac-

erated wounds. This knowledge has been of inestim-

able value in treatment of injuries in civilian

industrial life. Dakinization of wounds, which was

an established practice in the last war, has largely

fallen into discard. Dakin’s solution is an effective

agent for the lysis of necrotic tissues but the care

and labor necessary in its preparation and adminis-

tration with frequent and painful changes of dress-

ings and the necessity of stopping treatment during

transportation are all factors in the lessened use of

this method. The Thomas splint and Balkan frame

so widely used have now become standard equip-

ment not only in industrial accidents but also in war

casualties. These universally accepted appliances

gained their well deserved recognition as a result of

their use in the World War I.

The present conflict presents the surgeon not only

with old problems for solution but many new ones

have arisen. The wholesale bombing of the civilian

population has increased and multiplied the de-

mands on the surgeon’s skill. In wars before the

World War most casualties were those caused by

high velocity projectiles. In this war 80 per cent of

casualties are made by bomb fragments and shrap-



March, 1943 WAR SURGERY—MC CREERY 79

nel, causing extensive lacerations and fractures, and

many of these are compound fractures. The last war

was largely trench warfare and static in nature. The

present conflict is highly mobile and mechanized,

and presents many problems in the collection and

transportation of the wounded.

The range of artillery has markedly increased and

the ubiquity of the aeroplane decreases the type and

amount of surgery that can be done at the front.

The increase in use of such mechanisms as the tank

and the aeroplane is responsible for many casualties.

In civilian life we all know what a deadly instru-

ment of destruction the modern automobile has

become and we must realize that as armies become

more highly mechanized the casualty rate is bound

to increase both in number and severity, due to the

widepsread use of gasoline in motor equipment and

aeroplanes, and also to the use of incendiary bombs.

These are only a few of the problems that confront

the military surgeon in the present war. Some are

new but many are those that every war has pre-

sented.

Warfare of today is providing the surgical profes-

sion with a vast experimental laboratory in treating

traumatic conditions. It is certain that out of the

present destruction, horrible as it is, our methods

and means of treating traumatic conditions will be

greatly advanced and improved. Already we have

witnessed new methods which will greatly reduce

mortality and morbidity both in civilian and mili-

tary life.

Americans are largely responsible for both the

knowledge of the nature of shock and its treatment.

It can be caused by many factors, as external and

internal bleeding, traumatized tissue, loss of plasma

due to burns, infection, fear, pain and many other

conditions. Shock has been defined as a vasocon-

striction with consequent asphyxia of the peripheral

tissues and increased permeability of the capillaries

with leakage of blood plasma and consequent loss of

blood volume. This progressive loss of circulating

blood volume is the essential lesion in shock and

consequently all efforts must be directed to its im-

mediate and permanent relief before the process

becomes irrevocable.

One noted advance has been the rapid adoption

and now almost universal use of dried blood plasma
and is one of medicine’s great triumphs. This form

of plasma, because of ease of transportation, is of

special advantage in combat areas. A package the

size of a cigar box will contain the plasma content

of a pint of blood with distilled water and needle

for administration. Already hundreds of thousands

of these kits have been prepared and have gone over

the whole world. Tests for compatibility are not

necessary and delay in treatment can be avoided.

Whole blood if available is naturally the best

except in cases of hemoconcentration as so often

seen in severe burns. Whole blood contains all the

vital properties, the cells, oxygen transport and pro-

teins. Experimental work is being made on the use

of bovine serum and fish bladders, and even pectin.

If such products can be found with nonantigenic

fractions of animal proteins, the mass production of

blood substitutes would be simplified.

Wounds in this war cause more extensive lacera-

tions than any other former conflict. In this type of

wound thorough debridement within six hours with

removal of foreign matter is the sine qua non of suc-

cessful treatment. Debridement thoroughly and ade-

quately carried out is so important that every

military surgeon should have adequate instruction

in this procedure. Thorough cleansing of the field

with soap and water or with benzine and alcohol

dyes should first be done. It is not enough to remove

an eighth of an inch of skin but all devitalized

muscle and fat should be excised and foreign mate-

rial removed. Wounds should not be closed, if ten-

sion is necessary to approximate the tissues. Many
can be best treated with vaseline gauze and closed

plaster.

The use of the sulfonamides marks a great step

forward. Twenty grams can be introduced into the

wounds and then followed by enteral therapy. Use

of these drugs has extended the six hour safe period

and has prevented and lessened wound infection to

a great degree. By the time this war is over the

surgical profession will be able to lay down definite

rules for the amount and specific sulfonamide indi-

cated in different wounds. Also we may confidently

expect that newer ones will be added to these magic

formulae.

Due to air bombardment, burns constitute a large

proportion of casualties in the present war both

among civilians and soldiers. Secondary shock which

may occur in a few hours accounts for 60 to 70 per

cent of fatalities. The use of plasma has been of

great value in combating this condition. Tannic acid

and silver nitrate have long been the standard treat-

ment of burns. But now the local treatment is more

or less in state of flux. On the face, extremities and

digits the danger to circulation due to constricting

eschar is great. Normal saline or vaseline dressing

with pressure bandages are recommended for this

type of bum. If the burns are deep with tissue de-

struction, secondary infection is liable to develop

under the tannic acid eschar. Recently solutions of

the sulfonamides have appeared and great claims
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are made for them. Their value will have to be dem-

onstrated. Certainly the local use of powdered prep-

arations of the sulfonamides are of value in

preventing sepsis and in preparation for skin

grafting.

The incidence of compound fractures has been

greatly increased in the present war. Treatment

should be first directed to control of shock and hem-

orrhage. Traction is of extreme importance in their

prevention. Pain is relieved by traction and pre-

vention of further laceration of tissues from move-

ments of the ends of the bones.

Next in order is prophylaxis and treatment of

wound infection. Sterile dressings and traction

should be applied at once. Debridement while the

wound is contaminated and not infected is of prime

importance. In fact, the time element ranks equally

with the method of treatment. After thorough de-

bridement it is the best practice not to drain and not

to suture the woimd. A nonpadded plaster casing

applied directly to the skin without windows for

dressings, with or without internal fixation or two

pin traction, is the best method of treatment.

If we count the Spanish War as the prelude to the

present conflict, the Orr closed plaster treatment of

compound fractures represents a distinct contribu-

tion to this type of injury. Trueta reports almost

unbelievable results from this procedure. Out of

1073 cases there were only six deaths and one case

of gas gangrene. The stench arising from the wounds

is one of the drawbacks to this method. Some au-

thorities report a large number of malunion and

many cases of arthritis.

Sulfanilamide and sulfathiazole have been used

in treatment of compound fractures with excellent

reports of its efficiency. As the war progresses and

the number of casualties increase there will be am-

ple opportunity to fully explore the merits of chemo-

therapy in war wounds.

The use of dried blood plasma, chemotherapy and

the Orr closed plaster method of treating compound

fractures are three important advances that so far

have been made in the present war. These are still

in the period of trial. They are adjuncts to but not a

replacement of good surgery. Other means will no

doubt be found to lessen morbidity and mortality

of war casualties. Aeroplane transportation of the

wounded will play an increasing part in lessening the

previous time in getting the wounded to adequate

treatment. As in civliian practice, so in war even

under difficulty and conditions which are not ideal,

good surgery will always be good surgery and will

obtain good results.

DIURETIC AND OTHER EFFECTS OF
INTRAVENOUS SORBITOL AND

SUCROSE
REMOVAL OF EDEMA FLUID BY THE COMBINED ACTION

OF THESE SUBSTANCES AND SALYRGAN*

Howard L. Richardson, M.D.

James C. Kennedy, M.D.

Edward S. West, Ph.D.

PORTLAND, ORE.

The diuretic action of hypertonic sorbitol solu-

tions given intravenously to dogs was demonstrated

by West and BurgeU in 1936. Todd, Myers and

West^ reported studies of blood and urine sorbitol

concentrations and of blood glucose following intra-

venous sorbitol solutions given to dogs. The present

paper reports a similar study on hospital patients

with a variety of diseases, as well as some observa-

tions upon the diuretic action of sorbitol and suc-

rose, and these substances in combination with

salyrgan.

The subjects of the study were patients in Mult-

nomah County Hospital and represented a variety

of clinical conditions. Care was exercised in keeping

records of fluid intake and urine output. Fifty per

cent solutions of sorbitol and sucrose were given

intravenously at a rate of 8 to 10 cc. per minute,

and each patient was carefully observed during in-

jection. Both substances generally caused one or

more of the following symptoms: epigastric distress,

nausea, flushing of the face, tingling of the extrem-

ities and headache, all of which shortly disappeared.

Blood Sorbitol and Glucose Concentration After

Sorbitol Injections. Six patients were used for this

study, and are designated as follows: case 1, myo-

cardial failure; case 2, myocardial failure; case 3,

tuberculosis; case 4, cirrhosis of liver; case 5. Hodg-

kin’s disease; case 6, Banti’s disease. The values for

serum proteins in cases 1, 2 and 3 showed low

albumin-globulin ratios, and lowered total protein.

The serum proteins of case 4 were low and he

showed severe abdominal ascites and edema of the

extremities. The serum proteins of cases 5 and 6

were within normal limits.

The subjects were given no breakfast on the day

of the experiments which were begun at about 8 : 00

From the Department of Biochemistry, University of
Oregon Medicai School, Portland. The work reported in this
paper was taken in part from a thesis presented by Howard
L. Richardson to the Department of Biochemistry in par-
tial fulfillment of the requirements for the degree of Master
of Arts, June, 1940.
The writers are Indebted to the Committee on Scientific

Research of the American Medical Association for a grant
in aid to one of us (E.S.W.) in support of this work. They
are also indebted to Abbott Laboratories for a supply of
sorbitol solution.

1. West, E. S. and Burget, G. E. : Sorbitol as a Diuretic.
Proc. Soc. Exp. Biol. Med., 35:105-107, Oct, 1936.

2. Todd, W. R., Myers, J. and West, E. S. : On Metabolism
of Sorbitol and Mannitol. J. Biol. Chem., 127:275-284, Jan.,
1939.
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a.m. Control samples of blood were first taken and

then 100 or 200 cc. of sorbitol solution injected as

previously described. Blood samples were taken

thirty minutes after injection and thereafter at

thirty or sixty minute intervals for ISO to 210 min-

utes. Blood and sugar sorbitol values were obtained

according to the procedure of Todd, Vreeland,

Myers and West® with the modification that ferri-

cyanide reduction was measured potentiometrically

instead of idiometrically. Normal blood contains

substances which reduce the strongly alkaline ferri-

cyanide sorbitol reagent, and the basal values of

this reduction were run on the control samples

taken before injection.

Followinq 100 cc oF 50 7° Sorbitol
Intravenously

Sorbitol
Fig. 1. Calculated blood

It Will be noted that cases 4 and 6, with liver

damage, showed considerable delay in removal of

sorbitol from the blood as compared with the cases

without known liver dcimage. Also, the blood glu-

cose of these cases remained elevated longer. Case 5

made the mistake of eating during the experiment

which caused an atypical blood sugar curve.

Todd and associates demonstrated that sorbitol

increases the liver glycogen of fasted rats. Ellis and

Krantz* have demonstrated the formation of liver

glycogen in rhesus monkeys following sorbitol by
stomach tube. These workers also found small in-

creases in blood sugar values and decided increases

in respiratory quotients following oral administra-

rbitol curves.

The resuts of the experiments are shown in fig-

ures 1 and 2. It will be noted that most or all of the

sorbitol had disappeared from the blood in two

hours, though cases 4 and 6 with impaired liver

function (by galactose tolerance) showed the pres-

ence of some sorbitol at the end of three hours or

more. Sorbitol was found to disappear somewhat
faster from the blood of dogs by Todd and associ-

ates®. Blood glucose increased in all cases after sor-

bitol injection, a miximum being reached sixty to

ninety minutes after injection, a bit later than found

for dogs.

3. Todd, W. R., Vreeland, J., Myers, J. and West, E. S.

:

Rapid Micromethod for Quantitative Estimation of Sugar
Alcohols. J. Biol. Chem., 127:269-273, Jan., 1939.

tion of fifty grams of sorbitol to man. It is probable

that the slower rate of removal of sorbitol from the

blood in cases 4 and 6 was related, partly at least,

to decreased conversion to liver glycogen. The fact

that blood glucose increased in these cases and

remained elevated suggests that conversion of sor-

bitol to glucose occurred but that storage of glucose

as liver glycogen was below normal.

Urinary Excretion of Sorbitol Following Injec-

tion. Total urine samples were collected for two or

three days before each experiment in order to deter-

4. Ellis, F. W. and Krantz, J. C. : Sugar Alcohols XXII.
Metabolism and Toxicity Studies with Mannitol and Sor-
bitol in Man and Animals. J. Biol. Chem., 141:147-154,
Oct, 1941.
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Following lOOcc oF 50% 5orbitol

Intravcznously

Mmutes aPtor the ini'ectlon oF

Sorb Ihoi

Following 200 cc oF 50% Sorbitol

Intra-venously

Mimitos after the infection oF
Sorbitol

Fig. 2. Blood sugar curves following intravenous administration of 50 per cent sorbitol

mine the average urine volume and basal reduction.

Sorbitol was determined according to the method

previously cited.

One hundred or 200 cc. of sorbitol was injected

intravenously and urine samples collected at short

intervals for a four hour period and for the entire

twenty-four hours following injection. Table 1 gives

the results in ten cases.

Analysis of samples of urine collected at short

intervals after injection showed one-third to one-

excretion after intravenous administration of 9

grams of sorbitol to normal man. The greater excre-

tion of sorbitol by the cases with liver damage

agrees with the higher blood sorbitol levels of these

cases and is additional evidence that impairment of

the liver may decrease the rate of sorbitol metabol-

ism. The very small excretion of sorbitol in general

points to a low efficiency of the compound as a

physical diuretic in human subjects. This is borne

out by the urine volumes after sorbitol as compared

Table 1. Urinary Volumes and Sorbitol Excretion Following Administration of SO per cent

Sorbitol Intravenously

Urinary Volumes
50% Average Per cent

sorbitol, 24 hr. before 24 hr. after 4 hr. after sorbitol

Case and Diagnosis— CC, sorbitol, cc. sorbitol, cc. sorbitol, cc excreted

1. Congestive myocardial failure 100 1,500 720 272 15

2. Pulmonary tuberculosis, hypoproteinemia 100 1,300 740 540 16

3. Arteriosclerotic heart disease 100 1,090 970 220 12

4. Hodgkin’s disease 200 1,800 760 250 9

S. Hypertentive cardiovascular disease 100 1,800 1,000 11

6. Arteriosclerotic heart disease 100 860 550 210 15

7. Cirrhosis of liver 100 1,400 865 265 38

8. Banti’s disease 200 1,670 1,300 750 46

9. Infectious arthritis 200 2,300 3,450 610 13

10. Multiple sclerosis 200 2,000 2,050 670 27

half of the total sorbitol excretion to occur within

the first hour, and no excretion occurred after

twenty-four hours. The data of table 1 bring out

several points of interest. Cases 7 and 9 with liver

damage excreted 38 to 46 per cent of injected sor-

bitol as compared with 9 to 27 per cent excretion

(average 15 per cent) for the eight other cases.

Smith, Finkelstein and Smith® reported 32 per cent

with the control volumes. While the initial urine

flow (four hour period) is undoubtedly increased,

the twenty-four hour urine volume was less than

the basal volume in all but two cases. This indicates

an actual anuria after the initial diuresis.

5. Smith, W. W., Finkelstein, N. and Smith, H. W.

;

Renal Excretion of Hexitols (Sorbitol, Mannitol, and Dul-
cltol) and Their Derivatives (Sorbitan Isomannide, and
Sorbide) and of Endogenous Creatinine-Like Chromogen
in Dog and Man. J. Biol. Chem., 135:231-250, ^ug., 1940-
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According to these results sorbitol does not pro-

duce a true clinical diuresis in man as it does in the

dog, and is of no value in actual fluid removal when

kidney function is normal. It may be of value in

initiating the flow of urine in cases of impaired kid-

ney function. Todd and associates found 38 to 51

per cent excretion of sorbitol injected into the dog,

which accounts for the greater diuretic effect in

dogs. The decreased excretion of sorbitol by the

human as compared with the dog must indicate a

greater capacity of utilization by the human.

Diuretic Effect of Hypertonic Sorbitol and Suc-

rose Solutions in Combination with Salyrgan. One

of the writers (K) observed that the diuretic effect

Table 2. Diuretic Effect of Combinations of Hypertonic
Solutions and Salyrgan

Urine Volumes Percent
24 hr. 4 hr. sorbitol

Case R : after after or sucrose

Arteriosclerotic diuretic, diuretic, excreted

heart disease Diuretic cc. cc. in 24 hrs.

8-27-39 2 cc. salyrgan 1200

8-

31-39 1 cc. salyrgan

200 cc. sorbitol 3900 2600 23

9-

27-39 1 cc. salyrgan

100 cc. sucrose 2200 91

9-

30-39 1 cc. salyrgan '

100 cc. sucrose 2900 1600 90

10-

4-39 1 cc. salyrgan

100 cc. sorbitol 3800 1350 18

10-11-39 100 cc. sucrose 600 220 49

10-15-39 1 cc. salyrgan 4600 .-.

Case C:
Hodgkin’s
disease

9-6-39 1 cc. salyrgan
200 cc. sorbitol 2350 1150 10

9-7-39 2 cc. salyrgan 1800

9-9-39 200 cc. sorbitol 760 250 9

9-13-39 2 cc. saylrgan

200 cc. sorbitol 4500 1830 1^
9-22-39 2 cc. salyrgan

100 cc. sucrose 5800 3000

Case P:

Arteriosclerotic

heart disease

11-5-39 1150

11-6-39 100 cc. glucose 890
11-8-39 1 cc. salyrgan

100 cc. sorbitol 2000 1010 17

11-12-39 2 cc. salyrgan

100 cc. sorbitol 3250 2335 16

11-14-39 2 cc. salyrgan 2250 Sm ™

of salyrgan may be greatly increased by the simul-

taneous intravenous injection of hypertonic sorbitol

or sucrose solutions. The effect of this combined ac-

tion was studied in some detail in three cases. A ten

per cent salyrgan solution was given intravenously

soon ofter injection of the hypertonic solution. Re-

sults are shown in table 2.

The data show that in general much greater diu-

resis was obtained with the combined treatment

than with salyrgan alone. The details of case R seem

worthy of some comment.

This patient had pitting edema of the extremities and did

not respond over a three-week period to the administration

of ammonium chloride, potassium chloride, aminophylline

or salyrgan. On August 31, 1939, he was given 200 cc. of

sorbitol and after thirty minutes 1 cc. of salyrgan. He ex-

creted 2600 cc. of urine within four hours and a total of

3900 cc. in the twenty-four hour period following treatment,

with relief of cyanosis and dyspnea. A severe postinjection

reaction was later observed in this patient as the result of

giving sucrose. On October 10 he was given 100 cc. of suc-

rose, which was injected during ten minutes. The patient

quickly complained of an excruciating lower back pain

which required morphine for relief. He became apprehen-

sive, dyspneic, cyanotic, and his temperature rose to 101°

for a thirty minute period. A dull backache persisted for

forty-eight hours. Only 600 cc. of urine and 50 per cent of

the injected sucrose were excreted in twenty-four hours.

The urinary excretion was very low for the following three

days. On the fourth day, October 11, the patient was given

1 cc. of salyrgan which caused the excretion of 4600 cc. of

urine in twenty-four hours.

In general, the results obtained on the above pa-

tients, and on a number not reported in this paper,

indicate that a combination of salyrgan and a phys-

ical diuretic, such as sorbitol, may be advantageous

in the removal of edema fluid. Sorbitol rather than

sucrose would seem to be indicated in view of kid-

ney damage observed following the use of sucrose

but not of sorbitol®. It is probable that such a com-

bination would be of value in the reduction of

intracranial pressure.

SUMMARY
Sorbitol disappears rapidly from the blood of

humans after intravenous injection. Cases of liver

damage disposed of sorbitol more slowly.

Blood glucose increases after sorbitol injections.

Urinary excretion of sorbitol by the human is

less than by the dog, indicating that the former has

greater capacity for sorbitol metabolism.

Intravenous injection of 100 to 200 cc. of fifty

per cent sorbitol solution causes a temporary diu-

resis in human subjects but in general there is a

decreased twenty-four hour excretion after these

injections. The same is true of sucrose solutions.

These substances are not effective in the removal of

edema fluid in man.

The injection of hypertonic sorbitol or sucrose,

followed by the injection of salyrgan, appears to be

considerably more effective than salyrgan alone in

promoting diuresis and removing edema fluid.

6. Lindberg, H. A., Wald, M. H. and Barker, M. H.

:

Renal Changes following Administration of Hypertonic
Solutions. Arch. Int. Med., 63:907-918, May, 1939.
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The following Bills have been introduced in the Oregon

Legislature. The disposition of each is given as of this writ-

ing.

SENATE BILLS
S.B. 30. Proposes that any person otherwise qualified who

is graduated in medicine and surgery from the University of

Oregon Medical School, in dentistry or pharmacy from the

North Pacific College, or in pharmacy from Oregon State

College, and who shall have served at least six months in

the armed forces of the United States during the present

war and has been honorably discharged therefrom, shall be
granted a license to practice the profession in which he
graduated without examination. This bill is in the Senate

Committee on Medicine, Pharmacy and Dentistry and it

appears likely that it will not receive favorable considera-

tion.

S.B. 31. To amend the Medical Practice Act, proposes to

authorize persons whose license to practice medicine and
surgery have been revoked pending appeal from such revo-

cation or suspension order. This bill is in the Senate Com-
mittee on Medicine, Pharmacy and Dentistry and will prob-
ably not receive favorable consideration.

S.B. 3S. To amend the Workmen’s Compensation Act,

proposes to redefine the phrase “personal injury” so as to

mean accidental injury or death arising out of and in the

course of employment, and such occupational disease or

infection as arises naturally out of such employment or as

naturally or unavoidably results from such accidental in-

jury. This bill is in the Senate Committee on Industries.

S.B. 38., S.B. 43. Propose to establish an Oregon Work-
men’s Compensation Board to aid in the administration of

the Workmen’s Compensation Law and to provide that an
employer may obtain workmen’s compensation benefits for

his employees through the State Industrial Accident Fund,
or a private carrier, or may furnish such benefits himself as

a “self-insurer.” These bills are in the Senate Committee on
Industries.

S.B. 40. To amend the law relating to exemption from
jury duty, proposes to remove from exemption several

classes of persons, including physicians, dentists, optome-
trists, chiropractors, osteopaths, Christian Science practi-

tioners, naturopaths and undertakers. This bill was amended
by the Senate Committee on Revision of Laws to restore

the exemption to physicians and others and, as amended,
has passed the Senate and House and has been signed by
the Governor.

S.B. 74. To amend the law relating to the examination
and commitment of mentally diseased persons, proposes
that one or more physicians shall examine persons for com-
mitment instead of two or more physicians, as now pro-
vided. This bUl was amended by the Senate Committee on
Medicine, Pharmacy and Dentistry to provide that this

change shall apply only in counties having a population of

10,000 or less and in this form has passed the Senate. The
bill is now in the House Committee on Revision of Laws.

S.B. 77. Proposes to repeal the existing law providing for

state reimbursement to hospitals for services rendered in-

digent victims of motor vehicle accidents. This bill is in the

Senate Committee on Roads and Highways and Medicine
and Dentistry, jointly.

S.B. 91. To amend the Osteopathic Practice Act, proposes
to require osteopaths to register annually and pay an annual

registration fee of |S. This bill has passed the Senate and
House and has been signed by the Governor.

S.B. 110. To amend the Workmen’s Compensation Act,

proposes that the act shall be compulsory for employers
whose employees are engaged in hazardous occupations and
provides for the submission of the act to the voters. This
bill is in the Senate Committee on Industries.

S.B. 112. Identical with S.B. 110, except that there is no
provision for the submission of the act to the voters. This
bill is in the Senate Committee on Industries.

S.B. 119. To amend the Workmen’s Compensation Act,

proposes to redefine “occupational injuries” so as to include

occupational diseases peculiar to the trade or occupation in

which an employee was engaged and due to causes of the

ordinary hazards of employment. This bill is in the Senate
Committee on Industries.

S.B. 112. Proposes that certificates of birth may be filed

by attending physicians at any time after birth. This bill

has passed the Senate and the House.
S.B. 157. Proposes to provide for the location, construc-

tion, operation and maintenance of a state mental sanitari-

um in Multnomah County and for the submission of the

proposed act to the voters. This bill is in the Senate Com-
mittee on Public Buildings and Institutions (See comment
on H.B. 95).

S.B. 175. Proposes to temporarily increase the annual reg-

istration fee of physicians from $5 to $10 during 1944 and
1945. The purpose of this bill is to offset the loss of revenue

to the Oregon State Board of Medical Examiners caused by
the entry of more than 400 physicians into the military ser-

vice and the reduction in the numoer of applications for

licensure by reciprocity. This bill has passed the Senate and
the House.

S.B. 198. Proposes to require the boards of examiners in

medicine and surgery, osteopathy, chiropractic, naturopathy
or any other forms or methods of healing that hereafter

may be legalized, to file with the Secretary of State an
annual report indicating the name and address of every

person licensed by the respective boards during the preced-

ing year, the date on which each such license was issued, the

fact as to whether or not each such license was issued after

examination or otherwise, and the fact as to whether or not

the basic science certificate issued by the Oregon State

Board of Higher Education was granted pursuant to exam-
ination or otherwise. This bill is in the Senate Committee on
Medicine, Pharmacy and Dentistry.

S.B. 223. To amend the Venereal Disease Control Act,

proposes to eliminate the requirement that the Oregon State

Board of Health may provide laboratory examinations and
treatment materials only to persons that are unable to pay
and to authorize the Oregon State Board of Health to pro-

vide laboratory examinations and treatment materials to

physicians only when the physician certifies that he is mak-
ing and will make no charge to the person on whom the

tests are to be made or for whom treatment materials are

requested for services in securing the specimen of body
fluid, secretion or excretion on which laboratory examina-

tion is requested, or for the treatment of such a person

based upon the indications of such tests. This bill is in the

Senate Committee on Medicine, Pharmacy and Dentistry.

HOUSE BILLS
H.B. 95. Proposes to provide for the location, construc-

tion, operation and maintenance of a state hospital for the

mentally diseased in Multnomah County and for submission

of the proposed act to the voters. This bill was reported

back by the House Committee on Ways and Means with
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the recommendation that it do not pass. The bill and the

committee report have been laid on the table. (S.B. 157 is

another bill for this purpose.)

H.B. 101. To amend the law relating to cosmetic therapy,

proposes, among other things, to eliminate the provision

that electrologists may remove warts, moles or other blem-

ishes, and to provide for the examination and licensure of

manicurists by the Or^on State Board of Cosmetic Ther-

apy Examiners. This bill has passed the House and is in the

Senate Committee on Medicine, Pharmacy and Dentistry.

H.B. 103. To amend the law relating to the examination

of handicapped children, proposes to authorize that examin-

ations of the eyes may be made and the findings certified

to by qualified and licensed oculists or optometrists. This

bill has passed the House and is now in the Senate Commit-
tee on Medicine, Pharmacy and Dentistry.

H.B. 127. Proposes to define and regulate the practice of

dentistry and dental hygiene by an agency of the State to

be known as the Oregon State Dental Association, of which

aU licensed dentists would be required to be members, in

place of the Oregon State Board of Dental Examiners. This

bill has been withdrawn.

H.B. 199. Proposes to reenact and extend the existing law
providing for state reimbursement to hospitals for services

renndered indigent victims of vehicle motor accidents so as

to cover ambulance firms. This bill is in the House Commit-
tee on Highways and Highway Revenues.
H.B. 222. To amend the chiropractic law, proposes to

increase the annual registration fee of chiropractors from
$S to $10 and to require chiropractors, at the time of annual
renewal of their licenses, to present proof that they have
attended a two-day educational program conducted by the

Oregon Chiropractic Association. This bill has passed the

House and is now in the Senate Committee on Medicine,

Pharmacy and Dentistry where it has been laid on the table

because of certain differences of opinion among the chiro-

practors.

H.B. 229. Proposes to reenact and extend the existing

law providing for state reimbursement to hospitals for ser-

vices rendered indigent victims of motor vehicle accidents so

as to cover nurses, doctors, owners and operators of ambu-
lances. This bill is in the House Committee on Highways
and Highway Revenues.
H.B. 224. Proposes to create a state board of massage

examiners and defines the term massage as the method, art

or science of treating the human body for hygienic or reme-
dial purposes exclusively by rubbing, stroking, kneading,

tapping or rolling the same with the hands, or by rubbing,
stroking, kneading, tapping or rolling the body with any
other agency or instrumentality for the purpose of relieving,

alleviating and reducing affected parts thereof. This bUl is

in the House Committee on Judiciary.

H.B. 295. Proposes to provide compensation for workmen
injured by reason of occupational diseases, to provide a
schedule of compensable diseases and to establish a panel
of physicians to be selected by the Dean of the University
of Oregon Medical School, the State Health Officer and the
State Industrial Accident Commission, from which may be
appointed medical boards of review to pass upon medical
questions involved in appeals from the decisions of the State
Industrial Accident Commission. This bill is in the House
Committee on Labor and Industries.

H.B. 303. To amend the Workmen’s Compensation Act,
proposes that the act shall be compulsory for employers
whose employees are engaged in hazardous occupations and
to require employers to supply medical and hospital care
and related services, including Christian Science treatment,
unless the employer elects not to be subject to the provi-
sions for this form of treatment. This bill is in the House
Committee on Labor and Industries.

H.B. 309. Proposes to require that the funds of all self-

sustaining boards, such as the State Board of Medical Ex-
aminers, shall be paid to the General Fund and to finance
the activities of such boards by general appropriation. This
bill is in the House Committee on Ways and Means and
will probably not receive favorable consideration.

H.B. 350. Proposes to authorize medical officers of the
armed forces to examine and certify any member of such
armed forces and the prospective spouse of such members
who apply for marriage licenses. Under the existing Marri-

age Examination Act, such examinations may only be made
by physicians licensed by the Oregon State Board of Medi-
cal Examiners. This bill has passed the House and is in the

Senate Committee on Military Affairs.

U. OF O. MEDICAL SCHOOL

For fifty-five years the University of Oregon Medical

School has been “the old cow’s tail” in commencement

exercises, being about the last school in the Northwest to

graduate its senior class. This year the medical school gets

the jump on everybody with graduation scheduled for

March 19 at 8 p.m. in the school auditorium. This is

three months ahead of the usual date and it is all due to

the speedup in medical education inaugurated last summer
to conform with federal wishes that doctors finish school

in faster time.

Chancellor Frederick M. Hunter has been invited to give

the message to the class and Donald M. Erb, president of

the University of Oregon, will confer the degrees. Dr. A. L.

Strand, new president of Oregon State College, will give

the address.

Following are candidates for the Doctor of Medicine

degrees:
*

Robert Francis Anderson
Portland

Neil Corbly Andrews
Portland

Ernest Eldon Banfield

Portland
Merle Francis Brown

Independence, Ore.

Harry Taylor Butler

Portland

Robert Louis Camber
Portland

Frank F. Curry
Portland

Robert Henry Epler

Salem

John Paul Finck
Caldwell, Ida.

Lynd Louis Folts

Portland

John Everett Garry
West Linn, Ore.

Robert Hale Gibson
Tacoma

Richard Henry Goldsmith
Portland

Cary Patton Gray
Longview, Wash.

Ralph Lucken Gregg
Seattle

Dugald H. Grier, Jr.

Multnomah
Russell Loran Guiss

Woodburn, Ore.

David Schively Hartsuck
Olympia

Wallace Perley Hoyt
Puyallup, Wash.

Russell Eugene Hutchinson
Vancouver, Wash.

Lucien H. Imboden
Snohomish, Wash.

Logan Edward Jackson
Portland

Robert DeOrville Jenkins
Boise, Ida.

Charles Herbert Jones
Centralia, Wash.

Howard Lloyd Jones
Portland

Daniel Angelo Lagozzino
Seattle

John Fleming Larsell

Portland
Gilbert Prentiss Lee
Baker

Ivan Kay Loughlen
Tacoma

Theodore Edward Ludden
Great Falls, Mont.

Charles Owen Mansfield

Pateros, Wash.

John D. Merryman
Klamath Falls

Carol Meyers
Portland

Owen George Miller

Eugene
William Earle Morgan

Aberdeen, Wash.
Nicholas Patrick Murphy
Edmonds, Wash.

Douglas H. Murray
Seattle

Samuel Frank Nebel
Shelton, Wash.

Winfield Harris Needham
Salem

Joseph Ernest Nohlgren
Salem

Owen Jerrold O’Conner
Portland

Almeron Thomas Perry

Portland

Clare Gray Peterson

Scobey, Mont.
Clifford William Phillips

Seattle

John Martin Pierson

Portland
Reuel Theodore Ramquist
Vashon, Wash.

Douglas Elliott Ramsey
Portland

Byron Foster Royce
Silverton, Ore.

Dennis H. Seacat
Alexandria, S. Dak.

Theodore Sprague Smith
Eugene
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Mary Jane Stamm
Pysht, Wash.

Alfred Murphy Stone
Boise, Ida.

Evan Watson Thomas
Portland

Donald George Thompson
Los Angeles

Charles Neil Versteeg

McMinnville
John Waifred Wallen, Jr.

Seattle

Harry Westerberg
Portland

Gregg Donald Wood
Portland

Graduates Receiving Commissions as First Lieutenant,

Medical Section, Organized Reserve Corps, U. S. Army

Neil Corbly Andrews
Ernest Eldon Banfield, Jr.

Harry Taylor Butler

Robert Louis Camber
Robert Henry Epler

Robert Hale Gibson
Richard Henry Goldsmith
Dugald Hill Grier, Jr.

Russell Loran Guiss
Russell Eugene Hutchinson

Logan Edward Jackson
Robert DeOrville Jenkins

Charles Herbert Jones
Howard Lloyd J ones

John Fleming Larsell

Samuel Frank Nebel
Winfield Harris Needham
Clifford William Phillips

Alfred Murphy Stone
Harry Westerberg

The above listed students have complete the prescribed

Medical R.O.T.C. course. In addition to those listed, twenty-

six students have applied for Medical Corps Commissions

in the United States Army and two in the Medical Corps

of the United States Navy.

"fhe school is deep in the military. Of 263 male students,

240 hold reserve commissions in the Medical Administra-

tive Corps of the Army and the Hospital Probationary

Volunteer Corps of the Navy, the other 23 not meeting

physical requirements.

The commissioned group represents reserved pools or

those enrolled in advance medical R.O.T.C. course of the

army which enables students to attend medical school and

take one year internship.

Those in advanced R.O.T.C. course receive their regular

medical corps commission at the time of graduation and

will be placed on inactive status until completion of in-

ternship.

Those in commissioned reserve pools of the army and

navy will be transferred to regular medical corps commis-

sions of the army and navy upon completion of internship.

The commission status of medical students may be further

modified by the new specialized training program of the

army and navy which permits students to resign a com-

mission status to become privates or seamen assigned to

specialized training.

Active duty private classification carries certain advan-

tages which a commission grade in the reserve does not

grant, namely, wearing of the uniform, payment of stipend,

etc.

Incoming interns report April 1. Their arrival presents a

unique situation, overlapping of internships. This situation

of two groups of interns on duty at the same time is

another result of the accelerated medical school program.

The overlapping will continue for three months. Dr. Charles

N. Holman of the faculty is working out internship plans.

Interns accepted (University of Oregon unless otherwise

designated)

:

Robert F. Anderson; Robert W. Brooks, University of

Kansas school of medicine
;
Merle F. Brown

;
Harry T.

Butler; Charles Jesse Finn, University of Wisconsin medi-

cal school; Lynd L. Folts; Robert F. Hall, University of

Colorado medical school; Daniel A. Lagozzino; Powell B.

Logan, University of Wisconsin medical school
;

Charles

O. Mansfield; Owen G. Miller; Winfield H. Needham;

Samuel F. Nebel; John Martin Pierson, Jr.; Giles S.

Porter, Yale university medical school; John C. Stewart,

University of Illinois medical school.

Dr. Carl Ashley, president of the University of Oregon

medical school alumni association, announces that no gen-

eral postgraduate session will be held this year due to war

conditions. The business meeting of the association is also

postponed. Officers are Dr. Ashley, president; Dr. Lloyd

Tegart, first vice-president; Dr. Fred Joy (in service) sec-

ond vice-president; Dr. Archie O. Pitman, third vice-presi-

dent; Dr. Walter Brodie, treasurer, and Dr. Martin How-
ard, secretary.

No plans for the annual Ernst A. Sommer memorial

lecture series, usually held in conjunction with the March

postgraduate session, have been announced. Thomas M.

Joyce of Portland is chairman of the Sommer committee

and other members are Otis F. Lamson, Seattle; Frank R.

Menne, Portland, and Frank Mount, Portland.

Matthew C. Riddle has completed a course in tropical

medicine at Tulane university. He will soon commence a

short course for the fourth year graduating class. Interns

and residents also are eligible to attend the course. Courses

in tropical diseases will be given henceforth for a double

purpose: (1) doctors will be going to the tropics in war;

(2) men returning from the tropics when peace returns

will in many cases require treatment for tropical diseases.

H. W. Brown, dean of the school of public health at the

University of North Carolina, planned a lecture series on

the subject of tropical medicine at the school March 5 for

students, interns and faculty members.

The school has recently had several interesting guests.

These include R. H. Vonderlehr, assistant surgeon general

of the U. S. public health service; Harold Diehl, Univer-

sity of Minnesota medical school; M. E. Lapham, Tulane;

C. H. Sprague, field representative, American College of

Surgeons, Chicago.

Faculty members and employes plan a service flag, to be

hung in McKenzie hall. On it will be 120 stars, and two

gold stars for Lieutenant Commander Joseph Lipschutz

and Dr. A. Edgar Wrightman Jr.

Bertha B. Hallam, librarian of the medical school, re-

minds doctors in Oregon of the varied services offered by

the school library. These services are available to doctors

attached to Army and Navy units stationed in Oregon.

1. Loan Service. You may borrow medical books and

pyeriodicals from the library.

2. Reference Service. You may refer questions to the

library. This covers such matters as location of journal

articles, descriptions of technic, addresses, historical data,

etc.

3. Bibliographic Service. You may request comprehensive

lists of literature on medical subjects.

4. Current Literature Checking. You may ask that the

current medical periodicals be checked for articles of in-

terest to you.

To obtain these services, notify the librarian of your

wishes. There is no charge except for postage.
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SOCIAL HYGIENE MEETING

R. A. Vonderlehr, assistant surgeon-general of the U. S.

Public Health Serivec, delivered the main address at the

district meeting of the American Social Hygiene Association

held in Portland February S. The meeting was well at-

tended and tickets for the luncheon meeting were sold out

two days before, necessitating adjournment to the assembly

room for the address.

Dr. Vonderlehr gave statistics showing a decrease in ve-

nereal diseases in 1942 over those in 1939 which he said he

could not adequately explain; therefore, he accepted them

“with a grain of salt.” Much emphasis was put on the acute

situation in Oregon at the present, namely, the pending loss

of $50,000 from the federal allotment for venereal work,

unless the present legislature changes a law.

Oregon is the only state that requires a certificate of in-

digency or pauperism before the state laboratory will do a

serologic test for syphilis from a physician in private prac-

tice. The Public Health Service contends that such tests are

as much a public health measure as tuberculosis, typhoid

and diphtheria tests. Many large laboratories feel that

changing the law will not affect their business materially

because there are many who wish private work done. Ore-

gon will be in a serious dilemma if this pauperism clause is

not removed from the law before July 1, 1943.

Dr. Vonderlehr also described and urged increased centers

for intensive treatment of syphilis. This is of particular

advantage to those who will not continue on seventy weeks

of routine treatment and is largely composed of prostitutes.

The experimental station at Hot Springs, Arkansas, has

proved very successful and indicates that the women are

anxious to get well. Interest in venereal work must not be

allowed to lag, it must be kept up at a high pitch.

VISITING NURSE WARTIME ASSISTANT

Sound advantages of the home nursing care given by the

Visiting Nurse Association of Portland appeal to wartime

physicians. A primary advantage today is relief of crowding

in hospitals, where obstetric cases are dismissed on the

seventh day and even earlier, to go home to bed. Visiting

nurses by request will call daily for bath of mother and

baby, give enemas or other treatments ordered, check on

breast condition, and instruct the attendant grandmother

or housekeeper. Surgical cases needing only dressings by the

nurses can be dismissed to visiting nurse care.

While visiting nurses answer every call within the city

limits, they continue on a case only when a physician is in

charge, whom they telephone for diagnosis and orders. Sun-

day care is given acute cases only.

Beside giving bedbaths, checking temperatures, pulse and

respiration, and doing surgical dressings, nurses may by
order give a variety of nursing treatments which are ap-

proved yearly by the Multnomah County Medical Society,

such as bladder, ear and throat irrigations, vaginal douches,

enemas and hypodermics. Shortage of private duty nurses

for home care is relieved, where the visiting nurse calling

regularly can give required treatments.

An important phase of visiting nurse work is instruction

of the mother or other attendant in preparation of special

diets, normal diets and infant formulae. Prevention of bed-

sores, adequate fluid intake and proper elimination are

taught the home attendant. Charge to patient is one dollar

per home call, with exception of those unable to pay.

MEDICAL WOMEN SEE SHIPS BUILT

A dozen of the Portland Medical Women group toured

the Oregon shipyards under the guidance of Forrest E.

Ricke, February 17. It is of vital interest to those doctors

on the home lines to know under what conditions their pa-

tients are working. Luzana Graves entertained the group

afterwards with hot food to take off the chill that was pres-

ent even during the swing shift hours.

It was interesting to see the number of women working

and apparently doing equal work with the men. Even the

Saturday Evening Post comments in its editorial page that

in practically every field women are fitting in and doing

good work wherever they are qualified, that is, in every

field except that of medicine.

For years (even Moses’ mother was a good doctor) wom-
en have worked, trained and produced in the medical field

equally with the men and in some fields superior to them. Yet
in this war time they are only allowed to work on the home
front. If one woman has some specialty that is needed, then

she is invited and urged to join the military service as a

contract doctor with no rank, and women nurses of second

lieutenant rank are her superiors. Women doctors are not

asking to do anything unladylike any more than men wish

to be ungentlemanly but there is a need in the military

medical service and a greater proportion of well trained

women doctors have less home ties than men
;

therefore,

when they can do the work they should be given the stand-

ard honor and glory, and feeling of patriotism commensur-
ate with the job.

MEDICAL NOTES
;

New Hospital. Vanport, the new federal housing project

along the Columbia river just north of Portland toward
Vancouver is reported to be the location of a new 149-bed
hospital. The Federal Housing committee is building it but

who will run it has not been settled at the present date.

Anyone interested in locating there or in one of the new
projects may get more definite information from Mr. Clyde
Foley, Oregon State Medical Executive Secretary, Mr. Wil-

lard Marshall of Oregon Physicians Service, The Federal

Housing Bureau in Seattle or the Kaiser Company. Building

is continuing rapidly and people are pouring in, and the

doctors on location are overworked already.

Double Action From Roseburg. Hall Seely, son of Dr.

and Mrs. A. C. Seely has been promoted to major in the

.\rmy .Air Force and Chief of Surgery at Santa .Ana base

hospital, where Major George Houck, son of Dr. George

Houck, is chief of Medicine. Both fathers have long prac-

ticed in Roseburg. Both sons attended Roseburg High

School and Harvard Medical School. Both taught in Cali-

fornia Universities and now both are in the same hospital

as section chiefs.

Free From Liability. Opinion given by .Attorney Gen-
eral I. H. Van Winkle held that no liability would attach to

members of the State Board of Control in the employment
of physicians, licensed or unlicensed in this state, unless the

Board members had knowledge that such physicians were

incompetent.
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Reece M. Peucord, formerly of Wheeling, West Virginia,

is replacing A. B. Carson of Tule Lake base hospital.

E. E. Berg, County health physician of Clatsop county,

has resigned to go into private practice in Astoria.

C. C. Chick was named city Health Officer of Hood
River.

OBITUARIES

Dr. Franklin P. Johnson, of Portland, aged 55 years,

died of cardiac disease February 12. He was born in Hanni-

bal, Missouri, in 1888 and graduated from the University

of Missouri in 1908. He received A.M. and Ph.D. degrees in

1910 and 1912 from Harvard and M.D. from Johns Hop-

kins in 1920. He taught histology and embryology at Har-

vard, anatomy at University of Missouri and urology at

Johns Hopkins. He was assistant clinical Professor of

Urology at University of Oregon since 1929 and had a large

practice in Portland. The violin was his hobby and one

that he had made was played at his funeral.

Dr. Charles L. Large, of Portland, aged 87 years, died

January IS, following a heart attack. He graduated from the

University of Iowa in 1880 and started practicing in his

native state of Oregon in 1889. To old timers in Forest

Grove he was a most important and impressive person with

his silk hat and gold headed cane. It was quite the stylish

thing to give birth to a child with “Dr. Large attending.”

Until he retired twenty-five years ago he was a well known
obstetrician in the territory about Forest Grove and Port-

land. His newspaper reports of births were the earliest, most

consistent registrations in Oregon. Since his retirement he

followed all interesting court trials with regularity.

Dr. H. C. Fenton, of Portland, aged 75 years, died of

heart ailment February 6. He graduated from University of

Oregon Medical School in 1892 and practiced in Portland

fifty years. His specialty was eye and ear diseases.

SOCIETY MEETINGS

CENTRAL WILLAMETTE MEDICAL SOCIETY
A meeting of the Society was held at Corvallis, February

18. The following officers were elected for the ensuing year;

President, D. C. Reynolds; Secretary-Treasurer, W. H.

Fortner, both of Corvallis.

JACKSON COUNTY MEDICAL SOCIETY
A dinner meeting was held February 10 at Medford with

W. W. P. Holt as host. W. G. Bishop presented a paper.

A dinner meeting was held January 13 in Central Point

with James Hayes as host. E. A. Woods gave a paper on

“Speech Defects.”

LANE COUNTY MEDICAL SOCIETY
A meeting was held at Eugene, February 19. Gerhard

Haugan of the University of Oregon and the State Depart-

ment of Health gave a paper on “The Anxiety State.” Dis-

cussion followed of pre- and postwar psychic problems.

TILLAMOOK COUNTY MEDICAL SOCIETY
A meeting of the society was held at Tillamook, January

16. It was decided to appoint one member to be on call for

the week, so that others may be free. The one serving the

next week end will be announced in each Friday newspaper.

WOMAN’S AUXILIARY

The Multnomah County Auxiliary heard R. A. Vander-

lehr of Washington, D. C., on February S. Tea was served

and the members met him after the talk.

Multnomah County Auxiliary heard Adolpha Comargo

Neves, the new Brazilian Consul in Portland, who spoke

February 1.

Marion-Polk County Auxiliary had dinner at the home
of Mrs. Verden Hocket January S. Instruments are being

collected and also medical and surgical supplies.

CONSERVATION OF EYESIGHT IN INDUSTRY
Recognized methods of protecting the eyesight of workers

are being overlooked by industry, in contrast with the

widespread provision of general safety measures, it is dis-

closed in a report on “Industrial Eye Efficiency in the War
Program” published in the current issue of Tke Sight-Saving

Review, quarterly journal of the National Society for the

Prevention of Blindness.

The report, based on a study of 50 typical plants em-
ploying approximately 167,000 workers, was made by
Charles P. Tolman, consulting engineer for the Society and

a past president of the National Safety Council. In making
it public, the Society called attention to an estimate that at

least 25 per cent of industrial workers have defective but
correctible vision.

“Although front rank companies provide good general

safety facilities, for the most part they appear to be un-
aware of the imp>ortance of eyesight in industry as a mana-
gerial responsibility,” the report states. “Obviously, indus-

trial concerns need to give much more attention to the

subject of industrial vision, not only for humane reasons,

but to increase production, to reduce spoilage and to add
manpower. One thing that can be done, for instance, is to

provide prescription lenses to correct subnormal vision so

that workers may be usefully employed in the war effort

who would not otherwise be available.”

Practically all of the plants investigated are carrying out

faithfully most general safety procedures, such as the main-
tenance of first aid facilities, employment of safety sup>er-

visors, enforcement or accident prevention rules, but in-

adequate provision is made for protecting eyesight and

improving visual conditions in the plant, according to the

National Society for the Prevention of Blindness.

“Visual efficiency is of utmost importance in the war
effort, both from the point of view of speeding up produc-
tion and of avoiding accidents,” the report emphasizes.

“The expansion of industry and the acceleration of produc-
tion of war materials have placed a heavy responsibility on
the eyes as well as on industry.”

More than three-fourths of the plants covered by this

study indicated that they make no effort to determine what
visual requirements are necessary or acceptable to qualify

a worker for any particular job. “This means,” the report

explains, “that these plants do not know how many color-

blind or one-eyed men, or men with subnormal but correct-

ible vision can be utilized. On the other hand, they may be
employing men whose vision is a hazard on the particular

job. For example, a man may be working as a crane opera-
tor who has deficient ‘depth perception,’ and so cannot
judge the height and placement of the crane load. This
would make him a menace to life and property, while if

assigned to another job for which his eyesight is suited, he
could carry on safely and efficiently.”

Only 14 p>er cent of the plants arrange for periodic eye
examinations of workers who are especially exposed to haz-
ards, according to the report. “This is a serious oversight,”

it states, “because some industrial eye injuries are cumula-
tive, for example, those due to intense radiation as in

welding and furnace work.”
Failure to provide or require the use of prescription

lenses in goggles, when needed for either safety or efficiency,

was found in 42 per cent of the plants. Prescription lenses

are nonshatterable, but they are ground to compensate for

the visual defect of the employee.
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LEGISLATIVE NOTES

When the twenty-eighth session of our State Legislature

will have adjourned, of the thousand or more bills intro-

duced only a few hundred will have passed and the fate

of these will be in the hands of the Governor.

There have been about thirty measures thrown into the

legislative mill which directly or indirectly would affect

medicine and the medical profession.

As usual, Lydon, the sanipractor of Seattle, introduced

a measure which would have repealed the basic science

act, created a board of sanipractors and legalized the word

“sanipractic” which is copyrighted by Lydon himself. The

chiropractors also introduced a measure which would have

created a new board for the basic science examinations,

consisting of one drugless healer, one osteopath and one

doctor of medicine. Hearings were held on these meas-

ures in the Senate Medical Committee and the measures

remained in the committee.

In the House the chiropractors, through Fred Mason,

representative from Clark County (Vancouver) and who
in turn got Art Fairchild of Kitsap to sponsor it, intro-

duced a bill which would exempt chiropractors from tak-

ing the basic science examination. In the House, also, Rep-

resentative John L. O’Brien of King County introduced a

bill which would have permitted any physician in good

standing with the American Medical Association and the

American Dental Association to practice without discrim-

ination in any charitable, tax-exempt hospital in the

state. Both these measures, at this writing, were held in

committee.

Representative David Hall of King County introduced a

bill in the House which would have placed hospitals on

the tax rolls with a certain deduction for charitable work

done. This measure came out of the Revenue and Taxa-

tion Committee with the recommendation by nineteen of

the committee that it do not pass and three that it do

pass. The measure is refusing in the files of the Rules

Committee.

The Committees on Medicine, Dentistry, Pure Foods

and Drugs in the House and Senate have proven themselves

excellent friends of good public health measures, with the

exception of Senator Paul Thomas of King County who
favors the drugless healers.

The State Association will prepare a special review of

all bills introduced at this session and the action taken

regarding them by members of the Senate and the House.

This review will be mailed to all members and will be pub-

lished in this journal.

that an effort be made to relocate physicians now prac-

titioners in the state itself to areas or cities where there

is an acute shortage of doctors. Some physicians in the

state have already moved to such cities as Vancouver,

Bremerton, Poulsbo and Renton, where they are enjoy-

ing an active practice.

The communication calling for relocations points out:

“The profession of the state as a whole should be advised

of the situation, and informed that the requisitioning of

quotas from the state will be dependent upon the success

of this campaign for relocation according to local needs.”

The communication continues with the statement: “Indi-

vidual doctors or dentists within the age liable for military

service, who are thought suitable for relocation but who
are reluctant to agree, should be told that they will be

considered essential by Procurement and Assignment Serv-

ice, if they will agree to relocation. They will be reported

nonessential to the State Director of the Selective Service

System, if they remain in the area of surplus.”

Areas and cities where there is a shortage of physicians

are Bremerton, Vancouver, Port Orchard, Renton, Kirk-

land, Friday Harbor, Toppenish, Pasco, Ritzville, Auburn

and the Boeing Aircraft Company, Seattle. Any physician

desiring to relocate should communicate immediately with

Dr. Raymond L. Zech, State Chairman for Procurement

and Assignment Service for Physicians, 628 Medical-Den-

tal Bldg., Seattle, Phone Main 7430.

BASIC SCIENCE AND MEDICAL
EXAMINATIONS

The semiannual basic science examinations for Wash-

ington were held at Seattle January 8-9. There were 62

applicants, including doctors of medicine and osteopaths, of

whom SO passed and 12 failed.

Medical examination was held January 11. There were

32 applicants, all of whom were successful. Of this num-

ber 8 were declared as ready to practice, licenses for the

remaining 24 applicants being held up on account of not

being eligible to begin practice at this time.

For medical reciprocity licenses, there were 10 appli-

cants, aU of whom were successful. Licenses were given to

8, the remaining 2 being held for completion of internship

service.

There were 3 applicants at the osteopathic e.xamination,

all of whom were successful. License to practice was issued

to one, the remaining two being held on account of lack

of eligibility to receive them at this time.

PROCUREMENT AND ASSIGNMENT
CALLS FOR DISLOCATIONS

Rather than “import” physicians from other states and
territories, the Directing Board of the National Procure-

ment and Assignment Service for Physicians, in a com-
munication to Dr. R. L. Zech, state chairman, suggests
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MEDICAL NOTES

Hospital Expansion Assured. The proposed expansion

of McCaw General Hospital at Walla Walla from 1000 to

1500 beds has been assured. The War Department has

authorized expenditure of $1,000,000 for this work. This

will be carried on concurrently with operation of the hos-

pital.

Naval Hospital to Be Expanded. Plans have been com-

pleted for the construction of a 500 bed addition to the

Naval Hospital at Seattle, located at I5th Ave. N. E. and

E. 150th St. The new building will be of one-story con-

struction like the forty-one which now comprise the hos-

pital. The cost will be something over $1,000,000 for com-

pletion of the additions.

Hospital Addition Under Construction. The addition

to St. Joseph’s Hospital, at Chewelah, is under construc-

tion which will add twenty rooms, including a new sur-

gery, at a cost of $32,000. When completed the hospital

will have facilities for caring for thirty-five patients. In

case of emergency this number could be increased.

Infirmary Expanded. In anticipation of possible urgency

demands, the University of Washington infirmary at Se-

attle has added twenty-five beds to its facilities. This was

done in compliance with a request from the Office of

Civilian Defense.

New Health Official Appointed. The Lewis-Pacific

Counties Public Health Department has appointed Robert

H. Fishbach of Raymond as director. He is a graduate of

Nebraska School of Medicine. Previously Dr. Fishbach

served in the U. S. Marine Hospital at Norfolk, Virginia,

and later in public health service. Also he has served in

Hawaii, where he was health officer at Peart Harbor and

Hickam Field until the outbreak of the war.

H. B. Stout has been appointed health officer for Pateros.

He is also county physician and health officer for Douglas

County.

Harry Libbee has located for practice at Renton. For

a number of years he has practiced in the Maple Valley

district.

Frank A. Neisius, who formerly practiced at Platte, S.

Dak., has begun practice at Renton in association with H.

H. Adams of the Bronson Memorial Hospital. He is a

graduate of Creighton Medical School in Omaha.

New County Physician. Warren Bacon of Yakima has

assumed the work of county physician on part time basis.

He will also be engaged in private practice.

O. J. Morehead, who has practiced at Ritzville for the

past ten years, has located at Vancouver. His former home
at Ritzville has been remodeled and made into a hospital.

Named for Park Board. E. G. Girvin of Mount Vernon

has been appointed on the Park Board.

J. Douglas Dickson has located for practice at Kirkland

in connection with the Sherwood Clinic. He is a graduate

of Tulane School of Medicine, New Orleans, and has re-

cently served internships at eastern hospitals.

H. H. Slater, who has practiced for several years at

Deer Park, has moved to Clarkston, where he will engage

in practice.

L. E. Christoffersen has returned for practice to Stan-

wood. Several months ago he moved to Mount Vernon,

but establishment of shipyards at Stanwood has increased

activity in that city.

Ralph L. Smith, who has recently practiced in Seattle,

has moved to Port Orchard, taking over the offices and

practice of Charles L. Macomber who has received a com-

mission in navy service.

OBITUARY

Dr. Edward K. Wolfe, of Palouse, aged 73 years, died

in a Colfax hospital December 4, after a long illness. He
was born at Morrow, Ohio, in 1870, and obtained his

medical degree from Indiana College of Medicine. He prac-

ticed for a time at Newtonsville, Ohio. In 1912 he located

at Marlin, Washington, moving to Palouse in 1918, where

he was in active practice until his final illness. He served

as health officer for Palouse for many years, and was active

in medical and civic affairs.

SOCIETY MEETINGS

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society held a meeting on

January 20 at Hotel Monticello, Longview. An interesting

program was furnished by Ernest Burgess and associates

of the Northern Permanente Foundation at Vancouver. Dr.

Burgess read a paper on “Fractures of the Extremities,”

showing the newer devices for extension and early weight-

bearing. He gave a demonstration of different types of pins,

extension apparatus, etc., that he is using in his regular

orthopedic work. His paper was discussed by all the mem-
bers of the society.

On February 17 a regular meeting of the society was

held at Hotel Monticello. C. V. Allen of Longview was

elected to membership.

C. J. Sells gave a report of a recent meeting with the

Board of Trustees of Longview Memorial Hospital relative

to new contracts with industries. J. L. Norris gave a re-

port of his recent trip to Rochester, Minnesota, where he

attended the meeting of the American College of Physicians.

The auxiliary held an evening meeting, February 17, at

the home of Mrs. P. H. Henderson. A book review was

given by Mrs. John Nelson. It was voted to cooperate

with the Red Cross in the blood plasma procurement.

KING COUNTY MEDICAL SOCIETY

King County Medical Society held its regular monthly

meeting February 1, in the auditorium of the Medical and

Dental Building, Seattle, at 8:15 p.m.. President J.

Bowles presiding.

Membership applications were read from Dwight S.

Danburg, Vernon O. Lundmark and Theodore T. Robson.

Dr. Bowles introduced a number of guests in army and

navy service.

Byron F. Francis read a paper on “Influenzal Pneumo-

nia.” Recently patients have been observed with atypical

inflammatory pulmonary lesions, differing materially from

the familiar forms of pneumococcic pneumonia. A striking

fact in treatment is that they are not benefitted by the
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sulfonamides. A description was given of symptoms and

numerous roentgenograms were presented illustrating vari-

ous features of the disease. The paper was discussed by

Charles Lester and William Russell.

Lieut. Comdr. W. H. Bueermann, Chief of Surgical Serv-

ices, U. S. Naval Hospital, Bremerton, read a paper on

“Treatment of Air Raid Casualties at Site of Incident.”

There was an enumeration of classes of injuries, factors at

scene of incident and treatment of wound shock. Much

information regarding these cases was presented, with many

suggestions as to treatment applicable in case of home raids

as well as in battle treatment.

WALLA WALLA VALLEY MEDICAL SOCIETY

Walla Walla Valley Medical Society held its regular

monthly meeting February 9 at the Grand Hotel, Walla

Walla. Sixty-one civilian doctors and medical officers of

the armed forces were present.

Louis P. Gambee, Associate Clinical Professor of Sur-

gery at University of Oregon Medical School, gave a paper

on “Management of Injuries of the Hand,” stressing those

fundamentals that are found in all new textbooks which

are so easy for one to forget. This topic is especially im-

portant because of the large amount of disability of in-

jured hands.

L. M. Farmer of the United States Public Health Service,

who is working with the Department of Labor and Indus-

tries on the problems of Industrial Hygiene, gave a paper

showing the importance of industrial hygiene and reviewed

the work that has been done in his department in the few

months that it has been organized.

H. J. Whitacre, surgical consultant for the Department

of Labor and Industries, reviewed many of the common

errors in industrial work and attempted .to take up the

problems of misunderstanding that have arisen in indus-

trial work due to the unusual press upon the Department

of Labor and Industries.

YAKIMA COUNTY MEDICAL SOCIETY

Yakima County Medical Society held its monthly meet-

ing at Yakima February 8.

E. S. Bemett, of Spokane, gave a pediatric review.

The subjects covered were immunization, tuberculosis,

abdominal surgery in infants and resuscitation, colds and

child psychology. His presentation of these subjects was

extremely interesting as well as helpful.

TUBERCULOSIS AND INDUSTRY
Three hundred and fifty million work days lost annually

through illness of the gainfully employed is our country’s

discreditable record. At a wage of five dollars a day this

means a $1,750,000,000 yearly deficit in labor and produc-

tion. Assuming that half of this is due to preventable dis-

ease we could build a dozen battleships in the time saved

by full use of known preventive measures.

In working days lost per case, tuberculosis heads the list

of unnecessary Usabilities. This national loss is not due

alone to doctors, nor the public health service, nor the ig-

norance and carelessness of the people themselves. The
blame belongs to all three. The fervor of patriotism sweep-

ing the country keeps our eyes fixed overseas. We are united

in the will to annihilate despotism and reestablish freedom

for all nations. This is our duty, but we must not forget the

treacherous enemy within our own boundaries. Tuberculosis,

in collusion with its fellow fifth columnists, is impeding

victory by a campaign of sabotage behind the lines.

The armed forces have forseen the menace of tuberculosis

in the ranks and are taking active measures to combat it.

Industry has awakened to the threat but is still floundering

in its efforts to thwart it. The medical profession is only

half alive to its opportunities for patriotic service. Right

now is the moment to stand by the men who make the

guns in an all-out fight to eradicate this leading saboteur of

victory. (Kendall Emerson, M.D., Lancet, Apr., 1942.)

The education of most tuberculosis patients may be

handled best on a personal basis, but few physicians have
time to give individual instruction to many patients. A well

qualified nurse can accomplish much in a hospital by meet-

ing the patients singly upon admission and giving instruc-

tion in regard to the technique of controlling the dissemina-

tion of infectious organisms, the importance of rest and a

general orientation to the routine of institutional life. For
some individuals a simple conversation, indicating the tech-

nique necessary for the hygienic control of cough and care

of expectoration is all that is necessary. Many patients,

however, need rep>eated instruction and encouragement in-

cluding demonstrations. (Esta H. McNett, R. N., Amer.
Rev. of Tuber., Nov., 1942.)

The health of doctors living in hospitals is an important

matter. It deserves careful consideration. Each medical

student on graduation from his medical school should re-

ceive a card giving a complete report of his tuberculin test

and roentgen examinations. Each hospital should make a

rule to continue with this record by requiring chest films of

its internes at six-month intervals. Large hospitals dealing

with vast numbers of patients should go even further. They
should require their internes and residents to have chest

films at three-month intervals. If a rule of this sort were
made general, tuberculosis in the resident staff would be
recognized more quickly than it is at present, and unneces-
sary loss of time spent in treatment would be saved. (Reg-
inald Fitz, M.D., Jour. Amer. Med. Assn., Sept. 27, 1942.)

ARE LAWYERS NEXT?
In a recent article in Life Magazine, there appeared sev-

eral pictures illustrating conditions in the Offce of Price

Administration. In one of them a group of disheveled young
lawyers are shown around a conference table. The caption

reads: “Like many another Washington agency, OPA is a
lawyers’ haven. Everything has to be discussed by numerous
lawyers.”

Sincere and able though they undoubtedly are, these

hardworking officials have drawn more fire than any other

group in the Nation’s Capital. Which leads one to wonder
if lawyers are to succeed physicians as a target for public

criticism.

Fulton Lewis, Jr., Mutual Broadcasting System’s ace

news commentator, is well known to the medical profession,

having formerly been associated with the Medical Society

of the District of Columbia. Mr. Lewis, an able crusader,

recently blasted away at various Government agencies for

the complexity of their systems of operation, among them
the OPA. Mr. Lewis has taken special delight in reading

over the air questionnaires which were prepared by the

bright young lawyers of that agency.

Newspapers, too, have had their say about the red tape

dished out by the Government lawyers. An example is the

headline which appeared recently in the Washington Daily

News, “Why must OPA irritate you?” Under this headline

the News reporter writes: “The more I see of rationing

difficulties the more I believe complicated blanks and lack

of public rationing education are to blame for sore spots.”

Even the President of the United States felt it incumbent

upon him to say something about the handiwork of Gov-

ernment lawyers. In his message to the 78th Congress, Mr.

Roosevelt made this statement: “We all know that there

have been mistakes—mistakes due to the inevitable process

of trial and error inherent in doing big things for the first

time. We all know that there have been too many compli-

cated forms and questionnaires.”

From these and other things which one hears and reads

these days, one wonders if lawyers aren’t next. (Med. Ann.

Dist. Columbia, Feb., 1943.)
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MEDICAL LEGISLATION OBITUARY

The following is a list of all bills submitted at the pres-

ent session of the Idaho Legislature and the disposition of

them:

SENATE BILLS
S.B. 27. An act exempting all persons from payment of

any professional or occupational license or renewal fees for

the period during which such persons shall be engaged in

military service. Passed and in House but replaced by House
Bill. Passed and approved.

S.B. 30. .An act relating to the duty of physicians to re-

port cancer to the Public Health Department and prescrib-

ing a penalty for failure to do so. Withdrawn.
S.B. 31. An act amending Section 65-2809 of the Code,

providing for a board of examiners for nurses. Changes
from two nurses and a doctor to three nurses. Passed and
approved by Governor.

S.B. 14. Exempts all persons from compliance during time

they are serving in armed forces. Withdrawn. Replaced by
another.

HOUSE BILLS

H. B. 43. Requires filing of medical certificate with Coun-

ty Recorder before issuance of marriage license to show ab-

sence of venereal disease. Passed and approved by Governor.

H.B. 38. Provides for the revision of the pharmacy code.

Withdrawn.
H. B. 24. Requires examinations and blood test for preg-

nant or recent mothers. Department of Public Health to

approve tests and keep confidential records. Passed and ap-

proved by Governor.
H. B. 26. Relates to insanity as grounds for divorce by

changing residence requirements for such a divorce. StUl in

in House Committee; will not come out.

MEDICAL NOTES

Dr. and Mrs. Joseph Fremstad of Burley celebrated

their golden wedding on New Year’s Day. They were mar-

ried in Hudson, Wisconsin, and were among the first set-

tlers at Burley, coming there in 1907.

E. L. SiMONTON, who has practiced for some thirty years

at Wendell, has moved to Jerome where he will engage in

medical practice for the duration of the war. He had re-

cently retired from active practice.

G. T. Parkinson of the Twin Falls Health Unit is now

in Denver, Colorado, attending a postgraduate course in

syphilology given by the U. S. Public Health Service at

the Fitzsimmons Hospital.

M. F. Rigby of Rexburg has been appointed a member

of the State Board of Examiners by Governor Clark.

SOUTHWESTERN IDAHO DISTRICT
MEDICAL SOCIETY

.A meeting of Southwestern Idaho District Medical Soci-

ety was held February 18, at Hotel Boise. .After a dinner

the following program was presented: “Treatment of Hy-

perthyroidism” by Major Edward F. McLaughlin, M.C.,

U.S. Army, Gowen Field. The second paper was on “Differ-

ential Diagnosis of Hyperthyroidism and Psychoneurosis”

by Captain William Y. Baker, M.C., U.S. Army.

Dr. Edwin E. Watts, aged 88 years, of Gifford, died

November 18. He was the oldest practicing physician in

Idaho, having been engaged in practice for 67 years. He
was located in Idaho for nearly 55 years. He was born in

Iowa February 22, 1854. He obtained his medical degree

from -American University School of Medicine, Philadel-

phia, in 1875. He was widely known throughout Nez

Perce County and other parts of central Idaho. He had a

host of friends and admirers who loved and trusted him.

KOOTENAI COUNTY MEDICAL SOCIETY

.A meeting of Kootenai County Medical Society was held

at Coeur d’Alene, January 20. The following officers were

elected for the ensuing year: president, E. R. W. Fox; vice-

president, W. T. Wood; secretary-treasurer, H. L. New-
combe. Delegate to Idaho State Medical .Association an-

nual meeting, Alexander Barclay; alternate, John T. Wood,

all of Coeur d’Alene.

The society is preparing for the forthcoming visit of

G. O. A. Kellogg of Nampa, president of Idaho State Medi-

cal .Association, who plans to discuss the work of the

National Physicians’ Committee for Extension of Medical

Services.

SOUTH SIDE MEDICAL SOCIETY

The South Side Medical Society held its monthly meeting

Tuesday evening, February 9, 8:30 p.m., at the Park Hotel,

Twin Falls. J. H. Murphy, the newly installed president,

presided.

The meeting was unique in that it was a mixed gathering

of both the doctors and their wives, including wives of

doctors deceased or away in the armed forces. The meeting

was highlighted by a formal roll call, during which time

individual names of doctors serving in the armed forces

were unveiled on a five foot honor scroll with solemn

ceremony. These men were as follows:

Affleck, D. H., Twin Falls

Anderson, Vern, Buhl
Beymer, C. B., Twin Falls

Creed, J. W., Filer

Gavin, C. H., Wendell
Howard, F. H., Shoshone
Jensen, E. C., Rupert
Krotcher, L. C., Twin Falls

Lasin, H., Kimberly

McBratney, E. W., Buhl
Moritz, J. R., Sun Valley

Oldham, G. D., Twin Falls

Rees, E. T., Twin Falls

Rulien, W. A., Wendell
Sawyer, M., Twin Falls

Schow, F. W., Hailey
Stowe, H. L., Twin Falls

Terhune, C. .A., Burley

On completion of the roll call the entire group rose and

drank a toast to these honored men in the service. The

remainder of the meeting was taken up by travel motion

pictures of Alaska and Me.xico given by Mr. Harry Heller.



March, 1943 CLINICAL FORUM 93

CLINICAL FORUM
OBSTETRIC PROBLEM

The patient is that of a healthy young woman, 21 years

old. She presents a condition quite out of the ordinary in

some ways, and a problem that, if not serious, is at least

different from the usual ones we have had.

The first day of her last menstruation was February 28,

1942; quickening first was noticed on July 10, and term

estimated about December 2.

Her past history is important, having been born with

an imperforate anus and a rectovaginal fistula. A series of

operations (just how many could not be ascertained) were

performed to correct this deformity. An excellent result

was finally obtained. In addition to these operations, she

had had a laparotomy performed by another surgeon who
had done some type of uterine suspension and appendec-

tomy. If any other intraabdominal work was necessary

she did not know of it. The rest of her past history is

unimportant, as is the family history.

A year ago she had a spontaneous abortion at about

two and a half months, gestation finally necessitating a

curettage. The doctor at this time experienced difficulty in

diagnosing pregnancy as did a consultant, both maintain-

ing she was not gravid until just before curettment, when
secundines were passed.

The patient was first examined on April 11, when she

was scarcely six weeks pregnant and the conclusion of re-

peated examinations were very doubtful and unsatisfac-

tory until after the middle of June, when she should have

been nearly four months pregnant. The perineum was
rather thick and rigid, the vagina of average length, but

the cervLx was hard to distinguish and distorted laterally.

The fornices and pelvis were doughy in character and very

confusing. A low midline abdominal operation scar was
also observed.

Physical examination otherwise was negative. Blood
count, urine and B. P. were all normal and the Wassermann
negative.

The course of her pregnancy was uneventful and fairly

normal. The gain in weight was from 113 to 130 pounds.

She approached term with a fetus estimated to weigh
about six pounds with position and presentation of sacrum
left posterior and no engagement of presenting part.

What should be the management of this patient from
here on?

COMMENTS ON PEDIATRIC PROBLEM IN
FEBRUARY ISSUE

The suddenness of onset with its further continuance

presents, first, a rather accurate knowledge of the situa-

tion, and, second, quite adequate treatment, and a fatal

outcome is almost sure to follow. In considering the dif-

ferent varieties of purpuras one is led to diagnose this as

purpura fulminans which is both rare and highly fatal.

Unfortunately that is merely a name of the most out-
standing and unusual symptoms. Whatever the treatment
may be the outcome is usually fatal.

In a recent article by Rucks and Hobson of Memphis,

Tennessee, they describe a similar case which recovered.

Until a year ago they state that only 102 cases had been

reported, including their own, and out of that number
only three have lived. Although a large percentage of these

cases do not reveal the presence of any organism, a good

many of them apparently do have in their blood streams

a variety of organisms, the meningococcus being the one

most often recovered.

There is a marked consistency found in postmortem ex-

aminations, in that the suprarenals show extreme hemor-

rhage in the medulla in all cases reported. These purpural

hemorrhagic areas may come anywhere in the body or its

organs, and without exception the primary cause for all

of this is brought to light in a toxin of undetermined

origin, also the different organisms found so many times

may be the contributing factor. The exciting cause may
not be the same in all instances.

Treatment, of course, must be symptomatic. One of

the sulfonamides should be attempted and continued, if

the child lives long enough to receive actual benefit. In

the meantime support the general condition with blood

transfusions, hypodermoclysis, possibly vitamin K, if the

blood reveals any possibility of this vitamin being of

value.

Conclusion of the Case. At the time that the blood

count was taken a smear revealed almost every one of the

leukocytes to contain from one to a number of gram-

negative diplococci. Some of the neutrophils had been de-

stroyed and these diplococci observed adjacent to them. In

some fields, where every leukocyte was filled with cocci,

there were other organisms lying freely in the field, as if

there were insufficient numbers of white cells to engage

them. A culture taken from the child’s heart blood shortly

after death did not produce a growth after seventy-two

hours. The child expired at 9; IS a.m., about seventeen

hours after symptoms first appeared, or seven hours after

the parents first discovered his condition.

The hemorrhagic spots had increased in size and some

of them were one-half the size of the child’s head. An
autopsy was performed about nine hours after his death,

at which time almost the entire body was discolored by

this deep, reddish intracutaneous hemorrhage. The lungs

revealed massive bilateral pneumonia. The heart was nor-

mal. The abdomen revealed the liver to appear normal ex-

cept that it was a little more pale in color than is usually

found in most livers. The spleen appeared normal in all

respects, except for the apparent decrease in color.

The gastrointestinal tract revealed no signs of inflam-

mation from the stomach on down. However, it was quite

blanched and many parts of it were almost white in color.

It was also noticed that the stomach, small intestine and

descending colon were smaller in diameter than normal,

due to the spastic contraction of the circular muscles. The
kidneys appeared normal throughout, except that they

were pale in color.

BOOK REVIEWS
Endoscopic Prostatic Surgery. By Roger W. Barnes,

M.S., M.D., F.A.S., Professor of Clinical Urology, College
of Medical Evangelists, etc. 232 pp., $6. C. V. Mosby Co.,
St. Louis, 1943.

This volume is the first of its kind devoted exclusively

to electric resection of the prostate through the urethra.

Prostatic obstruction problems have increased as the length

of life has stretched out, so that prostatic hypertrophy has

assumed a greater importance than formerly. The book is

opened by a chapter on the history of resection of CoUings.

It is a thrilling story from the galvanocautery procedure

of Bottini, Foung’s punch operation in 1909, Beer’s intro-

duction of the Oudin monopolar current in 1910, the ful-

gerating principle applied to the prostate by Stevens and

Bugbee in 1913. In 1914 Luys of Paris reported his peri-

urethral electrocoagulation of the prostate, “forage de la

prostate.”
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Braasch in 1918 adopted a punch with direct vision. In

1923 we saw the Codings knife electrode which would cut

under water. Stem in 1926 introduced his resectoscope

which had a sliding platinum loop. Bleeding, however,

was excessive. The instrument most popular today is the

Stern-McCarthy electrotome, the result of the designs of

Davis, McCarthy and Wappler.

The chapter on anatomy of the prostate, bladder neck

and trigone is one of the best in medical literature, and

highly important to the resection surgeon. Digital examina-

tion of the prostate, distinguishing the various grades of

hypertrophy, grade one to four, the methods of examining

the bladder, and prostate, cystograms, cystometric study

and cystoscopic examinations are beautifully illustrated,

making it clear to the student of resection. Other chapters

are given to the detaUs of preparation, resection technic

and postoperative care. Under anesthesia we learn that

sodium pentothal is the most popular and that low sacral

anesthesia has largely replaced caudal block.

Good details are given of electric current modifiers, their

construction, regulation and care; also, the technic of using

the Stern-McCarthy electrotome, each step being well illus-

trated. Bumpus adds a chapter on the electrocoagulating

punch which he has perfected and used by Thompson of

Mayo Clinic. It is astonishing the amount of tissue which
he removed by either of these instruments.

This volume is primarily intended as a textbook for

those surgeons who are familiar with the cystoscope and
who intend to master the technic of transurethral resection.

It accomplishes this well. A. H. Peacock

A H.andbook of Allergy for Students and Practi-
tioners. By Wyndham B. Blanton, M.A., M.D., Litt.D.,

Professor of Clinical Medicine and Chief of the Immunol-
ogy Clinic, O.P.D., Medical College of Virginia, Richmond.
190 pp., $3. Charles C. Thomas, Springfield, 111.; Baltimore,
1943.

This is a short but quite comprehensive presentation of

the problem of allergy. It is easier to handle than the pon-

derous, large textbooks that are available so far. Most of

the material is correctly presented. The general practitioner,

who feels that he is not quite up to date on allergy, will

find this a very convenient book to get himself fairly well

informed, although it will not make an allergist out of him.

P. SCHONWALD

Treatment of Fractures. By Guy A. Caldwell, M.D.,
F.A.C.S., Professor of Orthopedic Surgery, Tulane Univer-
sity of Louisiana School of Medicine, etc. 303 pp., 92 Illus-

trations, $S. Paul B. Hoeber, Inc., Medical Book Depart-
ment of Harper & Brothers, New York and London, 1943.

A concise and practical evaluation of simple methods is

the outstanding feature of this manual. It presents a valu-

able resume of modern methods in the treatment of frac-

tures, and in wartime the subject is indeed a welcome one

to those interested in both civilian and service casualties.

The subject is neatly introduced and well illustrated.

Treatment of compound fractures is appropriately stressed

and represents much clinical and experimental investigation

at Tulane University. Shock, hemorrhage and transportation

are included in the discussion of these wounds and are

clearly outlined. In this section the use of internal fixation

in cases under six hours old is mentioned as an alternative

but, judging from the work of Trueta and others, perhaps

it is a method that has not been accepted by all.

The problems of nerve suture and tetanus could un-

doubtedly have received more attention but the author’s

intention is brevity which is certainly a refreshing feature.

That word “tetanus” does not appear in the index but is

considered in the text. Sidelights on pathology, anatomy

and physiology are cleverly displayed to guide the reader

along a practical course. This is a volume that will prove

valuable and timely for war service and civilian practi-

tioners alike. Gordon O’Neil

Familial Nonreaginic Food Allergy. By Arthur T.

Coca, M.D., Medical Director Lederle Laboratories. 160

pp., $3. Chas. C. Thomas, Springfield, 111.; Baltimore, 1943.

The author, one of the best known allergists, discusses

a form of food allergy which cannot be diagnosed by skin

testing because it does not form reagins in the blood. He
has found that the ingestion of an allergenic food by the

allergic patient causes an increase in the pulse rate. A system

of trial diets is proposed, by which this acceleration of

the pulse can be used to detect the foods to which the

patient is allergic.

This suggestion sounds reasonable and it will depend on

how other workers in this field will succeed in clearing up

cases of this kind by using this method. A similar pro-

cedure was proposed years ago by Vaughan of Richmond,

Va., who claimed that a drop in the leukocyte count of

the allergic patient could be used as a diagnostic aid in

detecting allergenic foods. However, this method of the

leucojienic index was not so successful in the hands of

other allergists.

When this book was submitted to other allergists, one

stated he was concerned about the new classification, since

most of them were trying to prevent the term allergy from

being applied to anything and everything. These remarks

express the reaction of any allergist who first reads the

book, inasmuch as there is hardly a symptom or ailment

that could not be a food allergy. P. Schonwau)

Blood Substitutes and Blood Transfusion. Edited by
Stuart Mudd, M.A., M.D., Professor of Bacteriology, Uni-
versity of Pennsylvania School of Medicine and William
Thalhimer, M.D., Director, Human Serum Division, Public

Health Research Institute of the City of New York, Inc.

407 pp. $5. Charles C. Thomas, Springfield, 111. and Balti-

more, Md., 1942.

During recent years the recording of closely realted mate-

rial in the symposium-monograph has become a type of

publication of much value. This volume has seventy-seven

contributors, aU authorities in their chosen fields. Their

contributions are of necessity relatively brief, and each in-

dividual, therefore, condenses into the smallest space pos-

sible the most essential data of his special interest.

The volume is divided into the following sections; (1)

The Etiology and Mechanisms of Secondary Shock; (2)

Methods of Preservation of Plasma and Serum by Dessica-

tion and by Freezing; (3) Hemoglobin, Serum Albumin and

Coslin Digest as Blood Substitutes; (4) Blood Substitutes

in the World Emergency; (S) Whole Blood: Storage, Trans-

portation, Administration, Isoagglutinins and Blood Group

Specific Substances; (6) Therapeutic Experiences with Ser-

um and Plasma; (7) Summary; (8) Appendix. The titles

of the various sections indicate adequately their various

contents. They are presented in 38 chapters, each dealing

with a specific phase of its section.

Anyone who is interested in the various phases of blood

transfusion, blood substitutes, etc. will find the latest

authoritative data on any of the many problems which pre-

sent themselves to other workers in these fields adequately

discussed in this volume. R. E. Mosiman.
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EDITORIALS

LAYMAN’S ESTIMATE OF THE
COMMON COLD

Of all the diseases to which mankind is subject,

none has the number of victims equal to those of

the common cold. No physician can begin to esti-

mate the mass of people afflicted annually with this

ailment. To a layman remains the attempt to deter-

mine its incidence. Dr. George Gallup, famous stat-

istician in many lines of investigation, has pre-

sented such a report conducted by the American

Institute of Public Opinion, based on surveys cov-

ering 85,000 persons, extending from the Atlantic

to the Pacific. This is presented as a cross section

of the people of our country afflicted with this dis-

ease.

While no attempt is made to determine the exact

number of patients afflicted with this ailment, it is

stated that 1,600,000 man days were lost during the

month from November 24 to December 20, 1941,

caused by the common cold. It is estimated that in

work days lost, in addition to medical treatment,

the cost of colds amounts to $1,500,000,000 annu-

ally. It is to be noted that the information in this

report was obtained from those afflicted with the

disease, not from data presented by the medical

profession. It is stated that only about one-quarter

of the families reporting colds had consulted a

doctor. While the mortality from this disease is

minimal, these data indicate that the morbidity is

stupendous.

Some interesting facts are revealed in this re-

port. The age group with the lowest incidence of

colds includes those from twenty to twenty-nine

years of age, which is only half the proportion of

those affected under ten years of age, among whom
was found the highest incidence. It was also dis-

closed that people spending the least money for

food have the most colds. The greatest incidence of

the afflicted was found in the west central states of

Wisconsin, Minnesota, North Dakota, South Da-

kota, Iowa, Nebraska, Kansas and Missouri, where

climatic changes are greatest, while the number of

victims was lower on the Atlantic and Pacific
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coasts. It was revealed that a smaller proportion of

people living in the cities had colds than those liv-

ing in small towns or on farms. The low point of

incidence was found in July with the high peak in

February. The seasonal range was from five per cent

in July to eighteen per cent in February of 1942.

As might be expected, a larger proportion of in-

dividuals in large family groups were affected than

in smaller families. The peak of colds among chil-

dren and young people under nineteen was highest

in February, while among the older young people

there was diminution in this month. The report in-

cludes many tables illustrating facts presented, all

tending to verify the observations which were made.

In the presence of this universal disease efforts

are being constantly made to solve the mystery of

its etiology, and to devise methods that may offer

protection from its widespread invasion. It is to be

hoped that in due time this elusive factor may be

solved and measures adopted of prophylactic

nature. While this report does not deal with thera-

peutics, emphasis continues pertinent that, when

afflicted, one should at once institute bed rest and

isolation, both for his own recovery and protection

of others.

FIGHTER FAMILIES FRONT
During the progress of the present World War,

many efforts have been established to promote the

morale of the citizens, and to stimulate their ef-

forts to help in all possible manner to strengthen

war efforts, and thus accelerate anticipated vic-

tory. Interest along these lines is naturally most

energetic among those who have members of their

families in the fighting forces. This personal in-

terest is a most potent force to inspire the utmost

efforts to overcome the complacent spirit which

seems to determine the thoughts and actions of so

many people.

One of the most recent organizations of this sort

is the Fighter Families Front, abbreviated into the

Triple F, whose personnel is confined to immediate

members of families which have husband, father,

brother or son in the armed forces of this country

or on the fighting front. It has been established and

promoted chiefly by medical men closely associated

with war service. Each group is an independent or-

ganization of about half a dozen persons, with no

paid executives, national or regional organization,

and nonpartisan. Reasons for these small member-

ships are opportunity of independent action suited

to local conditions and absence of other pressure

groups, but including cooperation with similar

groups.

The sole object of this enterprise is to establish

uninterrupted maximum production and transpor-

tation of war materials for the individuals in whom
the members are interested. Thus it is proposed

to provide them with an abundance of supplies

and eventually to return them in safety or, in the

event of disability or death, to continue supplying

their comrades with comforts and fighting ma-

terials.

It is intended to establish local organizations of

Fighter Families Front which can be set up any-

w'here and at any time, hoping thus to promote

active and personal interest in the war efforts in

which all of our citizens must be engaged in order

to accomplish that for which we are working in a

life and death struggle, which is to defeat the enemy

and establish freedom among all nations. Anyone

wishing further information concerning this enter-

prise can address Dr. Herbert E. Coe, 1008 Sum-

mit Avenue, Seattle.

EXAMINING PHYSICIANS OF
SELECTIVE SERVICE

A letter from Col. L. G. Rowntree, Med.-Res.,

Chief, Medical Division of Selective Service Sys-

tem, calls attention to the tremendous task of ex-

amining doctors entering the military service since

our country entered the war after the Pearl Harbor

attack. Medical Circular No. 3 has been prepared

covering Selective Service regulations for the bene-

fit of local examiners. “The purpose of the Selective

Service physical examination of registrants is to

dispose of locally and classify into IV-F all regis-

trants manifestly unfit for military service, thereby

saving the time of such unfit registrants, the ex-

pense incident to travel, and the time of the phys-

icians and dentists at the joint induction stations.”

Such examinations should eliminate registrants with

a broken leg, loss of an eye, fistula in ano, etc.,

some of whom were passed on to induction centers

when the examination for the armed services were

first established.

These regulations present rules which seem suf-

ficiently obvious, but are probably necessary for

some examiners. Thus, examination in the nude is

necessary, observation of the registrant approach-

ing and leaving the examiner and other personal

inspections. At one time some examining boards

were accustomed to pass on registrants after inspec-

tion by one of its lay members. This can no longer

be followed. Stress is laid on serologic tests which

may reveal disqualifications. Many other details

are specified.
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A long list of physical defects are presented al-

phabetically, the presence of which disqualify for

service. The presence of many of these can be

easily recognized, and thus readily dispose of the

unfit registrant. With a copy of this circular in

hand, much unnecessary labor of physical examina-

tion can be eliminated, thus speeding up the accept-

ance of suitable men for the armed services. It is

requested that all local examiners make a careful

study of this circular.

THERAPY OF SOAP LAKE WATER
For many years there has existed a belief in the

curative qualities of the water from Soap Lake,

Washington. Patients with a variety of ailments

were accustomed to spend certain lengths of time

using the water internally and externally, basking

in the pure air and desert heat. A few years ago,

the theory was developed that this water possessed

specific virtues for improvement of victims of

thromboangiitis obliterans. Supporters of this be-

lief had sufficient influence with the lawmakers of

the state to get funds appropriated for the con-

struction and maintenance of the McKay Memorial

Research Hospital, devoted exclusively to treat-

ment of this rather unusual ailment. Attracted by

the curative claims for this water, patients assem-

bled from many sections of the country. In due

time, the fallacy of these claims having been dem-

onstrated, the hospital was closed.

At the present time it is being leased by the

Army, and is being operated as a hospital in con-

nection with an air base established in that locality.

In this issue is published a paper by Dr. Joseph

Uttal who was resident research physician during

a certain period of the hospital operation in the

treatment of Buerger’s disease. This paper offers

interesting and instructive information on many
phases of Soap Lake water and its relation to this

particular disease.

INVALID DIETS AND FOOD RATIONING
There has been some misunderstanding, and many

inquiries have been made, regarding the regulations

pertaining to rationing of certain foods and their

bearing on invalids and patients. In order to clarify

the situation. Dr. John M. Wilder, Chief of the

Civilian Food Requirements Branch of the Depart-

ment of Agriculture, has requested publication of

the following regulations. It is stated that these,

established at the present time, may be subject to

future alterations, information concerning which

will be duly published.

Of interest to all who are concerned with diets for invalids

is Ration Order 13, issued by the Office of Price Adminis-

tration under date of February 9, 1943. This order covers

all canned, dried, and frozen huits and vegetables. Article

II, Section 2.5 of the order reads as follows:

“Consumers who need more processed foods because of

illness may apply for more points, (a) Any consumer,

whose health requires that he have more processed foods

than he can get with War Ration Book Two, may apply

for additional points. The application must be made on

OPA Form R-31S by the consumer himself or by someone

acting for him, and may be made in person or by mail. The
application can be made only to the board for the place

where the consumer lives. He must submit with his applica-

tion a written statement of a licensed or registered phys-

ician or surgeon, showing why he must have more pro-

cessed foods, the amounts and types he needs during the

next two months, and why he cannot use unrationed foods

instead.

“(b) If the board finds that his health depends upon his

getting more processed foods, and that he cannot use or

cannot get unrationed foods, it shall issue to him one or

more certificates for the number of points necessary to get

the additional processed foods he needs during the next two

months.”

It is anticipated that the procedure indicated in Section

2.5 above may be changed somewhat in the future, in which

case due notice will be provided.

INSTALL A VICTORY GARDEN
At the present time the most widely discussed

local war problem is that of restrictions on food

supply. The reasons for this are obvious. The mil-

lions of our soldiers stationed in Europe, Asia and

Africa must be supplied with an abundance of the

best food available, even though those on the home

front may have to limit their customary consump-

tion. In the richest country in the world, with the

greatest agricultural development and the most fer-

tile land in existence, some timid souls have visions

of lack of food and even whisper about famine.

Under all existing circumstances such a result is

entirely unnecessary, provided everyone would do

his part in producing food supplies according to

his ability.

Here enters the project for the so-called “victory

garden.” Anyone with a bit of land, large or small,

can aid in promoting his family’s food supply, if he

will devote to this project sufficient time and ener-

gy. This does not contemplate hiring someone to

prepare his small or large garden and later culti-

vate vegetables which may be supplied thereon. In

fact, the probability is he can find no one to do

this work.

“Therefore, we wish to direct attention to the garden as

an aid to national defense. Not only can even a small garden
furnish food which aids in furthering the attainments of a
national patriotic project, but lends a part of the job to

each individual. If each of our citizens becomes a part of

this undertaking, it cannot but be a great success. And of

this be sure: Success is not in this instance to be measured
by the bigness of ship>s and planes, the columns of marching
men, but by the sense of security and well-being of the

average citizen.”
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How does this apply to the doctor? Much has

been said about the necessity for his engaging in

some form of outdoor exercise. Why not limit, or

perhaps abandon, the time devoted to the golf links,

and transfer it to the vegetable garden? A moderate

amount of time each day, together with the usual

weekly holiday period, would suffice to accomplish

this purpose. Why not try it? The victory garden

project is now established in the larger cities in

connection with war promotion projects, where in-

formation and literature are available for the ama-

teur gardener.

AMERICAN COLLEGE OF SURGEONS
WAR SESSION, SEATTLE, Olympic Hotel, April 20

On Tuesday, April 20, an all-day War Session for

physicians and surgeons of Oregon, Washington,

Montana and British Columbia, hospital represen-

tatives and medical students will be held under the

auspices of the American College of Surgeons at

the Olympic Hotel, Seattle. The members of the

local committee on arrangements are Homer D.

Dudley, Chairman; Conrad Jacobson, Governor of

the College; Albert J. Bowles, President, King

County Medical Society; Herbert E. Coe, Gover-

nor of the College; and Raymond L. Zech, State

Chairman, Procurement and Assignment Service.

A cordial invitation is extended to members of the

medical profession at large to attend this meeting.

The following program is as complete as obtain-

able at this writing. It will be amplified with sub-

sequent announcements.

PROGRAM
9:00 a.m.

Meeting for Physicians, Surgeons, Hospital
Representatives and Medical Students

“Role of Emergency Medical Service in Gas Defense.”
Courtney Smith, M.D., Assistant Medical Officer,

Office of Civilian Defense, Seattle

Questions and Answers on Civilian Defense

10: IS a.m.

Meeting for Physicians, Surgeons, and Medical Students
“Care of the 111 and Injured in Combat Zones.”

1. Clean Wounds, Infected Wounds, Burns, Shock.
2. Management of Injuries (including Crash and Blast

Injuries), Craniocerebral, Thoracic, Abdominal, Skele-

tal, Vascular, Peripheral Nerve.

Major Hall Seely, Medical Corps, United States Army,
Santa Ana Air Base, Santa Ana, California

Captain Waltman Walters, Medical Corps, United States

Navy, Corona, Executive Officer, United States

Naval Hospital

12:30 p.m.
Luncheon for Physicians, Surgeons, Hospital

Representatives and Medical Students

“Increasing Individual Opportunity and Responsibility of

Doctors and Hospitals for Service in Relation to the Ac-
celerated War Program.”

INTERNATIONAL COLLEGE OF SURGEONS
TO MEET IN JUNE

The Fourth International Assembly of the International

College of Surgeons will be held on June 14, IS and 16 at

the Waldorf Astoria Hotel in New York City it is an-

nounced by Dr. Fred H. Albee, International President. The
program which will be devoted to war surgery and rehabili-

tation will no doubt be followed with great interest through-

out the nation and elsewhere not only by those directly con-

nected with medicine, but also by the lay public as well.

Karl L. Schaupp, M.D., Chairman, Medical Division,

Ninth Service Command, Procurement and
Assignment Service

2:15 p.m.

Meeting for Physicians, Surgeons and Medical Students

“Care of the 111 and Injured after Evacuation from Combat
Zones.”

1. Injuries of Nerves and Tendons.

2. Injuries of Bones and Joints.

3. Plastic Surgery.

4. Psychoneuroses of War.
5. Neurovascular Lesions of the Extremities.

Speakers to be announced.
Discussion following each topic by Major Seely and
Captain Walters.

6:30 p.m.

Dinner and Meeting for Physicians, Surgeons, Medical

Students and Hospital Representatives

Panel Discussion:

“Civilian Medical Practice and Administrative Adjustments
In Professional Staffs of Hospitals in Wartime.”
1. Surgical and Medical Practice.

2. Hospital Service.

3. Medical Service in Industry.

4. Endemic and Epidemic Diseases, Including Tropical
Diseases.

5. Supplementary Postgraduate Education for Medical
Officers and Civilian Doctors.

Speakers to be announced.
Discussion following each topic by Major Seely and
Captain Walters.

Questions and Answers.

Separate conferences for hospital personnel will be held

from 10:15 a.m. to 12 and from 2:15 to 5:00 p.m. The
morning hospital conference will be a panel discussion on the

subject of meeting the increasing difficulties in maintaining

adequate professional and nonprofessional personnel in hos-

pitals during wartime. The afternoon conference will be a

round table discussion of special wartime problems of hos-

pitals and governmental war agencies on priority and ration-

ing problems, maintenance of established standards of medi-

cal and nursing education, and maintenance of minimum
standards in the hospital.

It is urgently requested that those who attend purchase

their tickets for the luncheon and dinner before they enter

the morning session, and not later than 10:15 a.m. Hotels

are subject to definite government restrictions on food ra-

tioning and must know well in advance the exact number who
will be present at the luncheons and dinners.

Delegations made up of prominent surgeons from the

United Nations in addition to those from other countries

are expected to attend. The United Nations representatives

will give outstanding examples of the progress being made in

war surgery and rehabilitation under battle conditions by

their respective countries.

Eminent surgeons in Government military and civilian

executive offices have voiced approval of the Assembly,

which also has the cooperation of the Latin American

Chapters of the International College of Surgeons.
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ORIGINAL
SOAP LAKE WATER FOR TREATMENT
OF THROMBOANGIITIS OBLITERANS

Joseph Uttal, M.D.*

DALLAS, TEX.

My investigation into Soap Lake water during

1941 required study of the geographic, historic

and geologic aspects of the problem. In addition, an

investigation was made into the popular beliefs and

delusions which may be summed up in the state-

ment, “Soap Lake water is a panacea for all human

ills.” Cowboys and Indians in the early days ex-

tended this belief to include their animal com-

panions, such as the horse, dog, cattle and sheep.

The town of Soap Lake, Washington, is unique

with regard to the number of its citizens who have

thromboangiitis obliterans. An unofficial report of

the 1940 census credits Soap Lake with a popula-

tion of 619. During the months from January to

July of that year, thirty-four persons with this

disease resided there. Thus, there was approxi-

mately one person with this uncommon disease to

every eighteen residents of the town. This high in-

cidence of thromboangiitis obliterans is explained

by the fact that the town of Soap Lake is situated

on the shores of a mineralized body of water known

as Soap Lake, which has acquired a degree of pop-

ularity as a spa which is claimed to influence

thromboangiitis obliterans favorably. In recent

years many persons with this disease have come to

Soap Lake with the hope of obtaining relief by

taking baths and drinking its mineral water, and

some have remained as residents in the town.

Investigation into the chemical constitution of

Soap Lake water included chemical analysis for

the elements, and chemical search for the ichthyol-

like oil supposed to be present, a computed, prob-

able combination of elements and the conclusions

as to what Soap Lake water represented from the

point of view of chemistry. Finally, the chemical

analysis was used as the basis for a medical opinion

as to the possible therapeutic application of the

water. The conclusion of the chemical opinion is

that it is equivalent to a 0.33 normal solution of

sodium hydroxide (NaOH), with a pH of 9.6.

The medical opinion also states that Soap Lake

water is too dangerous to be used externally or in-

ternally without the direct supervision of a phy-

sician who is thoroughly conversant with its nature

and effects. In overdosage it causes hemorrhagic

gastroenteritis, and second degree burns when

•Formerly research physician at McKay Memorial Re-
search Hospital, Soap Lake.

ARTICLES
used directly in full concentration on the skin over

too prolonged a period of time. When used in

proper dosage externally or internally, it can be

beneficial. For example, in small doses by mouth

it causes satisfactory laxative elimination.

Soap Lake water baths at 100° in ten to fifty

per cent concentration (gradually increased) makes

a good mineral water bath, and is popularly used

as a “cooking out process” after a drunken de-

bauch. The possible reason for this is the fact that

the human skin may act like a parchment mem-
brane or a collodion bag in a dialyzing, osmotic

interchange between the electrolytes of the human
body in the bath and the Soap Lake water.

E. L. Newman, chemist of the Northwest Test-

ing Laboratories of Seattle, carried out an experi-

ment to determine the effect of the dialytic action

of Soap Lake water on physiologic salt solution at

a constant temperature of 100° F. In the first

thirty minutes the dialysis had progressed rapidly,

after which it tapered off more slowly to near com-

pletion at ninety minutes. The chloride concentra-

tion was at first rapidly and then slowly reduced

until at ninety minutes a condition of equilibrium

was reached, when the chloride concentrations of

the two solutions was almost exactly the same. In

a reverse manner, the pH of the saline solution

was increased until it had reached equilibrium, in-

dicating the infiltration of the basic salts of Soap

Lake water into the solution of NaCl (physiologic

saline).

As stated before, the human skin may act as a

parchment membrane, separating two solutions of

different electrolytic potential. However, the pro-

tective mechanisms of the human body would

prevent such an interchange of electrolytes as oc-

curred in the chemical experiment above noted.

Furthermore, any such change in the pH and the

chloride concentration of the tissue fluids as in the

chemical experiment would result in a condition

incompatible with life, since the result would be an

alkalosis and deprivation of chlorides so severe as

to make life impossible.

However, in spite of the protective mechanisms

of the body, slight changes tending toward alkalosis

and loss of chlorides do occur. This was proven by

a search for the CO2 combining power and the

chloride content of the blood before and after Soap

Lake baths. The results showed that the tendency

in all cases was in the direction of alkalosis and

loss of chlorides and never toward acidosis and in-

crease in chlorides. A slight alkalosis and a slight
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loss of chloride content in the blood is, therefore,

responsible for the feeling of relaxation that fol-

lows a warm Soap Lake bath at 100° F. for

twenty minutes.

We conclude, therefore, that the effect of the

bath is not upon the nervous system of the indi-

vidual, but, rather, the result of the production of

an abnormal state in the body of the patient by the

bath. Hence, it is the considered medical opinion

that the Soap Lake bath itself produces chemically

potentially dangerous effects upon the patient.

EFFECT OF SOAP LAKE BATHS UPON THE

CIRCULATION

The oscillometric index is a fraction, in which

the numerator is the oscillometric reading of the

circulation of the diseased extremity and the de-

nominator is the oscillometric reading of the circu-

lation of one normal extremity. Values are normal

between 1.0 and 2.0. Below 1.0 indicates impair-

ment of circulation. When the index falls to 0.3,

s)onptoms of impaired circulation make themselves

known to the patient and to the physician. When
the index is O and remains O after vasodilatation,

one can be sure that not only is the circulation im-

paired but also nonexistent, and no amount of

vasodilatation by any method will improve the

ability of those blood vessels to carry blood to the

tissues they supply.

The temperature of the skin normally is the

resultant of the temperature of the blood and that

of the environment. The temperature of the blood

is variously constant, being under the control of

the temperature regulating center of the brain. The
environmental temperature varies with climatic

conditions, the heating apparatus of the indoor en-

vironment and other conditions. When the environ-

mental temperature increases, the body tempera-

ture is maintained constant by increased circulation

in the skin, which results in increased surface for

heat dissipation by means of sweating and radia-

tion. When the environmental temperature de-

creases, heat loss from the body is prevented by
decreased circulation, resulting in lesser surface

exposed to radiation. Therefore, the temperature of

the skin is an indication of the functional efficiency

of the circulation in the skin and in the skin only.

The functional efficiency in the muscles and orgems

of the body is dependent upon other factors, not

of immediate concern.

From the above discussion it is obvious that in

a disease like Buerger’s, in which symptoms are

produced by impairment in circulation, improve-

ment in them can result only from improvement in

the circulation. If patients with Buerger’s disease

improve as a result of taking Soap Lake water

baths, each individual bath should be followed by

some improvement in the circulation, namely, in-

creased oscillometric index and increase in skin

temperature of from 3° to 6° C.

In order to test the truth or falsity of this last

statement, we subjected five patients to Soap Lake

water baths and fresh water baths at 100° C. for

twenty minutes duration each. Before and after

each bath oscillometric indices and skin tempera-

tures were taken. These results proved that the

statement was not only open to question but was

actually false.

It is, therefore, the considered opinion of the

medical observer, based upon actual facts, imper-

sonally and factually obtained, that Soap Lake

water baths at 100° C. for twenty minutes duration

and fresh water baths under the same conditions

exert neither a beneficial nor harmful effect upon

the circulation of patients with Buerger’s disease,

except that the temperature of both baths is re-

sponsible for an increase in skin temperature up to

3° C. This increase, however, is not sufficient to

indicate any real improvement in circulation.

Psychologic Considerations. Soap Lake is an

isolated community, comparable to an oasis in a

desert, with one practicing physician. The superin-

tendent and resident physician of the hospital do

not practice locally but are available only for acute

emergencies, as far as local practice is concerned.

Ephrata is five miles distant and has only one

practicing physician. The next nearest doctor is

thirty-five miles away and, except for the two doc-

tors mentioned in Soap Lake and Ephrata, medical

service is only obtainable in Wenatchee or Spo-

kane.

Buerger’s disease victims resent the failure of

the medical profession to treat their disease suc-

cessfully without amputation and, therefore, refuse

to accept medical discipline in a hospital, if no

benefit to their disease results. In Soap Lake they

can treat their disease without recourse to the

medical profession and according to their own

ideas until severe, painful ulceration or gangrene

occurs, forcing a trip to the doctor.

PERSONALITY PATTERN OF BUERGER’S DISEASE

PATIENTS

With the onset of Buerger’s disease, these pa-

tients ranged in age from seventeen to forty-five.

They were all outstanding members of their com-

munities, competent in their professions and busi-

ness and able to make satisfactory social and

economic adjustments. In addition they were alert,

cool, calm and collected in business and social re-
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lationships and could be depended upon to be

stabilizing influences in an emergency. Many of

these patients, who were veterans of World War I,

had the reputation in battle of being the calmest,

coolest and most dependable soldiers.

When Buerger’s disease developed their person-

alities completely changed. They were subject to

profound depression and hypomanic rages, were

suggestible, hypochondriacal, given to flights of

fancy in relation to their disease as well as socially,

and were frequently accused of poor judgment be-

cause they either flew into the face of reality or

showed symptoms of flight from reality.

The emotional instability manifested postulates

some injury to the central control of the emotions

in the hypothalamus as well as a cerebral injury in

the higher intellectual centers. The increased vaso-

constriction in this disease postulates some injury

to the medullary centers concerned with control of

the sympathetic innervation through the autonomic

nervous system. Whether hypothalamic, cerebral

and medullary effects are the results of indepen-

dent lesions, which has not been proved, or the re-

flex results of peripheral irritation of peripheral

vascular system by the infection responsible, is a

difficult question to decide. However, the evidence

seems to in favor of the latter. The patients were

uniformly of the belief that the cause originated in

the central nervous system. They also were very

critical and suspicious of any therapy which did

not harmonize with their ideas and knowledge of

the history of the disease in themselves. Most of

these patients had been medical failures in therapy

or had been too impatient to take prolonged med-

ical treatment, and considered medical treatment

in general a failure in Buerger’s disease.

RELATIONSHIP OF SOAP LAKE WATER TO

BUERGER’S DISEASE

Climatology. Soap Lake is located in the sage

brush desert of Eastern Washington, two hundred

miles east of Seattle and one hundred twenty-five

miles west of Spokane. It lies at the end of Grand

Coulee, fifty miles south of the new dam, at the

point where the canyon widens out into the Quincy

basin. For six months of the year, including late

spring, summer and early fall, the temperature is

high, reaching heights during hot spells of 117° to

130° F. Rainfall is scant and only occurs in sudden

bursts of showers. The humidity of the atmosphere

is very low, pratcically approaching zero. The
atmosphere is clear of moisture droplets and dust

except after windstorms which occur frequently.

As result of these factors the environmental tem-

perature is high and patients with Buerger’s dis-

ease are more comfortable because complete vaso-

dilatation occurs to offset the heat (Landis effect).

Due to the absence of water vapor and dust from

the atmosphere, ultraviolet rays from the sun reach

the ground in greater concentration. The thera-

peutic benefits resulting thereby are helpful in

Buerger’s as in other diseases.

Open Air Outdoor Life. Soap Lake is a center

from which is easily accessible the beneficial effects

that an individual derives from outdoor life, for

example, hunting, fishing, boating, skiing, hiking,

camping, horseback riding, etc. The therapeutic

benefits resulting thereby are helpful in Buerger’s

as in other diseases.

It is obvious, therefore, that victims of Buerger’s

disease in Soap Lake feel better psychologically as

a result of these considerations, however mistaken

the medical profession believes they are. In addi-

tion, pain-relieving drugs are available through

any drug store or quack doctor in Soap Lake with-

out the necessity of getting a prescription from an

orthodox physician.

TREATMENT OF BUERGER’s DISEASE AT MC KAY

MEMORIAL RESEARCH

The following has been the routine treatment

followed in treatment of these patients:

1. Rest in bed.

2. Smoking prohibited.

3. Daily Soap Lake water baths and soaks, followed by

dry or wet dressings.

4. Thermostatic cradle over feet, maintaining environ-

mental temperature around the lesion at 88° to 94° F.

5. Pain relieving drugs, including narcotics.

The results of such treatment are the following:

1. Beneficial.

2. Vasoconstriction due to smoking is prevented, bene-

ficial.

3. Neither beneficial nor harmful.

4. Beneficial.

5. All patients with Buerger’s disease, who do not re-

fuse to take narcotics or barbiturates, promptly develop

narcotic addiction, harmful because this adds to an already

existing disease another one difficult to control and to treat.

CONCLUSIONS

1. Soap Lake water bath causes an effect upon

the bather which tends toward production of slight

alkalosis and slight loss of blood chlorides. This is

more on the harmful than the beneficial side of the

desired effect from such bathing. Fresh water

baths are equally good and do not produce a ten-

dency toward alkalosis and loss of blood chlorides.

2. Soap Lake water baths have neither a bene-

ficial nor harmful effect upon the circulation in

Buerger’s disease. The only beneficial effect pos-

sible is as a result of the vasodilatation resulting

from the temperature of the bath.
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3. Externally Soap Lake water causes second

degree burns of the skin if applied in full concen-

tration for too long a period of time.

4. Internally Soap Lake water causes hemor-

rhagic gastroenteritis, if taken by mouth in doses

over the amount necessary to produce a mild lax-

ative or purgative effect.

5. The climatology of Soap Lake is beneficial

for Buerger’s disease victims.

6. Open air outdoor life is beneficial to this dis-

ease.

7. It is possible to live at Soap Lake inexpen-

sively.

8. Buerger’s disease patients are benefited psy-

chologically by residence at Soap Lake.

PSYCHOSOMATIC DISORDERS*
Howard C. Randolph, M.D.

ABERDEEN, WASH.

I am prompted to select as a subject for this

paper something of which little is known, of which

I know very little or nothing, and upon which you

too, I presume, are as poorly informed as I am. I

have looked through the available medical literature

for some reference to the subject and have found

little so that I am forced to draw largely from my
own personal experience of over thirty years of gen-

eral practice for the subject matter which I am
about to present for your consideration and discus-

sion. It is illusive, speculative and altogether prob-

lematic, one upon which few people agree, and

which few would care to discuss, to be dismissed

with a shrug or a smile.

In the October number of the Readers Digest

appeared an article entitled, “How Your Mind
Makes You 111,” and in which the statement is made
that “young medical graduates of today are often

able to help cases that baffle physicians of the old

school.” This statement piqued me not a little.

It has not come to my attention by contact, talks

and consultations with the younger members of our

profession that they have been any better schooled

in the knowledge and detection of pathologic cases

than were we of the old school. I doubt not but that

in exceptional instances, as by postgraduate study,

these young medicos have received better training

in detection and treatment of neurologic cases than

did we students of thirty-five years ago. They learn

as did we only in the bitter school of experience.

It is only natural and human that the young doc-

tor should look upon anybody who consults him as

being sick, to be affected by some bodily illness, the

nature of which can be discovered by complete and

Read before a meeting of Grays Harbor County Med-
ical Society, Dec. 16, 1942.

thorough examination. If after such examination he

has discovered nothing, he puts it down to his own

stupidity and instead of telling the patient that

nothing is wrong with him, he dismisses him with

advice as to diet, rest and a box of tablets, one to be

taken after meals and one at bedtime. His older

colleagues, through years of experience with psycho-

neurotic patients, would have pronounced him bod-

ily sound and referred him to a psychoneurologist.

Surgical prodigies arrive in every city just fresh

from internship and fill the hospital with surgical

cases. Much of the removed tissue is found by the

pathologist to be quite normal. This well meaning

but ambitious young surgeon has not cured the case

that has baffled one after another of these doctors

of the old school; on the contrary, he has only more

firmly fixed upon his patient a psychoneurosis which

now begins to play havoc with vital structures; he

or she now has a psychosomatic disorder.

“For more than a decade,” says this article, “a

group of outstanding physicians has been investi-

gating the strange influence that our minds have on

our bodies. They have evidence, even stronger than

the medical profession previously suspected, that

mental conditions can upset normal physical func-

tions, can weaken our resistance to infection, and

most remarkable of all, can actually cause physical

change in vital organs.” Then follows a list of so-

matic disorders attendant and consequent upon a

disturbed psyche, namely, peptic ulcer, mucous

colitis, essential hypertension and cardiac disorders

manifested chiefly as anginal attacks.

Not having looked at neurologic literature for

some years, this word psychosomatic was an entire

stranger. So I began looking back in the literature

and found it to be an old word, one with which psy-

chologists and psychotherapists have been playing

for a considerable period of time. All have become

quite convinced that psychic processes have some-

thing to do with production and perpetuation of

peptic ulcer, but I never before had regarded

bronchial asthma as other than an allergic disorder.

Researchers have quite convinced themselves, and

me somewhat too, that bronchial asthma may result

from being forced to live with a wife and her

mother.

By the light of this recent reading of new neuro-

logic concepts I have been able to explain away

what before had been a mystery. The part that is

played by suggestion in the cure of nervous dis-

orders has been recognized by physicians from the

time of Hippocrates, and written about too.

Ambrose Pare, physician and barber surgeon, one

time physician and surgeon to the King of France,
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in his “Journeys in Diverse Places,” somewhere

along about 1550, tells of his having completed the

cure of a Flemish nobleman by psychotherapeutic

methods. It seems that some eight months before

Fare’s ministrations this person had received a gun-

shot wound just above the knee, and during all

those weary weeks he had been purged and leeched

and bled by his physicians till he was near the point

of death. Pare consulted with these physicians after

having examined the patient. He diagnosed the case

as an osteomyelitis with poorly drained abscesses.

After opening these and abstracting fragments of

bone and placing drains, he resorted to psycho-

therapy to further the cure. He caused water to be

poured from the roof into a cauldron near the

patient’s window. He called in musicians with viola

and violin, induced sleep and pleasurable thoughts

by such simple means. He caused lightness of spirits

in his patient by the use of a buffoon, so producing

laughter.

Charcot recognized the psychneurotic. Frequently

they brought to him a little piece of paper on which

their symptoms were jotted down (we meet them

often yet). He called their sickness “La maladie a la

petit papier”, the sickness of the little piece of

paper. At one time he tried to cure them by hyp-

nosis and suggestion.

I find this subject of psychosomatic disorders

very interesting. One is inclined at first to feel that

this explanation of bodily disease is rather far

fetched by advocates of such a theory. Yet there

remain so many peculiar disorders unexplained by

any other hypothesis. Our clinicians of recent years

have been frequently puzzled by finding almost

nothing to account for sudden death in apparently

healthy young adults even after the most painstak-

ing necropsy.

We have all conducted or sat in on autopsies,

where the subject has suddenly died without history

of any complaint. We have removed the abdominal

and thoracic organs and found nothing pathologic.

In the heart normal coronaries, only a few athero-

matous plaques in the aorta, almost physiologic for

a person of that age. Then we think it must have

been cerebral hemorrhage or thrombosis; off comes

the cranial cap, out comes the brain to be sectioned,

and nothing is found. We put it down to our own
inefficiency in autopsy conduction, whereas in such

cases the most skilled of gross and microscopic

pathologists would have found nothing more.

Let me quote from a lecture on “Angina Pec-

toris” given by William Osier in 1910. That was
only a short time ago. I was then practicing medi-

cine and daily meeting with the most baffling prob-

lems in diagnoses. I have since learned that

probably many of these cases were purely imagina-

tive, that they had long since exhausted the pa-

tience of those who had long practiced medicine in

this locality.

Osier states:

“Anginal attacks have occurred in young people after

witnessing an anginal attack. A young man of 28, whose

father, a vigorous planter, had through the spring and

summer of 1900 severe anginal attacks and died in Sep-

tember 28, consulted me the following January for angina.

I had seen the father and had been a witness to the devo-

tion of the son during the terrible paroxysms. Within a

month of the death of the father he began to have severe

pain in the chest, with pallor and sweating, with pains

down the left arm which became numb and tingled. The

sister said the paroxysms were identical with those of the

father and naturally the family was greatly distressed. The

patient was a healthy, robust fellow, very neurotic and

almost frightened to death. A reassuring prognosis was all

the treatment he required. He had no further attacks.”

There are two primary features of the disease,

pain and sudden death; pain, paroxysmal, intense,

peculiar, usually pectoral, with the well known lines

of radiation, and death in a higher percentage than

any known disorder and usually sudden. What is

the cause of the pain? Why the sudden death?

Osier in this lecture tells of seventeen necropsies

performed on patients dying of angina pectoris.

Aortitis was usually found, in most instances at-

tributed to syphilis, but whereas in most of these

cases he found aortitis with great coronary orifice

narrowing or actual thrombosis, in some of them,

mark you, so keen an observer as was Osier, not

even he could find within or without the heart any

lesion or deviation from the normal. In remarking

upon this he says, “we must accept the fact that

angina pectoris may kill without signs of obvious

disease in the heart or blood vessels.”

One of my companions abroad in World War I,

aged 32, without premonitory symptoms other than

some right hypochondriac distress on the day of his

death, died with only a gasp before a candle could

be lighted. Autopsy findings were negative except

for athermatous patches in the aorta. He had an

apparently healthy wife and child at home. I truly

believe that he died of a psychosomatic disorder.

He never took kindly to army life. He was greatly

depressed while in France.

To express the opinion that one can die of sor-

row sounds mad. I have witnessed some few strange

deaths in my years of practice. I saw a young man
one night who without complaint told me that he

would die before morning. I could find nothing

wrong with him. He made no complaints except

that he would die and go to hell because he had
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wronged a young girl once. The next morning he

was dead. It was not poisoning, I feel certain.

I have witnessed abdominal surgical operations

performed without narcosis, anesthetic or hypnosis,

apparently painless, and the patient carrying on a

conversation throughout with the operators. This

psyche surely can do things for and to a person,

and to his associates as well.

As to the explanation of the mechanism of psy-

chosomatic disorders, somatic changes due to psy-

chic influences are supposed to be brought about

through misdirection of energy arising in the

h5^othalmus. Physiologists have long thought that

the hypothalmus houses the primitive instincts of

man, such as self-preservation and reproduction;

possibly, too, therein reside sensual desires of all

kinds. As our civilization has progressed with all its

refinements, there has come with it repression of

hypothalmic desires. No longer can we comfortably

and freely find expression of our primitive instincts

and desires by words or actions. Cortical areas have

developed which are repressive to such instincts,

with a mechanism of shunting from motor cortical

areas to the autonomic nervous system explosions of

hypothalmic energy. Physical laws hold good in

brain functions as they do for hydraulics or elec-

tricity. There can be no destruction of energy. It

will find outlet in some expression, be it conscious

voluntary action, or through the unconscious or

autonomic system.

If we lock in the cellar this giant with which we

have been born, it will eventually tear the house

down, and so it very promptly begins its destruction

upon our vital organs when it is not allowed free

expression through conscious cortical structures.

Vasoconstrictor-dilator action, together with hyper-

glandular activity, results quite naturally from di-

version of this hypothalmic energy into the auto-

nomic nerve outlet, and therein comes the damage

to body structures from oversecretion of supra-

renal substance, thyroid products, hydrochloric acid

and what not.

Cordotomy for relief of intractable pain, proving

itself effective in selected cases, has prompted simi-

lar surgical procedures in severance of association

paths of the brain in an attempt to inhibit this re-

pressive influence to hypothalmic desires. It is

reported that in properly selected Ccises it has

served to free this cellar-confined giant, giving him

exit through natural doorways rather than through

the ceiling or side walls, and thereby saving somatic

structure. This has to date been applied chiefly to

psychoneurotic individuals who have not been

helped by psychotherapy or convulsants and who

Vol. 42, No. 4

are verging on insanity, resulting from exaggerated

inhibitions.

It is reported by a few brain surgeons now work-

ing in this field that they have given relief to their

patients, that not only have they not become insane

but they have been restored to a happy life, finding

free and easy conscious expression for their de-

sires. Not a few of these have been restored to the

speech of Elizabethian times, always thereafter call-

ing a spade a spade, somewhat to the embarassment

of their friends and families, but with obvious satis-

faction to themselves. It has as yet not been report-

ed that any of them have killed their mother-in-law,

but it is assumed that they have taken retaliative

measures against them, thereby saving themselves

from the ravages of peptic ulcer or possibly essen-

tial hypertension.

It is an idea to play with, fantastic perhaps, but

interesting. One might supose that now we were

approaching an era of surgical intervention for cor-

rection of the malevolent influence of hyperesthetic

education. No longer, perhaps, will it be necessary

to become a dual personality to escape the ravages

of psychosomatic disorders. Perhaps sometime in

the near future the recognition of the necessity for

one freely to express himself in the parlor as he

would at his club, may lead us back to the good old

days when our forefathers suffered less from angina

pectoris and essential hypertension and at the same

time had the joy of leading a sentient and satis-

factory life with nothing to conceal.

NO KNOWN METHOD OF CORRECTING
COLOR BLINDNESS

Despite unsubstantiated claims to the contrary, methods
of correcting color blindness are unknown, The Journal

of the American Medical Association for March 20 warns.

The Journal says:

“Newspap>er publicity given recently to an alleged cure

for color blindness seems to emanate from one J. H. Lep-

per, optometrist, of Mason City, Iowa. In reply to inquiries

concerning his procedure for correcting color blindness, a

form letter is sent in which it is stated ‘YES, YOUR C.4SE

OF COLOR BLINDNESS CAN BE CORRECTED. IF

WE DO NOT, IT WILL BE THE FIRST CASE.’ The
statement also suggests that cases take from two to three

weeks for correction. If the patient comes to Mason City,

|S a day is charged. If the prospect finds it impossible to

come to Mason City, Leper says he can send the same
equipment, involving two pairs of special colored glasses

and one color vision test book, for a total of $25. lamp

with a reflector and a 60-watt bulb and a flasher if obtain-

able are also required for home treatment. The form letter

is accompanied by a list of testimonials, none of them

signed by the writer’s full name. Color blindness is a con-

genital defect. Despite unsubstantiated claims to the con-

trary, methods of correcting this condition are unknown.

Many letters sent to the headquarters of the .American

Medical Association indicate that men who have had diffi-

culty in gaining entrance to the navy or the air force have

been given false hopes by this wholly unwarranted pub-

licity for an unestablished procedure.”

PSYCHOSOMATIC DISORDERS RANDOLPH
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HEALTH EDUCATION PROGRAM FOR
PHYSICAL FITNESS*

O. M. Rott, M.D.

DIRECTOR OF HEALTH, SPOKANE PUBLIC SCHOOLS

SPOKANE, WASH.

The importance of a health education program

for physical fitness derives from the present broad-

ened concept of physical fitness which includes not

only good muscular development for strength, skill

and endurance, but also freedom from physical

defects and attainment of functional capacity to

perform productive and continuous work, baised

upon native ability, training, absence of illness and

a well adjusted personality. In other words, both

health education and physical education have con-

tributions to make toward attainment of physical

fitness.

This broadened concept of physical fitness was

recently expressed in a communication from the

U. S. Office of Education in planning their nine

regional fitness institutes: “In the last few days

the plan for the Regional Fitness Institutes has

been expanded to include a health education staff

and representatives.”^ {Journal School Health,

November, 1942, page 295).

My part in the present symposium is to tell

how the health education program can make its

contribution to this broadened concept of physical

fitness. This I shall attempt to do by briefly pre-

senting an outline of what constitutes a modem,

complete, well-balanced school health program, be-

cause, as stated at the Regional Institute on Physi-

cal Fitness held in Boston on November 9-11, under

the auspices of the U. S. Office of Education, “this

war-time victory corps emphasis on sound health

as a basic requirement for effectiveness in war
activity or industrial and community activites is

consistent with modern educational philosophy,

but its practical application will require that

schools give increased attention to planning com-

plete school health programs. There is general rec-

ognition of the need for administrative action

to provide the essential organization needed for

planning and carrying out complete health educa-

tion programs. These administrative adjustments

will be minor in schools which already have well-

functioning programs, but will be considerable in

those schools in which health education has not

previously been given due consideration. {Edu-

cation for Victory, December 15, 1942, page 15).

What, then, are the objectives of such a program

Read before a meeting of The Regional Physical Fit-
ness Inslitute, Spokane, Wash., Jan. 11, 1943.

and how should we direct our activities in order

to attain them?

OBJECTIVES

There are two objectives: (1) to protect and

improve the health of the pupils while in school,

(2) to teach these same pupils how to protect and

how to improve their own health, not only for the

short time that they are in school but in after-

school life as well, so that they may be able and

willing to carry on the work expected of them,

not only in the field of strenuous physical activi-

ties, but also in the fields of industry, family re-

lationships and community life.

TYPES OF ACTIVITIES

In order to attain these objectives we should be

engaged in three chief types of activities: (1)

maintenance of a healthful school environment,

(2) provision of health services, (3) organization

of courses of health education.

A healthful school environment is designed for

healthful living with all that term implies in re-

spect not only to a healthful physical environ-

ment, concerned with sanitation and safety of the

school plant and healthy personnel, but also to a

healthful intellectual environment concerned with

selection and arrangement of the curriculum and

pupil placement, extracurricular activities and

home work, and, finally, it refers also to a health-

ful emotional environment, concerned with the

personalities, emotional adjustments and outlook

of the teachers. This is fundamental to any school

health program, because of what avail are all our

efforts to teach more healthful ways of living, if

at the time we are teaching we do not practice

what we teach?

Health services are designed for discovery of

the pupils’ health handicaps and guidance in their

correction. In discovering health handicaps we
should not be so much concerned with discovery

of physical defects by means of an annual or peri-

odic physical examination, as with the discovery

of those factors that interfere with the functional

efficiency of pupils as manifested in classroom

work and in physical education activities. This is

more than a difference in method; it is a difference

in philosophy, because the emphasis is placed on

general appearances and behavior in action

throughout the year, rather than on the search for,

physical defects as measured by an arbitrary

standard once a year and unrelated to function.

It is not a school function to make diagnoses,

nor to give treatments beyond first aid, but an

attempt should be made to interpret to the par-

ents or guardians the significance of the findings
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and to give encouragement and assistance to plans

for self-responsible action, whereby the individual

health needs would be met, so as to increase the

health assets and decrease the health liabilities.

This means more than having physical defects

removed or corrected; it means guidance in more

healthful ways of living, provision of special pro-

grams for the handicapped and utilization of pro-

fessional medical services when needed.

Courses of health education are designed for the

following purposes:

1. Establishing proper health practices, espe-

cially those related to eating, sleeping, rest and

exercise, the avoidance of fatigue and exposure

and the prevention of infectious and contagious

diseases.

2. Developing those desirable health attitudes

that result in the pupils desiring to perform the

practices that are essential to health.

3. Teaching accurate health facts, so that pres-

ent health practices will have a meaning, so that

future health problems may be solved in an in-

telligent manner. If it is necessary for a mechanic

to know how his machine works, surely it is just

as important that each pupil should know how

his own body machine functions and how to con-

serve those human resources. Had such a program

been in force when the rejected draftees were in

school, what a different picture we would have

had, because most of these defects originated in

childhood.

SELECTION OF HEALTH EXPERIENCES

Our first concern in the accomplishment of these

purposes should be with the selection of the health

experiences to be presented to the pupils. There

was a time when this was decided on the basis of

a mass of facts and meaningless material unre-

lated to personal needs, interests or problems of

the pupils, to be memorized and held in readiness

for future use, when and if the opportunity should

arise. Today we know that method is psychologi-

cally unsound; today we know that the most ef-

fective method is that which is based upon specific

health needs, interests, problems, experiences and

activities of the pupils themselves. In other words,

instead of adapting the pupil to the subject matter,

the subject matter should be adapted to the pupil.

This is in accordance with the well-known fact

that needs change with changing social and eco-

nomic conditions, as well as with a changing per-

sonal status. It is not enough to present what has

been decided upon by a group of educationists

many years ago, as a result of a different phil-

osophy of education than that which prevails to-

day. Now it is necessary to know the present

background, environment, abilities, capabilities and

needs. In the past we paid tribute to the laws of

learning then accepted, namely, repetition and drill.

Today we know that learning occurs best when

the content, methods and materials have “mean-

ing for the pupil; when they are tied up with the

pupils’ out of school life.

“The problems should be closely related to life

as it is lived at each level and as it will be lived

in the future.” (Educational Policies Commission

of the N. E. A. and A. A. S. A. The Purpose of

Education in American Democracy, page 34).

“There is only one subject matter for educa-

tion and that is Life in all of its manifestations.”

(A. N. Whitehead, quoted in above book, page 39).

When this is not done, pupils sense the difference

between in-school and out-of-school life, and being

more interested in the latter, soon lose interest in

the former and leave school at the earliest oppor-

tunity. Every pupil is interested in how the sub-

ject will affect him. It should not be more difficult

than he can master and it should result in more

than verbal learning, even though the latter may
be sufficient for examination purposes. How many
maladjusted pupils were produced by the tradi-

tional method of training the mind and forgetting

the personality.

In order, then, that health experiences may be

selected on the basis of pupil health needs, inter-

ests, problems, experiences, activities or life situa-

tions in which they find themselves, how should we

proceed? First, we should utilize those incidents

in the lives of the pupils which reveal those appar-

ent, immediate health needs," interests and prob-

lems, which any observant teacher can discover

in her day by day contact with her pupils; in her

contact with the parents; in her conferences with

the nurses; in her study of the health history of

her pupils; in her knowledge of the prevalent

causes of sickness and death in the community;

in her knowledge of the prevalent health handi-

caps, the racial peculiarities, and the environ-

mental and social factors of her particular group

of pupils.

In the second place we should utilize the health

aspects of school situations, activities and experi-

ences, such as those dealing with a healthful school

environment, health services, physical education

and school lunches.

Maintaining a healthful school environment may

be utilized for educational purposes by: (1) mak-

ing pupils responsible for such duties as they can

perform, (2) emphasizing the how and the why
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all this contributes to healthy living, (3) showing

the importance of carrying over these lessons to

out-of-school living.

Health services may be utilized for educational

purposes by: (1) performing them in the interests

of the pupils and not in the interests of statistics;

that means taking more time and interpreting the

significance of the findings, (2) explaining why

they are being rendered, the benefits therefrom

and the harm from their neglect, (3) stimulating

the desire for assuming self-responsibility in mat-

ters of health, because many conditions should

have been corrected before school services are

available and after they are no longer available.

In physical education activities health educa-

tional opportunities are always present in the

gymnasium, in the locker and shower rooms, in the

swimming pool and on the playgrounds.

The cafeterias can be utilized for educational

opportunities by: (1) giving the most important

foods (milk, vegetables and fruits) the first place

on the counter, (2) making more profit on desserts

than on protective foods, (3) making the plate

lunch as nutritious as possible, using it as a means

of introducing the whole grain or enriched breads,

vegetables and including milk in some form.

In the third place, in the matter of selecting

health experiences for teaching purposes, we

should utilize the health content of the regular

school subjects. Each has innumerable possibili-

ties.

And, finally, we should base the health experi-

ences on the developmental level of maturity of

the pupils in the different grades, in order to meet

those hidden health needs, interests and problems

naturally associated with a growing, developing,

maturing individual, and based upon the develop-

mental characteristics of the group at the particu-

lar level of maturity for which they are intended.

Such a source at first glance arouses the least en-

thusiasm. This is due to the fact that we humans

are more interested in the apparent, immediate

health problems, than in the less apparent, more

remote ones. But in spite of the fact that these

health problems based on developmental needs are

less apparent, they are none the less vital; in fact,

they are fundamental to any intelligent self-direc-

tion in healthful living which after all is the ulti-

mate objective of any health education program.

This simply means that there are certain things

in respect to health that a pupil needs to know
at a certain stage of his growth and development.

It means that at each stage of development, there

are certain problems and life situations relative to

health, for which the child is physically, intellectu-

ally ready; certain aspects of life that the pupil is

interested in and needs to know at that particular

age level; certain things at each period of life that

he never before wanted or needed to know.

ORGANIZATION AND LEADERSHIP

How should these experiences be organized and

utilized to the best advantage so that, by the time

the pupil is ready to take his place in the armed

forces or as a responsible member of the civil com-

munity, he will be ready to assume intelligent self-

direction in matters that pertain to his personal

health, to the health of his family when the time

comes, and to the health of his group or of the com-

munity?

One such plan appears in the following sugges-

tions which I recommended for adoption in the

Spokane high schools:

Suggestions For Health Instruction Through

Grades IX-XII

GRADES IX-X

In these grades the pupils are ready to profit from

a discussion of the scientific bases of health prac-

tices and problems, so they may realize that the

principles of biology, physics and chemistry are as

applicable to the human body as to matter or mate-

rial elsewhere. Since the regular science course is

ideally adapted for this purpose, no special health

course need be set up in these grades for this pur-

pose.

The same may be said for the expanding social

consciousness of these pupils, which interest can be

met by the social science and home economic

courses.

To coordinate this work, someone or a health

committee should be appointed to see ( 1 ) that a

unified, nonduplicatory health program will result,

(2) that none of the essential health needs will be

neglected and (3) that the best possible use may be

made of all the health material in these subjects.

In addition to these courses, a course in first aid

should be given by the best prepared available

teacher, using as a text. The American Red Cross

First Aid Text Book, also. Home Nursing and Child

Care.

GRADES XI-XII

Some time during these grades a required course

running daily for one semester should be given by

the best prepared teacher in the health sciences,

covering such information as the pupil will need

in after-school life to enable him to meet his per-

sonal, family and community health problems. Such

a course could well be called “A Course on Your

Own Health Problems: Personal and Social.”
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“Some experiences may be provided in conjunc-

tion with biology, physical education, home econ-

omics and other courses, but these should be con-

sidered supplemental to special health education

courses taught where possible by teachers with

special preparation in health education” (from

Report of Regional Meeting in Boston).

The following is a suggested list of topics for such

a course:

1. Development of the human body from the fertilized

cell to the highly complicated chemical laboratory and
physical mechanism.

2. Fundamental and specific facts concerning the struc-

ture and functioning of the human body. Cells, tissues,

organs, systems and their interrelationships.

3. Relation of the human organism to microorganisms.
4. Infection and immunity.
5. Control of contagion; personal and community as-

pects.

6. Influence of mental upon physical states.

7. Influence of mental upon succeeding mental states.

8. Making of healthful homes.
9. Preparation for marriage and parenthood.
10. First principles regarding the care of children.

11. Behavior problems in children.

12. Healthful conditions of work.
13. Community hygiene and the need for individual co-

operation.

14. Meaning of health and disease: (a) the healthy or-
ganism, (b) scientific basis for healthful living and the
scientific attitude.

15. Factors over which we have no control: (a) hered-
ity, (b) some environmental ones.

16. Factors over which we do have control: (a) how
habits influence health, (b) how attitudes influence health
(scientific attitude), (c) some controllable factors in the
environment that influence health, growth and develop-
ment.

17. Drugs and narcotics and the dangers of self-medi-
cation.

18. How to utilize professional medical services.

19. How to live with heart disease.

20. Tuberculosis: (a) how we become infected, (b) how
it can be recognized in its early stages, (c) how it can
be cured, (d) what can be done to prevent its recurrence.

21. Malnutrition: (a) how to recognize its early stages,

(b) what foods are necessary to prevent it, (c) influence
of sleep, rest, fresh air and cheerfulness in their utiliza-

tion.

22. Influenza: (a) what can be done to prevent it, (b)
what can be done to cure it.

23. Diabetes: What can be done to counteract it.

24. Cancer: (a) how can it be recognized in its early
stages, (b) what can be done to cure it, (c) what can be
done to prevent it.

In many of these topics several teachers could

cooperate, presenting those aspects of the subject

as illustrated in their own particular fields, thus

cutting across subject lines or courses, and unify-

ing the activities of the science, biology, social

sciences and home economics courses, for the time

being at least, upon a common area of interest.

In order to obtain and maintain the interest of

the pupils in such a course, it might be well to ap-

peal to such motives as

:

(1) The importance of personal health and good appear-

ance in securing a job, for social approval, and for success

in athletics and in the general activities of life; (2) the

relation of good community health to good personal health

and the importance of individual cooperation for the suc-

cessful solution of community health problems; (3) the

grave responsibilities from a health standpoint of family
life and parenthood.

In this brief discussion no mention has been made

of the various teaching technics by which the fun-

damental educational principles are applied. As I

said, we rely chiefly upon the class room teacher,

and beyond providing her with the tools for teach-

ing and the refresher courses in health, we leave her

largely to her own devices, encouraging initiative

and freedom of choice of methods and materials.

The program has purposely been made flexible

enough to permit this individual application. The

only limitations are those based upon the develop-

mental level of certain wide age groups; limitations

based upon what they are ready for, and hence upon

what will do them the most good; limitations agreed

upon by experts in the field of school health edu-

cation.

This freedom is encouraged because I subscribe

wholeheartedly to the views expressed in Guidance

in the Secondary School by Hamrin and Erickson,

p. 347
;
“We are dealing with a phase of education

which cannot be measured by objective and stand-

ardized means. The most important outcomes of

your health teaching will not be the information or

facts which children acquire, but rather the changes

in behavior which result from the influence of your

personality upon the personality of your pupils. I

cannot supervise or evaluate that kind of develop-

ment. As an administrator I have only one purpose;

to help you, to support you, and to render service

to you in your health teaching. With such an out-

look, I tell you now that I have faith in each of

you, and I have so much faith in you and in your

creative ability that I am going to turn you entirely

free in your own health teaching within the grade

area outlined to you.”

A MAJOR MEDICAL VICTORY

In an editorial pointing out the safety of pooled human
plasma (the liquid portion of the blood). The Journal of

the American Medical Association says in its March 20

issue that “The demonstration of the surpassing value of

pooled human plasma in shock has been designated ‘a

major medical victory.’” The Journal points out that

“From a careful analysis of extensive data, (William) Thal-

himer concludes (in a recent article) that in pools of plas-

ma or serum, agglutinins are reduced to such a low level

‘that no danger can result to patients from the injection of

even large doses from these pools.’ Large amounts of pooled

plasma are given safely without any preliminary tests for

compatibility.”
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CRUSH INJURIES AND THE CRUSH
SYNDROME

Commander W. H. Bueermann*
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BREMERTON, WASH.

Some months ago English medical journals car-

ried many reports of a new syndrome, “crush in-

jury,” seen in persons who had been pinned under

wreckage of bombed buildings and collapsed homes

for a period of hours. The story usually given is

that the legs or arms of the patient have been

pinned down by fallen masonry. The duration of

the crushing varies considerably and there does

not appear to be any direct relationship between

the duration of the pressure and the subsequent

seriousness of the conditions. Of the various cases

reported, the shortest period of crushing known to

have produced the syndrome has been three hours

and the longest twenty-six hours. Both sexes have

been reported and the age range varied from eleven

to fifty-one years.

Robertson and Mathews^ have described the

characteristic findings and have stated that at the

outset physical examination reveals, in addition to

the evidence of bruising, tenderness and edema of

the involved extremity, and a certain degree of

shock. A distinct whealing of the skin is noted

which, if not present early, tends to develop later.

The involved limbs show evidence of partial or

complete paralysis and diminution or loss of sen-

sation. Arterial pulsation may be difficult to detect

and in advanced cases, where edema has progressed,

pulsation may have disappeared entirely. Associat-

ed fracture of the involved long bones may or may
not be present.

The initial shock may be readily controlled by
ordinary measures such as bed rest, hot drinks,

heat, morphine and reassurance. Later in the course

of observation (within a few hours in some, and

within two or three days in other cases) shock re-

appears and is recognizable by pallor or cyanosis,

cold sweating extremities, rapid pulse, subnormal

temperature, low blood pressure, leukocytosis, and

in practically every case studied, by a rather

marked hemoconcentration. This period of second-

ary shock has been controlled by attempts to re-

verse the shift of plasma into the tissue. As a rule

these patients do not appear dehydrated in spite

of the marked hemoconcentration. Administration

of oxygen, of intravenous fluids in only moderate

amounts, and plasma in adequate amounts tends to

improve the status of shock.

Chief of Surgery, U. S. Naval Hospital, Bremerton,
Wash.

1. Robertson, H. R. and Mathews, W. H. : Crush Syn-
drome. Canad. M. A. J 46:116-120, Feb., 1942.

During the course of the following few days

shock does not recur but the patient remains ill.

He is drowsy, apprehensive and tends to vomit

frequently. There is a dry and coated tongue, asso-

ciated with fetid breath. Anxiety may now arise as

to the adequacy of the circulation of the injured

limbs, which may show diminution of arterial pul-

sation distally, and may even show all the changes

of incipient gangrene.

Signs of renal damage now appear, and may
progress even though the crushed limb be ampu-

tated. The blood pressure tends to increase daily,

and the urinary output, which during onset of

treatment was small, owing perhaps to the severity

of the shock, tends to diminish further. The blood

urea and blood potassium content are high, the

carbon dioxide combining power of the blood

drops, the urine contains albumin and many dark

brown or black granular casts. These later tend to

decrease in number. Edema, at first local, increases

and may become generalized. If the course contin-

ues progressively worse, the blood urea and blood

potassium, at first high, tend to become progres-

sively higher and death, when it occurs, comes

rather suddenly somewhere between the seventh

and the tenth day.

Necropsy reveals necrosis of muscle, and in the

renal tubules degenerative changes and casts con-

taining brown pigment are observed.

Bywaters and Beall,^ in early reports on crush

syndromes, found that the kidneys macroscopically

reveal only congestion and edema. The microscopic

findings, however, are centered chiefly in the renal

tubule, with the glomerule showing no histologic

alteration. The most striking finding is that of pig-

ment casts which may be present in the loops of

Henle and more abundantly in the collecting tu-

bules.

The matrix of the casts is thought, on histologic

grounds, to be composed not of erythrocytes but

of desquamated epithelial cells. The greenish-brown

colored granular material might be accounted for

either by excretion into the lumen from the blood

stream of hemoglobin, myohemoglobin or bile pig-

ment, or possibly by the extrusion into the lumen

of cells already pigmented.

The macroscopic appearance of the damaged

skeletal muscle is that of a pale muscle showing

some degree of hemorrhage into it, whereas micro-

scopically it reveals necrosis.

Urinary findings in these cases are characterized

by a low volume with a specific gravity fixed at

2. Bywaters, E. G. L. and Beall, D. : Crush Injuries
with Impairment of Renal Function. Brit. M. J., 1:427-432,
March 22, 1941.
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about 1,015. Albumin is invariably present, the

urine is acid, and leukocytes are a common finding.

Granular, pigmented casts are found in every typi-

cal case and a positive bendizine test is almost al-

ways present.

In treatment of these cases shock must be treat-

ed by the usual methods, using plasma in adequate

amounts, guided by hematocrit readings to deter-

mine the degree of hemoconcentration. The real

problem in treatment of these cases is the almost

universally occurring oliguria which often ap-

proaches a complete anuria.

Diuretics have been used without effect, hot

packs to the kidney regions have also been of no

benefit. Intravenous fluids, as cautioned by Wins-

burg-White,^ may actually initiate renal failure,

especially when administered too generously or

too quickly. If urinary output is not increased by

parenteral fluids, they should be discontinued or

given by the drip method over a four to eight hour

period.

Alkalinization has proven of distinct value and

this physiologic readjustment has been credited

with several cases of recovery, based on neutrali-

zation of a marked acidosis, and the fact that, like

hemoglobin, the pigment found in these cases is

precipitated in the tubules, if the urine is acid,

whereas, in alkaline urine, the pigment will pass

through without renal injury. The earlier alkalini-

zation is started, the more likely will it benefit.

Patey and Robertson^ suggested a treatment

which was based on the theory that the clinical

findings observed were due to escape of plasma

into the injured tissues rather than to absorption

of a muscle toxin. The massive swelling and in-

duration, with lowered blood pressure, seemed to

them to support this belief. They gave their pa-

tients massive doses of blood plasma intravenously

and improvised a method whereby uniform pressure

could readily be applied to the injured limb with

the idea of forcing or “milking” the extravascular

fluid back into the general circulation. This was

done with an oversize sphygmomanometer cuff

wrapped firmly about the injured part. A pressure

of 50 to 60 mm. of mercury was applied intermit-

tently during the patient’s waking hours.

Under this management a marked increase in

urinary output was observed within the first twelve

hours. The local condition of the injured limb

showed a very rapid approach to normal, the in-

duration and swelling receded in a much shorter

3. Winsburg-White, H. P. : Renal Failure in Air-Raid
Casualties. Brit. M. J., 1;685, May 3, 1941.

4 Patey, D. H. and Robertson, J. D. : Compression
Treatment of Crush Injuries of Limbs. Lancet, 1:780-782,
June 21, 1941.

time than in the untreated cases. Several severe

crush injury cases were reported by them, at least

one of which might have been expected to termi-

nate fatally according to previous experience. All

of their patients ran a mild course and all recov-

ered.

Muscle necrosis is the one etiologic factor com-

mon to all of these cases reported in the literature,

and in spite of early amputation (thirty-six hours

in one case) the time interval between injury and

death was approximately the same as with the

average for the entire group.

Here rests a challenge to those clinicians alert

to the pathologic physiology underlying this rather

new yet vitally important casualty syndrome which

might become of major importance, should aerial

bombing ever strike any of our thickly built busi-

ness and apartment sections without adequate

warning.

HEREDITY AS AN ETIOLOGIC FACTOR
IN CHRONIC ALCOHOLISM*

Frederick Lemere, M.D.

Walter L. Voegtlin, M.D.
William R. Broz, M.D.

Paul O’Hollaren, M.D.

Warren E. Tupper, M.D.

SEATTLE, WASH.

According to Haggard and Jellinek^ about 5 per

cent of all the people who drink alcoholic beverages

are problem drinkers. Just why these are unable to

control their drinking while the remaining 95 per

cent are able to drink moderately is the crux of the

whole problem of alcoholism.

The usual explanation that alcoholism is simply

an expression of an underlying neurosis or inade-

quacy is insufficient, for most of our patients have

become quite normal when they stopped drinking-.

True, alcohol may be an escape from reality, but

many individuals with greater handicaps than the

alcoholic fail to seek this way out. Nor does a criti-

cal review of patients’ histories show that they have

become conditioned to alcohol through environ-

mental association. Rather, alcoholics seem to have

an innate susceptibility to alcohol which we believe

is akin to an allergy to a food or an idiosyncrasy to

a drug.

With this in mind, we have investigated the role

of heredity as a possible etiologic factor in alcohol-

ism.
RESULTS

The results of our investigation can best be pre-

sented in table form. The term alcoholism in this

From the Shadel Sanitarium and Research Foundation
for Alcoholism, Seattle, Wash.

1. Haggard, H W. and Jellinek, E. M. : Alcohol Ex-
plorerd, p. 145. Doubleday, Doran & Co., Garden City, N.Y.
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paper means any drinking serious enough to have

become a problem to the patient, his relatives or

his associates. Included in the family history are

siblings, parents, aunts, uncles and grandparents.

Table 1. Percentage of Alcoholism in the Family History

of Alcoholic Patients as Compared to a Group of
Psychiatric Patients and Normal Drinkers

1. Five hundred alcoholic patients showed a positive his-

tory of alcoholism in family background of 62.4 per cent.

2. Two hundred psychiatric patients with normal drink-

ing habits showed a positive history of alcoholism in the

family background of 28.5 per cent.

3. Two hundred controls with normal drinking habits

showed a positive history of alcoholism in the family

background of 16 per cent.

DISCUSSION

Table 1 shows that patients with alcoholism have

the disease in their family backgrounds about four

times as frequently as normal drinkers. This indi-

cates the specific inheritance of alcoholism in many

cases.

Psychiatric patients give a family history of alco-

holism about twice as frequently as normal drink-

ers. This indicates a nonspecific relationship be-

tween inheritance of psychopathy and alcoholism.

Table 2. Distribution of Alcoholism in the Various

Relatives of SOO Alcoholic Patients

Per cent Per cent

1. No alcoholism 37.6

2. Father’s side only 24.0

a. Father only 11.4

b. Father’s relatives only 3.6

c. Father and his relatives 9.0

3. Mother’s side only 13.0

a. Mother only 0.4

b. Mother’s relatives only 12.4

c. Mother and her relatives 0.2

4. Both sides of family 11.4

a. Both mother and father 0.4

b. Relatives both sides but neither parent 6.4

c. Either father or mother and relatives

both sides 4.6

5. Siblings 14.0

a. Siblings only 2.6

b. Siblings and one or both parents 3.2

c. Siblings and relatives but not parents.. 8.2

100.0

A further breakdown of the results as shown in

table 2 shows the tendency for alcoholism to be

passed down through the father’s side of the fam-

ily. Alcoholism occurring on the mother’s side is

usually present in the maternal uncles or grand-

father. We believe this demonstrates the restraining

influence of society’s opposition to excessive drink-

ing in women rather than any sex linked inherit-

ance. Most common source of inheritance of alco-

holism is the father or the mother’s male relatives.

Another interesting example of the restraining

influences of psychosocial forces on alcoholism are

twelve cases in which the grandfather of the patient

was alcoholic, the parent a total abstainer and the

patient again alcoholic. Total abstinence may be an

equivalent of alcoholism in that patient realizes his

susceptibility to the drug and instinctively avoids

it because of his experience with an alcoholic parent.

The results of this investigation agree with the

figures given by Haggard and Jellinek who state

that 60 per cent of inebriates have parents or

grandparents who were inebriate. We believe that

inheritance of an abnormal reaction to alcohol, in

that alcohol is far more attractive and tempting to

the alcoholic than to the normal drinker, is one

of the basic etiologic factors in this disease.

Treatment directed toward destroying the at-

tractiveness of alcohol in this disease is logical and

is accomplished sometimes by the conditioned re-

flex method.2 The ideal treatment should consist of

the creation of a lasting aversion to the obnoxious

effects of alcohol as well as an attempt to strengthen

the underlying personality inadequacies. The latter

has been tried repeatedly with indifferent success,

but the former is an almost unexplored field. We
believe that there are great possibilities for therapy

along the lines of depriving the excessive drinker

of his abnormal ability to escape reality and obtain-

ing unusual pleasure from alcohol.

SUMMARY AND CONCLUSIONS

1. Alcoholism is four times as frequent in the

family history of the excessive drinker as in the

normal drinker. This indicates that there is a spe-

cific inheritance of the disease in many cases.

2. The inheritance is that of an abnormal reac-

tion to alcohol in that the effects of the drug are

more attractive and less obnoxious than in the

normal drinker.

3. The susceptibility to alcohol is often constitu-

tional and akin to an allergy to a food or an idio-

syncrasy to a drug.

4. There is a nonspecific relationship between the

inheritance of psychopathy and alcoholism.

5. Total abstinence often is an equivalent of al-

coholism in that the individual instinctively avoids

a substance to which he would have an abnormal

reaction.

6. The inheritance is usually through the father

or the mother’s male relatives. This is probably due

to the restraining effect of psychosocial opposition

to alcoholism in women rather than any sex linked

inheritance.

7. We believe that treatment directed specifically

toward depriving the excessive drinker of his ab-

normal pleasure in alcohol is logical and full of

therapeutic possibilities.

2. Lemere, F., Voegtlin, W. U
,
Broz. W. R., O'Hollaron,

P. and Tupper, W. E. : Conditioned Reflex Treatment of
Alcoholism, J.A.M.A. 120:269-270, Sept. 26, 1942,
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OREGON STATE

MEDICAL SOCIETY

MEDICAL LEGISLATION

Oregon’s 41st Legislative Assembly adjourned on March

10. From the standpoint of legislation affecting the public

health and practice of medicine the session was relatively

quiet. Some thirty bills with medical implications were in-

troduced, but the majority of these died in committee. No
bills adversely affecting the public health or medical prac-

tice in any major way were enacted. On the other hand,

several constructive measures were passed.

The Committee on Public Policy received a greater de-

gree of support from members of the Society throughout

the state than at any previous session. This cooperation has

been increasing session by session and is one of the prin-

cipal factors in enactment of constructive legislation and

defeat of unsound measures. Time and time again it was

demonstrated that an e.xpression of opinion from the phys-

icians in their home communities carries great weight with

the members of the Legislature.

The physician members of the Legislature were most co-

operative and helpful. These included Senator Joel C. Booth

of Lebanon, Chairman of the Senate Committee on Medi-

cine, Pharmacy and Dentistry; Senator James A. Best of

Pendleton and Senator H. R. Kauffman of Toledo, also

members of this committee, and Representative F. H. Dam-
masch of Portland, Chairman of the House Committee on

Medicine, Pharmacy and Dentistry, and the only physician

in the House.

The members of the Legislature as a whole were sincere

and hardworking in their endeavors to serve the State dur-

ing this trying period. The point of view of the legislators

on medical measures was almost uniformly sound and many
of them offered valuable suggestions. Particularly note-

worthy was the soundness of the position of the labor

members on medical legislation when the facts were pre-

sented.

SEVERAL IMPORTANT MEASURES ENACTED
Probably the most important measure enacted that af-

fects medical practice was S.B. 284. This provides compen-
sation, under the Workmen’s Comp>ensation Act, to work-
men injured by occupational diseases. The term, “occupa-

tional disease,” is defined to include silicosis, or any disease

or infection which is peculiar to the industral processes,

trade or occupation, or any other disease or infection which

proximately results from involuntary exposure to working

conditions uncommon and unusual to the employment. It

provides for preemployment physical examinations at the

option of the employer. It also provides for a medical

board to review claims in which the decision of the Oregon

State Industrial Accident Commission is not accepted by

the claimant, this board to consist of one physician named
by the Commission, one physician named by the claimant,

and a third physician chosen by the two so appointed or

by the presiding judge of the circuit court of the county in

which the claimant resides or in which the claim arose.

Originally, the measure provided that the claimant might
have a further appeal to the courts, but this provision was
eliminated and the decision of the medical board of review

was made final.

Attention is also directed to S.B. 269 which provides that

employers, who have ten or more employees and who reject

the Workmen’s Compensation Act and who make settle-

ment with an employee for a claim of an injury in the

course of employment, shall be liable for the medical, sur-

gical and hospital care. X-rays, medical or surgical supplies,

nursing, ambulance and related services made necessary by
the injury. Physicians and others must file notice of pend-

ing claims in writing with the employer within 60 days

from the date of the employee’s injury. Fees and other

charges must not exceed those fixed by the schedule of the

Oregon State Industrial Accident Commisssion.

Likewise, of special interest is H.B. 229 which extends

the previously existing law providing for state reimburse-

ment to hospitatls for services rendered indigent victims of

motor vehicle accidents so as to cover nurses, doctors, and

owners and operators of ambulances. Physicians and others

must file with the Oregon State Industrial Accident Com-
mission a statement of their claims for reimbursement on

forms provided by the Commission. Payment of claims will

be made in accordance with the schedules of fees and

charges of the Commission. The vast majority of all phys-

icians’ claims will arise from the care of hospitalized pa-

tients. Since hospital administrators are familiar with the

required procedure, it is suggested that physicians, in pre-

paring their claims, seek the assistance of the management

of the hospital in which the patient was cared for.

The following summary indicates the disposition of all

the important bills relating to public health and medical

practice:

SENATE BILLS ENACTED
S.B. 40. Amends the law relating to exemption from jury

duty. Originally the bill proposed to remove from exemp-

tion physicians, dentists, optometrists, chiropractors, osteo-

paths, Christian Science practitioners, naturopaths and

undertakers, as well as women. The bill was amended to

restore the exemption to physicians and others except wom-
en, and was enacted in this form.

S.B. 74. Amends the law relating to examination and

commitment of mentally diseased persons by providing

that, for the duration of the war and for six months there-

after, in counties having a population of 10,000 or less, one

or more physicians may examine persons for commitment,

instead of two or more physicians as now provided.

S.B. 91. Amends the Osteopathic Practice Act by requir-

ing osteopaths to register annually and pay an annual reg-

istration fee of $5.

S.B. 122. Provides that certificates of birth may be filed

by attending physicians or midwives at any time after

birth.

S.B. 175. Provides for a temporary increase in the annual

registration fee of physicians from $5 to $10 during 1944

and 1945. This measure was necessary to offset the loss of

revenue to the Oregon State Board of Medical Examiners
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caused by the entry of more than 400 physicians into the

military service and reduction in the number of applica-

tions for licensure by reciprocity.

S.B. 223. Amends the Venereal Disease Control Act by

eliminating the requirement that the Oregon State Board

of Health may provide examinations and treatment mate-

rials only to persons who are unable to pay, and by author-

izing the Oregon State Board of Health to provide labora-

tory examinations and treatment materials to physicians

only when the physician certifies that he is making and

will make no charge to the person on whom the tests are to

be made or for whom treatment materials are requested,

for the tests or for services in securing the specimen of body

fluid, secretion or excretion on which laboratory examina-

tion is requested, or for the treatment of such a person

based upon the indications of such tests. The measure fur-

ther provides that the Oregon State Board of Health shall

refuse further to provide laboratory examinations or treat-

ment materials to physicians who violate any of these

provisions.

S.B. 269. See above summary.

S.B. 284. See above summary.

HOUSE BILLS ENACTED
H.B. 77. .Amends the act relating to qualifications for

membership in fraternal societies by providing that appli-

cants may be admitted to membership upon approval of

the medical department of such a society, without an exam-

ination by a legally qualified physician, as previously re-

quired, and by providing that a member of such a society

applying for disability benefits need not be required to pass

a medical examination.

H.B. 101. .Amends the law relating to cosmetic therapy,

among other things by eliminating the provision that elec-

trologists may remove warts, moles or other blemishes, and

by providing for examination and licensure of manicurists

by the Oregon State Board of Cosmetic Therapy Examiners.

H.B. 103. .Amends the law relating to the examination of

handicapped children, by providing that medical examina-

tions shall be conducted by physicians licensed by the Ore-

gon State Board of Medical Examiners and that visual

examinations of the eyes may be made and the findings

certified to by qualified and licensed oculists or optome-

trists.

H.B. 229. Reenacts and extends the previously existing

law providing for state reimbursement to hospitals for serv-

ices rendered indigent victims of motor vehicle accidents so

as to cover nurses, doctors and owners and operators of

ambulances.

H.B. 3S0. Provides that, for the duration of the war and
30 days thereafter, medical officers of the armed forces may
examine and certify any member of the armed forces and
the prospective spouse of such a member who apply for

marriage licenses. Under the previously existing Premarital

Examination .Act, such examinations could only be made by
physicians licensed by the Oregon State Board of Medical

Examiners.

SENATE BILLS DEFEATED
S.B. 30. Proposes that any person otherwise qualified who

is graduated in medicine and surgery from the University of
Oregon Medical School, in dentistry or pharmacy from the
North Pacific College, or in pharmacy from Oregon State
College, and who shall have served at least six months in
the armed forces of the United States during the present
war and has been honorably discharged therefrom, shall be
granted a license to practice the profession in which he
graduated without examination. This bill was in the Senate
Comittee on Medicine, Pharmacy and Dentistry and did
not receive favorable consideration.

S.B. 3U To amend the Medical Practice Act, proposes to
authorize persons whose license to practice medicine and
surpry have been revoked pending appeal from such revo-
cation or suspension order. This bill was in the Senate

Committee on Medicine, Pharmacy and Dentistry and did

not receive favorable consideration.

S.B. 35. To amend the Workmen’s Compensation Act,

proposes to redefine the phrase “personal injury” so as to

mean accidental injury or death arising out of and in the

course of employment, and such occupational disease or

infection as arises naturally out of such employment or as

naturally or unavoidably results from such accidental in-

jury. This was referred to and failed to pass the Senate
Committee on Industries.

S.B. 38, S.B. 43. Propose to establish an Oregon Work-
men’s Compensation Board to aid in the administration of

the Workmen’s Compensation Law and to provide that an
employer may obtain workmen’s compensation benefits for

his employees through the State Industrial Accident Fund,
or a private carrier, or may furnish such benefits himself as

a “self-insurer.” These bills were in the Senate Committee
on Industries and were defeated.

S.B. 77. Proposes to repeal the existing law providing for

state reimbursement to hospitals for services rendered in-

digent victims of motor vehicle accidents. This bill was
referred to the Committee on Roads and Highways and
Medicine and Dentistry, jointly. Did not pass.

S.B. 110. To amend the Workmen’s Compensation Act,

proposes that the act shall be compulsory for employers
whose employees are engaged in hazardous occupations and
provides for the submission of the act to the voters. This
bill went to and failed to pass the Senate Committee on
Industries.

S.B. 112. Identical with S.B. 110, except that there is no
provision for the submission of the act to the voters. This
bill was in the Senate Committee on Industries and failed.

S.B. 119. To amend the Workmen’s Compensation Act,

proposes to redefine “occupational injuries” so as to include

occupational diseases peculiar to the trade or occupation in

which an employee was engaged and due to causes of the

ordinary hazards of employment. This bill is in the Senate

ordinary hazards of employment. This was defeated in the

Senate Committee on Industries.

S.B. 157. Proposes to provide for the location, construc-

tion, operation and maintenance of a state mental sanitar-

ium in Multnomah County and for the submission of the

proposed act to the voters. This bill referred to the Senate

Committee on Public Buildings and Institutions (See com-
ment on H.B. 95) and was not enacted.

S.B. 198. Proposes to require the boards of examiners in

medicine and surgery, osteopathy, chiropractic, naturopathy
or any other forms or methods of healing that hereafter

may be legalized, to file with the Secretary of State an
annual report, indicating the name and address of every

person licensed by the respective boards during the preced-

ing year, the date on which each such license was issued, the

fact as to whether or not each such license was issued after

examination or otherwise, and the fact as to whether or not
the basic science certificate issued by the Oregon State

Board of Higher Education was granted pursuant to exam-
ination or otherwise. This bill was defeated in the Senate

Committee on Medicine, Pharmacy and Dentistry.

HOUSE BILLS DEFEATED
H.B. 95. Proposes to provide for the location, construc-

tion, operation and maintenance of a state hospital for the

mentally diseased in Multnomah County and for submission

of the proposed act to the voters. This bill was reported

back by the House Committee on Ways and Means with

the recommendation that it do not pass. The bill and the

committee report have ben laid on the table. (S.B. 157 is

another bill for this purpose.)

H.B. 127. Proposes to define and regulate the practice of

dentistry and dental hygiene by an agency of the State to

be known as the Oregon State Dental Association, of which
all licensed dentists would be required to be members, in

place of the Oregon State Board of Dental Examiners. This

bill was withdrawn.

H.B. 199. Proposes to reenact and extend the existing law
providing for state reimbursement to hospitals for services

rendered indigent victims of vehicle motor accidents so as

to cover ambulance firms. This bill referred to the House
Committee on Highways and Highway Revenues was not
enacted.
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H.B. 222. To amend the chiropractic law, proposes to

increase the annual registration fee of chiropractors from
$S to $10 and to require chiropractors, at the time of annual
renewal of their licenses, to present proof that they have
attended a two-day educational program conducted by the

Oregon Chiropractic Association. This bill has passed the

House and is now in the Senate Committee on Medicine,

Pharmacy and Dentistry where it has been laid on the table

because of certain differences of opinion among the chiro-

practors.

H.B. 224. Proposes to create a state board of massage
examiners and defines the term massage as the method, art

or science of treating the human body for hygienic or reme-
dial purposes exclusively by rubbing, stroking, kneading,

tapping or rolling the same with the hands, or by rubbing,

stroking, kneading, tapping or rolling the body with any
other agency or instrumentality for the purpose of relieving,

alleviating and reducing affected parts thereof. This bill was
in the House Committee on Judiciary and failed to pass.

H.B. 295. Proposes to provide compensation for workmen
injured by reason of occupational diseases, to provide a

schedule of compensable diseases and to etablish a panel

of physicians to be selected by the Dean of the University

of Oregon Medical School, the State Health Officer and the

State Industrial Accident Commission, from which may be
appointed medical boards of review to pass upon medical

questions involved in appeals from the decisions of the

State Industrial Accident Commission. This bill was de-

feated in the House Committee on Labor and Industries.

H.B. 303. To amend the Workmen’s Compensation Act,

proposes that the act shall be compulsory for employers
whose employees are engaged in hazardous occupations and
to require employers to supply medical and hospital care

and related services, including Christian Science treatment,

unless the employer elects not to be subject to the provi-

sions for this form of treatment. This bill was in the House
Committee on Labor and Industries and was defeated.

H.B. 309. Proposes to require that the funds of all self-

sustaining boards, such as the State Board of Medical Ex-
aminers, shall be paid to the General Fund and to finance

the activities of such boards by general appropriation. This

bill was in the House Committee on Ways and Means and
did not receive favorable consideration.

MORE DOCTORS FOR PORTLAND

Wilson Johnston, Chairman of Procurement and Assign-

ment, has enlisted the help of the Auxiliary in passing out

cards of a census type to be completed by April 1. Oregon’s

quota of military doctors is fifty-six for 1943. Because of

the large influx of defense workers, about this number of

additional doctors are needed in the Portland area. If local

medical services will care for these people, doctors may be

considered essential and stay in the Portland area. Other-

wise fifty-six will be selected from the state for military

service and this number of refugee or otherwise service-

exempt doctors will be brought into the area to care for

the defense workers.

STATE BOARD OF HEALTH

New State Board of Health. Thomas D. Robertson of

Portland was elected president of Oregon State Board of

health at the fortieth anniversary celebration.

Frederick D. Strieker was reelected secretary to the board,

a position which automatically makes him State Health Of-

ficer.

In addition to election of officers the Board ordered com-

pulsory and careful registration of all tourist courts and

auto court tenants, and organization heads were announced.

MEDICAL NOTES

Hospital At Vanport City. Vanport City, between Van-

couver and Portland, will soon be the second largest city in

Oregon. A 135-bed hospital is planned for occupancy by

May 1. It is located on the Northwest corner of Forge Ave.

and Victory Blvd. in about the center of Vanport City. De-

fense workers are pouring into Vanport and O.P.S. is rapidly

formulating plans to give medical service on a prepaid plan.

Moderate dispensary fees are arranged for those not com-

pletely covered by O.P.S. Doctors and nurses are needed.

Contact Oregon Physician Service at 337 Pittock Block,

Portland for further information.

Health Center Near Completion. Umatilla County

Health Center building will be occupied in April as plans

are now made. It is located in Pendleton on the corner of

S. E. Frazer and Third Streets. It will cost approximately

$27,000.

In Memory of a “Doctress.” Pacific University at Forest

Grove is honoring the memory of Oregon’s first woman
doctor by planting a rose garden. Mrs. Elizabeth Perry left

Bloomington, 111. in the spring of 1845 and arrived six

months later in what is now Dayton. Later she moved to a

land claim near St. Helens. She was the mother of fourteen

children. Mrs. Perry was very friendly with the Indians and

frequently acted as interpreter in their dealings with the

Government. On her house there was a metal sign, “Mrs.

E. Perry, Doctress.”

Multnomah Hospital and Clinic admits part pay pa-

tients. Physicians are requested to send a letter with the

patient when requesting admission on a part pay basis. The

care of the patient will be by the regular visiting and resi-

dent staffs who will do their work in the usual manner.

Auxillary Wants Donations. Medical and surgical

equipment of all kinds are needed: tweezers, scissors, small

mirrors, triangular bandages, drugs. Many things are needed

for emergency kits on some of the smaller subchasers oper-

ating in combat zones.

David W. E. Baird, acting dean of the University of

Oregon Medical School has been elected to Membership on

the National Committee for Mental Hygiene.

C. C. Drummond of Klamath Falls will resume active

practice at the Eastern Oregon State Hospital for the dura-

tion. For many years he was a medical missionary in India

and after that worked in the Norfolk State Hospital.

H. M. Francis of Corvallis has been transferred from

Port Surgeon in Portland to a Port of Embarkation at

Camp Stoneman in California.

Donald J. Bourg of Benton County expects to fill the

place in Clatsop County left by E. E. Berg, former county

health officer. Donald C. Prentiss has been helping out with

the clinics.

Major John B. White of Portland was awarded a silver

medal for action in the Papuan campaign in January.

Lawrence K. MacDaniels of Portland, has been ad-

vanced to grade of Captain in Vallejo, California.

Byron A . Nichol has been promoted to Lieutenant Colo-

nel. He has been executive officer in a general hospital in

Hawaii for the past year.

Captain Palmer McKim of Baker is active in the R.A.F.

in England. He recently completed a new course in surgery.

Captain Harry C. Smith, who recently was wounded in

action in New Guinea, has been awarded the Purple Heart.
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Russel W. Enos has been promoted to Lieutenant in

the Medical Corps of the Naval Reserve in Bremerton.

State Bo.ard of Medical Examiners. G. L. Blosser was

oppointed to the board by Governor Snell.

Miss Bertha Hallam of the Medical School Library is

ready to help with your research and reference reading.

Don’t neglect this opportunity.

OBITUARIES

Dr. Andrew Edgar Wrightman died une.xpectedly at

his home in Silverton, March 7. He had not been well since

the death of his son Dr. A. E. Wrightman, Jr., who was

killed in an airplane crash December 17. Dr. Wrightman

was born in St. Ignace, Michigan, October 8, 1876. He
attended Moody School at Mt. Hermon, Massachusetts, and

later Oberlin College, where he studied theology. He re-

ceived his medical degree from Starling Medical College,

Columbus, Ohio, in 1902. He practiced in Mansfield, Ohio

for a short period before locating in Silverton. He was act-

ive in the Knights of Pythias.

Dr. Jacob Arthur Fulton, age 85 years, died after four

weeks’ illness in the Astoria Hospital. He was born and

reared in St. Johns, Iowa. He graduated from Northwestern

Medical College, St. Joseph, Mo., in 1881 and first practiced

in Montana, coming to Astoria in 1883. He was president

of Oregon State Medical Society. He was first president of

the staff at St. Mary’s Hospital following its standardiza-

tion and was instrumental in establishing a nurses training

school. In 1887 he went to Europe for study in Vienna

and Edinburgh.

How.ard Varney of Powers, who is finishing his intern-

ship at San Bernardino hospital, will go to the Mayo
Clinic on a fellowship if he is not previously called into

military service.

SOCIAL HYGIENE MEETING

CENTRAL WILLAMETTE MEDICAL SOCIETY
A meeting of Central Willamette Sociey was held in Cor-

vallis March 4. The subject of the evening was “Blood and

Blood Plasma Administration.” Thomas Robertson of Port-

land gave a paper on “Operating a Blood Plasma Bank,”

while Leo Meinenberg of Portland read a paper on “Indi-

cations for Administration and Types of Reactions.”

CLACKAMAS COUNTY MEDICAL SOCIETY

-\t a meeting of Clackamas County Medical Society E.

G. Chuinard of University of Oregon Medical School gave

a paper on “Backache; Its Causes and Treatment.”

LANE COUNTY MEDICAL SOCIETY

A meeting of Lane County Society was held March 11.

Dr. Dozois of the Lederle Laboratories showed pictures on

“Immunization Against Infectious Diseases.”

MULTNOMAH COUNTY MEDICAL SOCIETY

The regular meeting of Multnomah County Medical So-

ciety included dinner at Multnomah Hotel, Portland, which

was followed by short greetings from Mrs. John Payne,

President of the .\uxillary and by Mrs. George Saunders.

Speakers of the evening were James C. Rettie, Counselor,

National Resources Planning Board and Dr. Frederick

H. Peters, professor of Political Science, Reed College. Mr.

Rettie talked on “Economics of Postwar Planning” with

emphasis on price control, conversion of war industries for

peace use, care of the soldier and his family with extra edu-

cational advantaages, increased public works and full em-

ployment.

Dr. Peters talked on political problems. He elaborated

on the Europ>ean problem of countries and states whose

boundaries are being wiped out and inhabitants moved so

that the old boundaries will never be able to serve again.

We can not go back to the old as it was but must seek

new governments, new divisions and new groups.

UMATILLA COUNTY MEDICAL SOCIETY

.A meeting of Umatilla County Society was held at Pen-

dleton, March 9. Major Paul Bailey of the Walla Walla Air

Base discussed “Bronchoscopy” and Captain Lewis Engelcks

of Pendeton Field spoke on “Parietal Neuralgia.” A large

representation of Army physicians was present. .A lively

round-table discussion ended the meeting.

NEW “BOMBS” PROTECT SOLDIERS
AGAINST DISEASE

America’s fighting men in tropical jungles are now armed
against malaria and yellow fever with a new “health
bomb” that exterminates disease-carrying insects. The new
weapon is an insecticide dispenser that discharges a mist
fatal to disease-spreading flies and mosquitoes, but harm-
less to humans. The six inch metal dispensers, each about
the size of a tin can, are called “bombs” by workmen who
make them at the rate of thousands a day in an eastern
Westinghouse plant.

With the dispenser, the Army hopes to reduce sharply
the casualty rate of past wars, in which disecise incapaci-
tated as many as did bullets. The “health bombs” will be
discharged frequently in tents and barracks wherever troops
are stationed in the tropics, and in the cabin of every air-

plane, military and civilian, that takes off from a tropical

base.

Developed by Young Chemist. Each dispenser is loaded
with one pound of a liquid insecticide developed by Dr.
Lyle D. Goodhue, a young Department of Agriculture
chemist. The insecticide is released as a fine mist that re-

mains suspended in space. In the 12 to 14 minutes required
for complete discharge, one dispenser will fumigate 150,000
cubic feet of space, the equivalent of 240 Army pup tents.

or 50 giant bombers. But the spray can be turned on and off

as necessary. For example, only three seconds are required

to fumigate one pup tent.

Facilities Being Expanded. Manufacture of the dispensers

was begun late in 1942, reported J. H. .^shbaugh. Manager
of the Westinghouse Electric .Appliance Division. .Mready
thousands a day are rolling off assembly lines that formerly
were geared to production of household refrigerators, and
facilities are being expanded at the Westinghouse plants to

turn out dispensers at a daily rate exceeding 10,000.

“With so many of our fighting men in tropical areas,

control of malaria, yellow fever, and other diseases can
become a major problem for the .Army and Navy,” Mr.
.Ashbaugh pointed out, adding: “When Dr. Goodhue and
his colleagues develop>ed this new insecticide mixture, there

arose the need for a throw-away type of dispenser that

would make cumbersome spraying equipment unnecessary.

Under the guidance of the Surgeon General’s office West-
inghouse engineers devised a simple dispenser that could

carry benefits of the insecticide to .American soldiers and
sailors all over the world.” The insecticide is effective

against bugs and insects, Mr. .Ashbaugh said, including

flies, mosquitoes, ants and cockroaches. Experiments are

now being conducted to establish its effectiveness against

other forms of insect life.
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MEDICAL LEGISLATION

TWENTY-EIGHTH SESSION OF STATE
LEGISLATURE

Bills Enacted and Killed Affecting Medicine and

Public Health

SENATE
S.B. 58. By Senators Jackson and Dixon, relates to medical

contracts in workmen’s compensation.

Provided that all contracts for medical, surgical and
hospital care between the employer and any physicians,

surgeons and owners of hospitals or hospital associations

may be terminated by a majority of the workmen employed
by such an employer upon petition made to the Super-

visor of Industrial Insurance. The measure died in Com-
mittee.

S.B. 63. By Senator Baldwin of Pomeroy, relates to sani-

practic.

This measure was the harebrained child of John Lydon,
a Seattle sanipractor who owns and operates a “college”

for sanipractic and who admitted before the Medical Com-
mittee of the Senate that he had four students and a “pro-

fessor” not licensed in the state.

It provided for the creation of a “Sanipractic Physicians

Examining Board” of three graduate sanipractors appointed
by the Governor from a list of five submitted by the Na-
tional Sanipractic Association which is owned, operated

and copyrighted by Lydon himself. The “Board” would
examine, issue and revoke licenses, grant diplomas, grant

reciprocity, etc. The act would have permitted sanipractors

to perform traumatic and orificial surgery, prescribe and
use anesthetics. It would repeal the Basic Science Act
(same as H.B. 408 by Rep. Hartung of Clarkston). The
measure died in Committee.

S.B. 76. By Senator Thomas Bienz of Spokane, exempts
payment of license fees while in service.

Provided that licenses, if valid at time physicians, den-
tists, etc., entered armed forces, shall continue in force

during period of such services unless sooner revoked for

cause (the License Department has been doing this as a

regulation of the department but this makes it legal). This
bill was passed.

S.B. 135. By Senators Zednick and McDonald of Seattle,

relates to handicapped children.

Establishes a division for handicapped children in the

office of Superintendent of Public Instruction, appoints a

Supervisor, authorizes school districts to make certain ex-

penditures for special aid to handicapped children and to

render home aid for eligible children, appropriates $25,000
from state current school fund to Superintendent of Public

Instruction for purposes of this act. This bill passed.

Senate Joint Resolution No. 2 by Senator Kebel Murphy
of Spokane, relates to need for medical and dental care.

Provided for an interim committee of two Senators and
three Representatives to study medical bureaus in state;

to conduct surveys, conduct research, determine medical

and dental care needs and discover abuses and discrimina-

tions which may exist, hold hearings, subpoena witnesses,

etc., and to report to 1945 Legislature. Appropriates $2,000.

Died in Committee.

S.B. 165. By Senator Edwards of Deming (Whatcom),
relates to dentistry.

This measure is an amendment to Dental Law and stipu-

lates that no license can be issued unless applicant is a
citizen of U. S. Was killed on floor of Senate.

S.B. 167. By Senator Kebel Murphy of Spokane, relates to

healing arts.

This measure would repeal Basic Science Law and set

up an Examining Board of one physician and surgeon, one
osteopath and one drugless healer. It died in Committee.

S.B. 181. By Senate Committee on Medicine, Dentistry,
Pure Foods and Drugs, relates to public health.

Authorizes counties, singly or in groups to establish full

time health districts and to levy 4/10 of a mill tax for

maintenance and operation; provides that any city of the
first class within such a district can unite in the program;
provides for Boards of Health in such districts and provides
method of dissolution. In short, it provides for two or

more counties to form a health district, employ a health

officer and staff to service such an area. Was killed in Rules
Committee.

S.B. 212. By Senator Bienz of Spokane, relates to charitable

corporations.

This measure amended Sec. 3879 Rem. Rev. Stat. with

reference to certain charitable corporations to provide that

such a corporation may reimburse subscribers to its services

for any medical or hospital charge which such subscribers

may incur. The measure would, in short, have permitted

nonprofit medical service bureaus to extend state-wide serv-

ices. The intention of the act was considered laudable but

the Insurance Commissioner’s Office claimed that it would
repeal a certain section in the Insurance Code which would
have permitted possible wild-cat operators to exist. Passed

the Senate, died in Committee of the House.

S.B. 218. By Senate Committee on Medicine, Dentistry,

Pure Foods and Drugs, relates to issuance of temporary
licenses.

Authorizes Director of Licenses to issue temporary li-

censes to licensed, qualified out-of-state physicians and

surgeons, dentists, nurses and optometrists until the next

examinations. The act to remain in force until six months
after the war. This is a war measure. It passed.

S.B. 222. By Senator McCutcheon of Steilacoom (Pierce),

relates to practical nurses.

This act was sponsored by the Practical Nurses to com-

bat an “Attendant Nurses” Bill sponsored by the Graduate

Nurses in House. The measure, like the House Bill, would

license practical nurses, create an Examining Board of

three Practical Nurses, one Registered Nurse and one phys-

ician appointed by the Governor. The House Bill, known
as H.B. 192 would hold to the present Nurses Examining

Board and one “attendant or practical nurse.” A measure

similar to these was introduced in the 1941 session and

failed. Both Senate and House measures died in Committees.

S.B. 229. By Senator Orndorff of Spokane, relates to den-

tistry.

This measure would make it unlawful to own or operate

a dental office unless licensed to practice dentistry in the

state; and makes it unlawful for a licensed dentist to work
in such an office unless his employer is a licensed dentist

in state. It died in Committee.

S.B. 251 and S.B. 252. By Senator Zednick of Seattle, re-

lates to adoption; relates to minor children.

These two bills were said to have been created by the

state bar association. S.B. 251 was cited as “The Washing-

ton State Adoption Act” and sets complete procedure for

adoption and repeals the present law on adoption. S.B. 252

was cited as “The Custody .4ct of the State of Washing-

ton.” It provided terms and conditions upon which custody

of minor children may be relinquished or acquired; fixes

penalties, etc., and repeals the present law. Both acts failed.

S.B. 301. By Senator Davison of Seattle, relates to X-ray
diagnoses.

This act provides that X-ray diagnosis may be made only

by dentists or physicians and surgeons. It passed.

HOUSE
H.B. 108. By Rep. Bassett of Tacoma, relates to marriage

licenses.
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This act would require applicant for marriage licenses to

file a certificate from a licensed physician stating that

applicant is not infected with syphilis, thirty days prior to

application for license. It died fn Committee.

H.B. 121. By Rep. Hall of Seattle, relates to taxation of

hospitals.

This measure, which was sponsored by the Building Serv-

ice Employees Union of Seattle (CIO), would tax all hos-

pitals, except those publicly owned and operated up to 20

per cent of charitable work done by such hospitals which

such hospitals may deduct from their taxes or any portion

over 20 per cent charity. If a hospital did only 20 per cent

or less, it would receive no exemption from taxation. The

measure was referred to the Committee on Revenue and

Taxation in the House, where a hearing was held. The
Committee voted the measure out, 19 against and 3 for it.

It died in Rules Committee.

H.B. 127. By Rep. Lauman (M.D.) of Lewis County, re-

lates to maternity homes.

The act defines maternity homes
;
makes it unlawful after

July 1, 1943, to operate such a home without a license from

Director of Health; requires Director of Health to make
periodical inspection and to make rules and regulations

governing sanitation. Annual license fee $25. Bill passed.

H. B. 136. By Rep. O’Brien of Seattle, relates to practice

in hospitals.

This bill reads in full: “All hospitals in this state receiv-

ing exemption from taxation as charitable institutions shall

permit all physicians and surgeons in good standing with

the American Medical Association and all dentists in good
standing with the American Dental Association to use the

facilities of such hospitals in the practice of their profession

without discrimination: Provided, that the practice of any
dentist in such hospitals may be limited to the field of oral

surgery.” It died in Committee.

H.B. 143. By Committee on Dairy and Livestock, relates

to animal diseases.

Appropriates $10,000 for indemnities to owners of cattle

slaughtered in eradication of bovine tuberculosis; appropri-

ates $185,000 for Bang’s disease indemnities; appropriates

$75,000 for salaries and expenses of veterinarians; appro-
priates $7,500 for vaccines for Bang’s disease control. It

passed.

H.B. 179. By Rep. Watkins of Seattle, relates to rest homes.
This measure would grant p>ower to county commission-

ers to license and regulate nursing and rest homes in rural

areas and provides further that a full-time registered nurse

must be employed. Passed House, died in Senate.

H.B. 238. By Rep. Fairchild of Raymond, relates to chiro-

practors.

This bill provided that chiropractors shall be exempt
from taking the Basic Science Examinations and subject

only to the chiropractic laws. We understand that this act

was carried around in the pocket of Rep. Fred Mason of

Vancouver for a week or more. Mason finally got Fairchild

to drop it in the hopper. It died in Committee.

H.B. 240. By Dr. R. William Anderson of Seattle, relates

to dentistry.

This was an excellent measure. It would have prohibited

advertising dentists from soliciting by radio, newspapers,
telephone, mail or handbills. It was directed particularly

at the dentists who advertise for old age pensioners’ busi-

ness. It died in Rules Committee of House.

H.B. 242. By Rep. Riley of Seattle, relates to optometry.
This act, in brief, would have permitted any lay person

to own and operate an optometry office, providing such a
person employed certified optometrists. It’s being done
now; this would legalize it. Passed the House, passed the

Senate. Vetoed by the Governor.

H.B. 245. By Rep. Rosellini of Tacoma, relates to sick

benefits.

This measure creates the “Washington Cash Sickness

Compensation Fund” to be administered by the Commis-
sioner of Unemployment and Placement; requires each
employee to contribute to the fund one per cent of his

wages up to $3000 in any year, the employer to deduct
same from wages; make benefits payable after April 1,

1944; sets a table of classified wages and total benefit cred-

its which vary from credits of $34 for wages from $100
to $125 to a benefit credit of $364.50 for wages over $1800;
sets up an additional schedule of classified highest wages

and benefit rates which vary from a benefit rate of $6.75

for a quarterly wage from $25 to $55 up to a benefit rate

of $18 for a quarterly wage of over $315, etc. The Legis-

lative representative of the Christian Science Church was
much concerned over this measure and fought it. It died

in Committee.

H.B. 256. By Reps. Goucher and Vinje of Seattle, relates

to first aid courses in schools.

This measure would require every elementary school,

from sixth grade up to inaugurate a course in emergency
first aid methods. Passed House, died in Senate.

H.B. 300. By Rep. Ford (M.D.) of Clallam County, relates

to public health.

This, in a measure, is a companion bill to S.B. 181. The
Senate Bill permits formation of Public Health Districts.

H.B. 300 permits such districts to create a “public health

pooling fund,” making it possible for the district health

officer to be paid in one check from one source rather than
receive his pay in several checks from several sources as

exists today. It passed.

H.B. 325. By R. William Anderson (D.D.S.) of Seattle,

relates to dentistry.

This is similar to H.B. 240 by the same sponsor, aimed
against advertising dentists who solicit the business of old

age pensioners, etc. It died in Committee.

H.B. 382. By Georgianna Behm of Everett, relates to drug-
less healers.

This bill calls for a Board of three drugless healers, ap-
pointed by the Governor, to cooperate with the regents

and president of the University of Washington for setting

up a college to teach drugless therapeutics or physio-medi-
cine, the teaching personnel to be drugless healers. The
chiropractic lobby was hot for this one. It died in Com-
mittee.

Sub. H.B. 286. By Judiciary Committee; relates to adop-
tion.

This act is cited as “The Washington State Adoption
Act.” It permits adoption of minor child; provides for in-

vestigation by an approved agency or any other suitable

and proper person as next friend of the child approved by
the Superior Court; grants hearings; adoption decrees shall

provide birth certificates as deemed proper by the Court;
adoption is absolute at expiration of six months with pro-

vision that an appeal may be made 30 days thereafter and
provides, further, that any parent not notified of such

adoption may institute proce^ngs to set aside degree of

adoption, etc. It passed.

SUMMARY
Bills introduced in Senate affecting Medicine and Public

Health, 15.

Senate Bills killed, 10.

Senate Bills passed, 5.

Bills introduced in House affecting Medicine and Public

Health, 14.

House Bills killed, 10.

House Bill vetoed, 1.

House Bills passed, 3.

Total Bills in House and Senate, 29.

Total Bills in House and Senate killed, 20.

Total Bills in House and Senate passed, 8.

Total Bills vetoed by Governor, 1.

The Washington State Medical Association desires par-

ticularly to thank the members of the Senate and House

Committees on Medicine, Dentistry, Pure Foods and Drugs

for their friendly cooperation on legislative measures af-

fecting the professions and public health; the Speaker of

the House, Edward J. Reilly of Spokane, and members of

his Rules and Order Committee; the Lieutenant Governor,

Victor A. Meyers, and the members of the Rules and

Order Committee of the Senate; the Chief Clerk of the

House, S. R. Holcomb; the Chief Clerk of the Senate,

H. H. (Pat) Henneford; the Sergeant-at-Arms of the
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Senate, Joseph B. Mehan and the Sergeant-at-Arms of the

House, W. Newton Fry. The State Association desires also

to thank the many members of the House and the Senate

for their expressions of cooperation and concern over

measures affecting public health and those to serve it.

The medical association is also most grateful for the

interest and cooperation given by the Governor of the

State, the Hon. Arthur B. Langlie, his assistant, Ross B.

Cunningham, and the administrators of the various de-

partments of the state government.

By Committee on Public Relations

Washington State Medical Assn.

George R. Marshall, M.D., Chairman

TEMPORARY MEDICAL PRACTICE
LICENSE

At the request of the national and state Procurement and
Assignment Service, the 28th Session of Washington State

Legislature enacted a measure now a law, which permits

the Director of Licenses to issue temporary certificates to

practice medicine and surgery, dentistry, nursing and op-

tometry to those who can qualify and are licensed in other

states and U. S. territories. The temporary certificate is

good only until the next examinations. So that physicians

may be fully informed, at the request of the State Procure-

ment and Assignment Committee and the Washington State

Medical Association, herewith is published the entire law,

which is known as Senate Bill No. 218:

Be it enacted by the Legislature of the State of Washington:

Section 1. An emergency exists in this state because of

the demands of the armed services for medical physicians
and surgeons, dentists, optometrists and graduate nurses,

and there is a necessity for cooperation on the part of the

state with such Federal agencies as Procurement and As-
signment Service for Physicians, Dentists and Veterinarians

of the War Manp>ower Commission, which have been estab-

hshed and are functioning in cooperation with the several

states, to the end that temporary relocation of medical

physicians and surgeons, dentists, optometrists and gradu-
ate nurses may be effected to overcome acute shortages in

specific localities from time to time. The Legislature, there-

fore, deems it necessary for the protection of the health and
welfare of the people of the state to grant the Director of

Licenses discretionary power to provide for the temporary
licensing of medical physicians and surgeons, dentists, op-

tometrists and graduate nurses admitted to practice such

professons in other states, territories and the District of

Columbia.

Section 2. The Director of Licenses may, in his discretion

and until the end of the present war, in which the United

States is engaged, grant temporary certificates authorizing

the practice of medicine and surgery, dentistry, optometry

and nursing, without examination, by medical physicians

and surgeons, dentists, optometrists and graduate nurses

who are duly licensed and qualified to practice their re-

spective professions under the laws of any other state or

territory of the United States, or the District of Columbia,

and who have applied for license to practice their respective

professions in this state: Provided, That such temporary

licenses shall be valid only between the dates of issuance

and the completion of the next examinations required of

such practitioners under existing laws.

Section 3. Such temporary certificates may be revoked

for the same causes, in the same manner and by the same
procedure at the time existing for the revocation of the

licenses of practitioners in the said respective professions

under the laws of this state.

Section 4. This act shall remain in force for the duration

of the existing war and for six (6) months after the term-

ination thereof by the signing of a definite treaty of peace,

or by the proclamation of the President of the United
States that hostilities have ceased or that the emergency in

justification of extraordinary war-time power no longer

exists.

Section S. This act is necessary for the immediate pres-

ervation of the public p>eace, health and safety, the support

of state government and its existing public institutions and

shall take effect immediately.

MEDICAL NOTES

Example of Hospital Efficiency. A striking example

of efficiency occurred at King County Hospital, Seattle, on

February 18, when a flying fortress crashed into the Frye

packing plant, killing the eleven members of its crew and

twenty packing house employees. An intern at the hospital,

looking out of an upper story window, witnessed the crash

with immediate appearance of flame. He notified the super-

intendent of nurses that an emergency was imminent. She

summoned all nurses at luncheon and those going off duty

for immediate preparation. Staff doctors who happ>ened to

be in the building, interns and orderlies were all summoned
for immediate service. Accordingly, when patients began to

arrive in large numbers, all preparations were made for

immediate attention w’hich was served with dispatch and

efficiency.

Hospitals Exempt From Taxation. Some time ago the

Social Security Board in Seattle ruled that Maynard Hos-

pital should be subject to taxation since less than one-

half of one i>er cent of its income was applied to charitable

work, and in consequence of which it could not be classed

as a charitable institution. After a long period of considera-

tion, the Deputy Commissioner of the Bureau of Internal

Revenue has disregarded findings of the Social Security

Board and announced that the hospital will be considered a

charitable institution as in the past. For the present, at

least, this decision applies to all similar hospitals.

New County Physician. B. V. McDermott of Denver,

Colo., has been appointed county physician in Yakima to

succeed Warren Bacon, who has entered private practice in

Toppenish after brief service, following resignation of R. S.

McGuiness. Dr. McDermott has served as surgeon for

Standard Oil Company in Montana and Wyoming, as well

as for the Union Pacific Railroad for the past ten years. He

is a graduate of Creighton University Medical School.

Health Commissioner Resigns. Frank M. Carroll of

Seattle has resigned from the position of health commis-

sioner in which he has served two terms of five years each.

He is an old resident of Seattle, having lived there for

fifty-seven years. He has been an active factor in the ad-

ministration of health affairs of the city for much of this

time.

New Health Officer Appointed. Arthur L. Ringle has

been appointed county-city health officer at Walla Walla.

He will also serve as district health officer for the tri-

county Walla Walla-Franklin-Benton Counties Health Dis-

trict. He has been connected with the regional office of the

Farm Security Administration in Portland for several years.

New Tuberculosis Hospital. King County Board of

County Commissioners has leased the Meadows Sanatorium

in Seattle which for many years has been maintained for
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nervous and mental patients. It will be used as an addition

to Morningside County Tuberculosis Hospital in George-

town, being utilized for convalescent patients to relieve

the congestion of the county hospital.

Chief Medical Officer at Penitentiary. H. F. Kahler,

who has recently served at Eastern State Hospital at Medi-

cal Lake, has been appointed chief medical officer of the

state penitentiary at Walla Walla. He is a graduate of the

College of Medical Evangelists at Los .\ngeles, and in-

terned at St. Luke’s Hospital at Spokane.

George Parkinson, who has practiced for the last four

years in Winlock, has located in Kirkland, where he will

be associated with the Sherwood Clinic.

C. G. Keigwen has located in Renton, where he will be

associated with H. H. Adams at the Bronson Memorial

Hospital. He has practiced at Evanston, 111.

.Appointed Health Officer. O. G. Kesling of Arlington

has been appointed city health officer, succeeding E. S.

Leach who is now practicing in Seattle.

Isolation Wing. Federal Works Agency has approved a

$47,800 grant for construction of an isolation wing to Clark

County Hospital at Vancouver.

Funds for Hospital Addition. Application has been

made for a SO-bed addition to Kitsap County Hospital at

Port Orchard. This addition is necessary in consequence of

the increased population by reason of the city’s proximity

to Bremerton.

Survey for Hospital. .A federal public health survey has

been requested to determine the possibility of a hospital for

Skagit County, to be located at Mount Vernon. Anacortes

may also be considered for a hospital site.

OBITUARIES

Dr. Walter Kelton of Seattle died March 9, aged 66

years. He had suffered several attacks of coronary affection,

and fell on the street following an acute attack, dying with-

in a few moments. He was born in Sparta, Tennessee,

March 20, 1877. Later he moved to Texas where he lived

during his youth. He was a graduate of the University of

Texas, and received his medical degree from the University

of Pennsylvania Medical School in 190S. He practiced two

years in Ecuador. During World War I he was a captain

in the medical corps, U. S. Army, serving two years in

France. At the end of the war he located for practice in

Seattle. In 1928 he was vice-president of King County

Medical Society. For a year or two he served as medical

director of the Department of Labor and Industries. He
took an active part in various medical interests, as well as

in civic affairs. He was a man of strong personality, with

firm convictions which he maintained with vigor. He will

be long remembered for personal qualities and a vigorous,

active life. He had many friends in the medical profession,

as well as in civic relations.

Dr. Carl O. Lind of Seattle died January 25 from coro-

nary disease, after a short illness, aged 72 years. He was

born in Sweden, and came to the United States at the age

of sixteen, receiving most of his education in Chicago. He
graduated from Rush Medical School in 1901. He went to

Alaska as a medical missionary of the Mission Covenant

Church, being stationed at Nome. He located for practice

in Seattle in 1905, and was in active practice until the

time of his death.

Dr. Lynn S. Van Gorder of Lynden died February 7

after prolonged illness, at 38 years of age. He was born

in Ohio in 1904, coming with his parents to Washington in

1920. After graduation from the University of Washington,

he received his medical degree from Oregon University

Medical School in 1930, serving internships at Swedish and

City hospitals in Seattle. He began practice at Everson,

moving to Lynden two years later, where he practiced

until his final illness.

SOCIETY MEETINGS

CLALLAM COUNTY MEDICAL SOCIETY

Clallam County Medical Society held its regular monthly

meeting, February 16, at Nelson’s Cafe, Port Angeles.

H. S. Jessup of Port Angeles, now in the Army, stationed

at Salt Lake City, Utah, was elected president, E. E. Palm-

quist of Port Angeles was elected vice-president and R. E.

Barker of Sequim secretary-treasurer.

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society met at a regular month-

ly dinner meeting at the Columbia Hotel, Kelso.

Donald V. Trueblood of Seattle gave a most interesting

paper with lantern slide illustrations, on “Skin Cancers.” He
urged the importance of a correct diagnosis in order to

give the proper treatment, whether it be surgery, roentgen

ray or radium. He stressed the fact that most skin types

of cancer can be handled by the general practitioner, if

recognized early and proper treatment instituted. This

was one of the most practical papers the society has heard

for several months, and was thoroughly discussed.

Several of Clark County Medical Society members were

present, including Jack Harrison, president of the society.

Major G. E. Arnold, Regional Northwestern Sanitary

Manager from San Francisco, gave a very interesting talk

on “Gas Warfare.” He described the various safety methods

in case of a gas attack. He urged the cooperation of the

society with the local defense council in training for such

an emergency.

The Auxiliary met at the home of Mrs. Justin McCarthy.

Mrs. Dewey Fritz was the assisting hostess. The entire

evening was spent discussing the Red Cross mobile blood

bank unit which is to be located here in the near future.

KING COUNTY MEDICAL SOCIETY

King County Medical Society held its monthly meeting

March 1, in the auditorium of the Medical & Dental

Building, Seattle, at 8:15 p.m.. President A. J. Bowles pre-

siding.

The following were elected to membership: Dwight S.

Danburg, Vernon O. Lundmark and Theodore T. Robson.

Applications for membership were received from the fol-

lowing: Howard M. Hackedorn, Clarence D. Moffat, Rob-
ert N. Rutherford, H. W. Schryock and J. Earl Taylor.

Since the Council of Social Agencies had suggested that

the society recommend the loan of a U. S. Public Health

officer to serve as city health commissioner, it was voted

that, if King County Medical Society should be consulted

regarding the appointment of a city health commissioner.
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a member of the society should be recommended for the

position if he is qualified and acceptable.

Robert D. Forbes discussed the subject “Progress in

Abdominal Surgery.” He presented a series of clinical cases

illustrating the advances in surgical treatment. These cov-

ered various surgical procedures, together with the use of

the sulfonamides. There were descriptions of poerations and

the successful results in a large variety of cases.

WALLA WALLA VALLEY MEDICAL SOCIETY

The regular monthly meeting of Walla Walla Valley

Medical Society was held at the Station Hospital, Walla

Walla Air Field, Thursday evening, March 11, following a

banquet dinner at the Officers’ Club, at which were present

one hundred and fifty-four doctors or medical personnel of

the armed forces and their wives. Graditude is expressed to

Major John S. Brown, Jr., Commanding Officer of the

Army Air Field for this most enjoyable evening and pro-

gram.

The scientific program was arranged by Major Melvin B.

Watkins of the Station Hospital. Captain Clarence R.

Schmidt gave a paper on “Physiological Aspects of High

Altitude Flying.” Major Melvin B. Watkins gave a paper

on “Recurrent Dislocation of Shoulder” and presented two

cases, one six weeks and the other three weeks postopera-

tive, showing results of the most common tyj)es of surgery

for this situation. Captain Joseph C. Ehrlich gave a paper

on “Management of Cardiac Emergencies.” He strongly

emphasized the proper use of the emergency drugs for all

these heart difficulties.

DEPARTMENT OF LABOR AND
INDUSTRIES

TO ALL DOCTORS AND HOSPITALS OF THE
STATE OF WASHINGTON

We are mailing copies of our New Fee Schedule to aU

Doctors and Hospitals of the State of Washington. If you

do not get your copy by April 10, please notify your nearest

local county medical society office, or the Department of

Labor and Industries office, Olympia.

W. E. Steele, M.D.

Chief Medical Adviser

Department of Labor & Industries

The April educational and enlistment campaign of the

Women’s Field Army in Idaho wiU be extended and intensi-

fied this year, under the direction of the State Medical

•Association Cancer Committee and the Field Army, headed

by Mrs. R. A. Pomeroy of Twin Falls, the new state com-

mander.

New counties and communities are being organized for

the campaign, and the education on cancer control is being

extended into the high schools and junior colleges of the

state. Through the cooperation of the State Superintendent

of Public Instruction, a teaching unit on cancer information

has been sent through County Superintendents to every

high school in the state, and direct to junior colleges, for use

in science and biology classes. It is expected that many

homes will be reached with this information and education

through the students.

The campaign will be geared to reach the general public

also, through the press, radio, use of films, distribution of

literature to men’s and women’s organizations. It is hoped

that many groups will ask for a doctor to speak to them on

cancer from the medical and pathologic angles.

The Idaho State Department of Public Health cooperates

by purchasing some of the educational material and films,

and the health units of the department give cooperation in

the field. The need for cancer education continues great in

Idaho. The Bureau of Vital Statistics of the Health Depart-

ment reports 443 cancer deaths in 1942.

New Hospital in Operation. The U. S. Naval Hospital,

overlooking Lake Pend Oreille, was completed and opened

for patients January IS. The hospital is under the com-

mand of Captain H. S. Harding, M.C., U.S.N. Besides

serving the Thirteenth Naval District, a department will

be provided to care for dependents of naval personnel.

Hospital Suspended. St. Anthony Hospital has been

closed, leaving the city without hospital facilities. This is

due to the inability to secure needed assistance for hospital

maintenance, according to the statement of the owner, Dr.

T. A. Ellison. Efforts are being made to have the city or

county take over the hospital and maintain it.

Everett Jones, Lt. Commander, U.S.N.R., is home in

Boise on a thirty day furlough after seeing active duty in

the South Pacific. He was Chief Medical Officer on the

Cruiser Chicago at the time it was torpedoed.

Ralph Jones, Lt. Senior Grade, U.S.N. R., reported for

active duty at Bremerton, Washington, the fore part of

March.

Robert McKean has received a commission of Lt. Senior

Grade, U.S.N.R., and is to report to Mare Island, Cali-

fornia, the fore part of April.

Walter R. Werelius, who has practiced at Sandfioint

since 1939, has left this city and located at San Deigo,

California. The change of residence was on account of the

health of his family.

County Physician. .At a meeting of the county commis-

sioners at Jerome, in January, Carlyle Small of Jerome was
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appointed county physician, with S. Hopper of East End

as assistant.

Appointed Medical Examiner. T. A. Ellison of St.

.Anthony has been appointed a member of the State Board

of Medical Examiners.

F. A. Schmitz of Weiser has been appointed county

physician to succeed M. S. McGrath.

C. J. Klaaren of Moscow has been appointed county

physician by the Latah Board of County Commissioners,

to succeed D. M. Loehr who has held this position for

several years.

.Appointed County Physician. Walter C. McWilliams,

Lewiston, has been appointed county physician for a two

year period.

OBITUARIES

Dr. William E. Waldrop of Parma died February 27 in

Veterans Hospital, Boise, at the age of 70 years. He was

born at Owenton, Kentucky, in 1873. He obtained his medi-

cal degree from Louisville Medical College, Kentucky, in

1905. He located at Caldwell, Idaho, immediately after

graduation, moving the same year to Parma. He served as

county physician for 1904-1908 while living at Caldwell.

During the past nine years he has served as commandant

of the Old Soldiers Home in Boise. He was closely associ-

ated with the development of Parma and this part of the

state. During the Spanish-.American War he served on a

hospital corps, and while in the tropics contracted an ill-

ness from which he has never been entirely free.

Dr. Francis J. Coleman of Kuna died January 2, at

the age of 78 years. He was born at Ottawa, Illinois, Janu-

ary 1, 1865. He received his medical degree from Sioux

City College of Medicine, Iowa, in 1897. He also gradu-

ated from the Medical College at Buffalo, N. Y. For ten

years he practiced at Everly, Iowa, later moving to Hart-

ley of that state, where he practiced for ten years. For the

past twenty years he has practiced at Kuna. He had an

extensive acquaintance and was connected with the devel-

opment of the country.

SOCIETY MEETINGS

NORTH IDAHO DISTRICT SOCIETY

North Idaho District Medical Society held a meeting at

Lewiston, January 13. The following officers were elected

for the ensuing year; president, A. J. White, Lewiston;

vice-president, J. G. Wilson, Moscow; secretary-treasurer,

Forrest Tomlinson, Lewiston.

SOUTHSIDE MEDICAL SOCIETY

Southside Medical Society held its monthly meeting at

Rogerson Hotel, Twin Falls, Tuesday evening, March 9.

The following new members were voted into the society:

Drs. McClusky, Holsinger, Hoss, Schilt and Kerns.

Ralph Davis, neuropsychiatrist of the Veterans Adminis-

tration, Boise, gave an informal address on the practical

points all general practitioners should have in mind when

diagnosing and treating psychoneuroses in general.

The meeting was well attended and Dr. Davis’ address

was thoroughly enjoyed by all as evidenced by the pro-

longed informal discussion which followed it.

CLINICAL FORUM
PEDIATRIC PROBLEM

.A.K.F., a little girl of 2 years and 9 months was seen at

home, having been suffering two days with a high fever and

cough. Examination revealed a temperature of 103°, red

pharnyx, ears normal, tongue coated; tonsils two plus, right

and left; cervicals, one plus right and left; heart sounds
normal but rapid; fine rales were heard in spots on chest,

but more over the right lower lobe; lips were a little cyan-

otic. She was sent to the hospital.

She was given sulfathiazole; her temperature began drop-

ping and three days later the lungs were clear
;
her tempera-

ture had not been above 99.8° for two days, and she was

allowed to go home. Two days later the mother telephoned

that the child was developing a rash, the description of

which was like measles, although the mother stated the child

had only a little temperature. On the third day of the rash

the mother again telephoned, saying the child had consider-

able temperature, the rash was subsiding, but she was hav-

ing considerable difficulty in breathing. She also stated that

the child had been becoming more and more hoarse and had

practically lost her voice. She again entered the hospital.

Examination showed that she had 103° temperature, 140

pulse, and 40 respirations. At this time her pharynx was red

and swollen; ears a little red; there were ulcers on her

cheeks; a few ralees were to be noted scattered throughout

her chest
;
there was a faint generalized measleslike rash over

the body. Reflexes, etc. were negative, but difficult to be

accurately determined because of the child’s noncooperative

attitude. She also was unable to cry and her breathing was

difficult, although it was just as difficult to inhale as to ex-

hale. Diagnosis was edema of vocal chords, postmeasles.

The next day her temperature ranged from 98.4° to 99.6°,

but her respirations were more difficult, although not so

rapid. The following day her temperature started to rise

again, also her respirations. Temperature was 104°, respira-

tion 60, with an increasing amount of difficulty in breath-

ing; although she was very hoarse and could not articulate,

still obstruction in the intake of air did not seem to repre-

sent the entire picture. She was also unconscious most of the

time, and raised considerable objection when disturbed in

any way. The following night it was necessary to give her

oxygen at times. She seemed to be entirely unconscious,

although objected to treatment.

In the meantime a nose and throat man was invited in to

make suggestions as to treatment. Conditions went from bad

to worse, until finally it was necessary to do a tracheotomy.

Oxygen was given continually in the meantime. As soon as

the trachceotomy tube was introduced, emphysema appeared

in the tissues surrounding the wound, rapidly extending

over the body. Consequently the tube had to be removed.

Even though she appeared to receive adequate oxqgen by

nose and mouth as well as the tracheotomy wound, still she

showed unmistakable signs of distress in breathing. In the

meantime her blood picture was 99 Hb., r.b.c., 5,340,000,

and w.b.c. 22,000, 95 per cent of which were polys. .A throat

culture revealed a staph, aureus.

What is your diagnosis of this condition and how would

you treat it.
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COMMENTS ON OBSTETRIC PROBLEM
IN MARCH ISSUE

First commenator says: The problem as represented leads
one to conclude that the birth canal and its outlet have
never been normal. Since a number of operations have been
necessary in attempts to correct a congenital imperforate
anus, complicated with a rectovaginal fistula, there must be
much scar tissue. The fact that this is a breech presentation
must mean that a poor dilator of the cervix and vaginal
soft parts is descending. Scars such as must be encountered
present a rather inelastic obstruction to an advancing part,
regardless of whether a breech or even a vertex. The least

amount of damage to the mother will occur, and an equal
assumption of viability to the child can be attained, by
doing a cesarian.

Second commentator believes: One would naturally feel,

in studying the obstetric problem, presented in last month's
issue, that a cesarian should be done without any hesitation.

This procedure would appear to be obligatory because of

the situation as brought out in the patient’s history and the
doctor’s examination. It is indeed true that, after various

possibly extensive operations on the vaginal tract, scar for-

mations would present formidable dystocia in the delivery

of a child. The fact that the “cervix was hard to distinguish

and distorted” does not, however, indicate an absolute con-
dition. It is remarkable oftimes how a previously operated
cervix with scar formations becomes so completely relaxed

that the presenting part of a baby is allowed fairly easy
exit. This is to a certain degree also true of a vaginal scar.

In this particular instance one should allow the patient to

go into labor normally and carefully watch the progress in

order that unforeseen complications do not too greatly in-

terfere. It is surprising how the presenting part will gradu-

ally descend, even without Duhrssen’s incisions, although
the likelihood of an episiotomy is great. The advantage of
delivery in this way is that the mortality is smaller than by
cesarian section. It is also all the more likely to preserve for
the girl the desire for other children without the discomforts
of an abdominal operation facing her, should conception
recur.

Third commentator has these views: There are several

important factors to be considered in the management of

this obstetric problem. The patient apparently has some
pelvic pathology because of the difficulty encountered by
several doctors in diagnosing pregnancy. The nature of this

was very confusing to all. Repeated perineal operations for

the imperforate anus must, of necessity, involve consider-

able risk to more operative procedures with danger of infec-

tion and a poor functional result. In addition to this there

is a breech presentation which offers further complication

to the delivery from below.

Because of the previous operative scar, and the unknown
pelvic pathology a cesarean section should not be considered

lightly. However, in view of all these considerations it

would seem best, in order to obtain a living child with the

least amount of danger and risk to the mother, to deliver

this woman by the cesarean method.

Conclusion of the case: A low classical cesarian section

was done without allowing the patient to go into labor, and
a five pound, fifteen ounce male infant delivered. The sec-

tion was rather difficult. The old abdominal scar was excised

and many rather dense adhesions were found involving the

abdominal wall, omentum, intestines and reproductive or-

gan. However, convalescence was normal, and mother and

baby were discharged on the twelfth day postpartum in

good condition, the baby being breast fed.

BOOK REVIEWS
Renal Lithiasis. By Charles C. Higgins, M.D., Cleve-

land Clinic, Cleveland, Ohio, with 18 illustrations. ISO pp.
$3.00. Charles C. Thomas, Springfield, 111., 1943.

This monograph had its origin in the Beaumont Lec-

tures, 1942. It is a well condensed survey of the latest con-

tributions on the distribution, etiology, chemical composi-

tion, diagnosis and treatment of renal stone. Considerable

space is devoted to the study of diets in areas where stone

formation is prevalent, and to experiments in diet, espe-

cially where there exists a vitamin A deficiency.

When vitamin A was completely eliminated from the

diet of experimental animals (rats) in a ninety day period,

71-88 per cent developed bladder stones, and 28-41 per

cent developed renal stones, no stones being found in the

controls. The experiments were then carried out in dogs

and chickens with the same results. The following stones

have been produced exi>erimentally by the author and his

associates: calcium phosphate, calcium carbonate, uric acid,

calcium magnesium, ammonium phosphate, oxamide, sul-

fapyridine and cystine.

There follow reviews of Randall’s calcium plaque pos-

tulate, Rosenow’s focal infection theory, infection of the

urinary tract, hyperparathyroidism, gout, oxaluria, xan-

thinuria, phosphaturia and obstructive uropathies. The
identification of stones by chemical tests and symptoma-
tology are listed. Surgical treatment has its place in the

treatise.

That which most holds our interest is the dietary treat-

ment of renal lithiasis. It is the phase in which patients

are chiefly interested. A close watch of the pH and shift-

ing from acid to alkaline or the reverse is necessary. It is

important to know the composition of the calculi. The

acid ash diet and vitamin A have reduced recurrent calculi

from 16.4 to 4.9 per cent (Higgins). Twinem, at the New
York Hospital, claims a reduction from 28 to S.3 per cent

with similar dietary treatment.

The closing pages are devoted to appropriate diet lists.

The approach to the elimination or avoidance of renal

calculi is on solid ground, experimental and clinical. This

monograph is a handy and valuable aid to the study of

renal calculus disease. A. H. Peacock.

Fractures of the Jaws and Other Facial Bones. By
Glenn Major, B.S., A.M. (in Pathology), M.S. (In Experi-

mental Surgery), Ph.D. (in Surgery), D.D.S., M.D., F.A.

C.S., Pittsburgh. With Chapters on “Radiographic Technic,”

by Lester M. J. Freedman, B.S., M.D., Formerly Assistant

Radiologist, Department of Diagnostic Roentgenology,
Western Pennsylvania Hospital, Pittsburgh, and “War As-
pects of Jaw Fractures,” by Arthur Dick, D.D.S., M.D.,
Major, Medical Corps, U. S. Army. With 22S Illustrations.

446 pp., $7.50. The C. V. Mosby Co., St. Louis.

The author gives a general discussion of fractures of the

jaws and facial bones, and their clinical and roentgenologic

diagnosis. Displacements of fragments and the mechanisms

responsible are ably discussed and well illustrated. The

basic principles laid down for the treatment of fractures of

the jaws are sound and well founded.

Types of fixation include those most commonly used and

many that are seldom used by many oral surgeons. Here

the value of cooperation between physician and dentist in

handling certain types of fractures is brought to the fore-

{Continued on Page 22)
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EDITORIALS

AS A MAN THINKETH
In an unguarded moment one of the “deferred”

members of our profession made the statement,

“any doctor who enlists in the armed forces now
is a slacker.” We wonder! These are times calling

for clear thinking, the placing of first things first,

and least of all the time for those still at home to

cry “boo” in order to bolster their morale, as does

the little boy when surrounded by the uncertain

dark.

Full recognition must be given to the primary

importance of an amply and efficiently staffed medi-

cal personnel for all branches of the armed forces.

In time of war this comes first. To the public this

means that those physicians now serving their coun-

try have passed the necessary physical, professional

and moral qualifications specified by the respective

branches of our armed forces.

Conversely, the public has a right to the assur-

ance that those now serving on the home front are

still there because in the sifting process they have

been deemed indispensable to the community and

professional needs. However, even those, so classi-

fied, should within reason be subject to certain qual-

ifying considerations, submerging the personal de-

sire to the community and national interest at this

time.

Patriotism is a personal quality, inherent in each

individual in varying degrees and intensities, and

cannot be instilled by recruiting offices, or by the

local chairman of the Procurement and Assignment

Committee. These merely provide the outlet for

patriotic service. Some will elect to serve their coun-

try in the armed forces, and some will seek selection

to serve at home.

Self analysis, in the end, will fathom the depth of

patriotism inherent in each individual. It serves

well to eisk: am I too old in body and years to

serve my country efficiently in the armed forces;

am I physically incapacitated by recruiting office

standards from taking my place on the medical

military front; or have I permitted selfish interest,

if physically eligible, to guide my choice, to permit
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my classification as indispensable, willing to work

on the home front until called, protected by quotas,

professional assignments of a nonmilitary nature,

and conducting activities capable of being shoul-

dered by those unqualified to serve actively.

Let us be honest with ourselves. To be physically

fit yet indispensable on the home front means serv-

ice with safety, long hours to be sure, the comforts

of home, friends and adequate income. To be in

active military service spells disruption of home ties,

involving family, friends and business, combined

with the exigencies of service in action and the

realization that in combat even the medical officer

is expendable.

It would seem that any physician meeting these

standards, and having made his choice of serving

his country according to his full measure of patrio-

tism and to his full capacity in the war effort,

whether at home or on the front, will never need to

resort to name calling or self-justification to qualify

or substantiate the choice he has made. “As a man

thinketh in his heart, so is he,” and insofar shall

he be judged by his countrymen in the hour of his

nation’s peril.

THE CHALLENGE OF GASTRIC CANCER
The question of cancer of the stomach is now a

challenge to the whole medical profession. ^lany

papers have been published dealing with it. Atten-

tion is called to the illuminating article in this issue

on this subject by Rockey which deserves careful

reading. What is the present situation regarding

its curability? The New Haven Hospital Tumor
Clinic^ interviewed 158 patients to determine the

length of time from first symptom to the institu-

tion of definite treatment, and it was found that

the medium elapsed time was fourteen months.

When we consider that approximately one-third of

the cancers of the body are in the stomach, that

when they come to treatment 50 per cent are in-

operable and 25 per cent can have palliative opera-

tion only, that there are only between 5 and 7 per

cent five-year cures and 93 to 95 per cent five-year

mortality, do any of us think there will be a ma-

terial reduction in this mortality rate simply by

improving the operative technic on these late

cases?

If not, what can we do about it? Is not the gen-

eral practitioner largely responsible for this condi-

tion? Is he as sensitive to the possibility of cancer

as he should be? Too frequently the delay is too

long before having roentgen examination by a

competent specialist. Too often ulcer cases are

1. Harms, C. R., Plant, J. A. and Oughterson, A. W. :

Relay in Treatment o£ Cancer. J.A.M.A. 121:335-338, Jan.
30, 1943.

treated as just such, when they should be consid-

ered as potential cancers. Should not every ulcer

case that does not respond to treatment or remain

cured be treated as cancer?

Are we making as many gastric analyses as w-e

should, thus ignoring the existence of a cancerous

condition until it is too late to render any service

except palliative? Often we overlook the fact that

the stomach may be the cause of unexplained

anemia, fatigue and other obscure symptoms. With

our present armamentarium we have an opportun-

ity that the past generation of doctors did not

possess.

How long should we be in deciding to give the

patient advice for operative procedure? If he will

not accept it, whose fault is it? If we sincerely and

fully believe in the advice we are giving, we should

be able to draw a sufficiently clear picture so that

the patient can realize it. These are some of the

questions we need to consider. We must not accept

as a factual statement that early symptoms of can-

cer are too obscure to make an early diagnosis.

Here is a challenge that should inspire us to our

best efforts. The patient comes to us because he

wishes relief, not for an hour, a day or a year but

for life. It is our business to know, and should be

equally our duty to draw a word picture that is

clear and distinct. “Six lines may beautifully show

a bird, a thousand lines may hide it in the brush.”

AMERICAN COLLEGE OF SURGEONS
WAR SESSION

Commendation is due the American College of

Surgeons for its activities in presenting programs

under the heading of War Sessions in cities in

various parts of the country. Beginning with St.

Paul March 1, these were continued through twenty

cities, ending with Seattle April 20. They were in-

tended to attract the profession in certain regions

who might be assembled for a one-day stand. Thus,

the Seattle session was announced for the medical

profession in Oregon, Washington, Montana and

British Columbia. The invitation was not alone to

members of the College, but to all physicians in

these states, who attended in large numbers.

The program presented was the same at all War
Sessions. It was replete wdth continuous features

from 9 a.m. to the end of the afterdinner program.

The morning session began with a paper on “The

Role of Emergency Medical Service in Gas De-

fense,” presented by a public health surgeon in

the region where the meeting was held. This was

followed by a paper on “Clean Wounds,” by Major

Hall Seely, Medical Corps, United States Army,
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and “Management of Injuries,” by Captain Wait-

man Walters, Medical Corps, United States Navy.

The afternoon and evening programs comprised

papers by members of the local profession. The

topics for afternoon dealt with injuries of nerves,

tendons, bones and joints, plastic surgery, psycho-

neuroses of war and neurovascular lesions of the

extremities. All these subjects directly considered

war problems. The evening program extended to

wider range of subjects, covering surgical and med-

ical practice, hospital service, medical service in

industry, endemic, epidemic and tropical diseases.

.Authors of papers were from Seattle and Tacoma,

presiding officers being from Spokane, Portland,

Seattle and Vancouver, B. C.

The purpose of these war sessions in various

parts of the country has been to stimulate interest

and activity on the part of the medical profession

in problems pertaining to war injuries, medical de-

fense and various particular lines of practice, in

which it is believed all physicians should be more

concerned. No efforts along these lines which pro-

duce results are superfluous. The papers were pre-

pared with care and presented in an attractive

manner, before very attentive audiences. It is ex-

pected to publish in future issues of this journal

such as may be available for that purpose.

HOSPITALS IN THE UNITED STATES
During our period of war participation so much

has been published in the papers concerning hos-

pital construction that every one has become more

or less hospital minded. Most people, however, have

very little accurate knowledge concerning the hos-

pitals of our country. There is a wealth of informa-

tion on this subject in the Twenty-second Annual

Census of Hospitals by the American Medical Asso-

ciation, published in the March 27 issue of The

Journal of the A. M. A. Anyone wishing exact and

authoritative information concerning the hospitals

of our nation should consult this issue. Reports and

statistics are presented covering all features and

departments of hospital service.

A few striking items are worthy of special ref-

erence. There were 6,345 registered hospitals listed

in the report for 1942. While this is a decrease of

thirteen from the number of the previous year,

there were 59,466 more beds, with 5,285 more bas-

sinets than a year ago, with a total capacity of

1,383,827 beds and 71,448 bassinets. For thirty-one

years prior to 1941, the average annual hospital

facility growth was between 25,000 and 30,000

beds. These figures show that nearly one-tenth of

the entire population became hospital bed patients.

The total number of patients admitted during the

year was 12,545,610, an increase of 8.2 per cent

over the previous year. The total number of patients

operated upon was 5,607,879, or 44.7 per cent of all

admitted for bed care. These surgical operations

were performed at the rate of one to each 5.6 sec-

onds during the year. An interesting statement is to

the effect that 610 hospitals have blood banks; 1741

have plasma banks; 546 have both, while 2,457

have such facilities available.

An interesting report concerns births in hospitals.

During 1941 these numbered 1,670,599, an increase

of 265,659 over the previous year. The popularity

of hospitals for deliveries is shown in comparison

with previous years. Thus, during 1941, 55.9 per

cent of all live births occurred in hospitals. In 1935

the rate was 38.8 per cent, and in 1931, 33.6 per

cent. The largest number of hospital births was ob-

served in the District of Columbia which showed

93.8 per cent, followed by New Jersey with 92.2,

Connecticut 89.4, New York 85.3 and Massachu-

setts 82.1. The average was lower by reason of the

fact that in eighteen states the percentages were

between 50 and 70 per cent and in ten states be-

tween 30 and 50 per cent. The following percent-

ages were recorded for our three states: Idaho 54.9,

Oregon 74.6, Washington 74.9.

These are only a few samples of the instructive

information presented in this report. Details are

recorded concerning all phases of management of

each hospital in every city in the country. This re-

port indicates expenditure of a tremendous amount

of labor and attention to details but it was worth-

while and clearly manifests its importance to every-

one interested in the hospitals of the United States.

SOMMER MEMORIAL LECTURES
The third series of six Ernest A. Sommer Memo-

rial Lectures will be delivered Monday to Satur-

day, May 17-22, at 8 p.m., at University of Oregon

Medical School, Portland. These lectures are a

memorial to one of the best known and well be-

loved Portland physicians. Similar courses of lec-

tures were delivered in 1941 and 1942. An invita-

tion is extended to all physicians to attend these

lectures.

The guest lecturer will be Ernest Carroll Faust,

Professor of Parasitology and Acting Head of De-

partment of Tropical Medicine, Tulane Lmiversity,

Louisiana. The subjects of the lectures will be as

follows: “Horizons of American Tropical Medi-

cine”; “Insects and their Allies as Causative Agents

and Transmitters of Disease”; “Malaria”; “Yel-

low Fever and Dengue”; “Amebiasis and Related

Infections of the Bowel”; “Filariasis.”
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ORIGINAL ARTICLES
TRENDS AND PARTICULARS IN

GASTRIC SURGERY*
Eugene W. Rockey, M.D.

PORTLAND, ORE.

Gastric surgery can be subdivided into three gen-

eral parts, namely, duodenal ulcer, gastric ulcer

and gastric carcinoma. As many gastric surgeons of

wide experience have pointed out previously, there

is as yet no entirely satisfactory operative solution

to the problem of duodenal ulcer. The procedures

of choice cannot be named dogmatically. Many

surgeons have changed their views within the last

fifteen or twenty years. It is these trends, and the

reasons that we are discussing in this paper.

The vast majority, probably at least 80 per cent

of cases of duodenal ulcer, yield to carefully con-

trolled dietetic and medical management. Operative

treatment should be limited to those cases in which

these attempts have failed. We recognize failures by

repeated recurrences, hemorrhage, perforation or

evidence of organic stenosis.

Simple posterior gastroenterostomy was for a con-

siderable time the operation of choice; then pyloro-

plasty with or without excision of the ulcer as ad-

vocated by Finney took its place beside that of

gastroenterostomy. However, there was a compara-

tively high percentage of failures with these proce-

dures, and probably many of the successes came in

that large group which would have been cured under

medical management alone. The advocates of py-

loroplasty have reasoned that, should recurrence

take place, it can be dealt with surgically more

easily than after gastroenterostomy.

The Mayo Clinic reports the following percent-

ages of gastroenterostomy, pyloroplasty and gastric

resection. From 1928 to 1936 there was very little

change in these percentages. Gastroenterostomy was

done on approximately 70 per cent, pyloroplasty on

20 per cent and partial gastrectomy on 10 per cent.

In the five years following gastroenterostomy had

dropped from 70 to 44 per cent, pyloroplasty from

20 to 1 per cent, while partial gastrectomy had risen

to 55 per cent of the cases.

European surgeons carried out the first large

series of cases of the more radical procedure of par-

tial gastrectomy. Gastric resections fall into two

types, as exemplified by the Billroth No. 1 and the

Billroth No. 2 operations with their various modifi-

cations. The advocates of the Billroth No. 1 opera-

*Read before the Annual Meeting of Seattle Surgical
Society and Puget Sound Surgical Society, Seattle, Wash.,
Feb. 27, 1943.

tion point out that it achieves a nearer restoration

to normal anatomic and physiologic conditions in

that the gastric secretions are poured into the duo-

denum and not into the jejunum as is the case in

the Billroth No. 2 type of operation.

The Billroth No. 1 operation has the disadvan-

tage of there being less freedom in manipulation

and suturing of the duodenal stump than there is

with the jejunum. The Billroth No. 2 operation,

whether of the Polya type, anastomosing the entire

open end of the stomach to a lateral opening in the

jejunal wall, or whether this is narrowed down as is

most commonly done by Hoffmeister’s modification,

namely, infolding a portion of the open end of the

stomach lying nearer to the lesser curvature, or by

the less frequently used, more recent procedure ad-

vocated by May, of puckering or pleating in the

stomach wall to narrow the size, is at present used

far more widely than is the Billroth No. 1 type.

The Billroth No. 2 type lends itself to a much more

extensive removal of the stomach than does the

Billroth No. 1.

As surgeons have had a wider and wider experi-

ence with gastric resections, they have found that

the mortality attendant upon this procedure ap-

proaches or equals that of the simple operations.

Why should a patient be subjected to the re-

moval of more than half of his stomach for a duo-

denal ulcer? The answer lies in the now fairly well

proved observation that, if less than half of the

stomach is removed, there is a greater tendency to

formation of stomal or jejunal ulcers, and where

materially more than half of the stomach is re-

moved, there is a definite lessening of these unfor-

tunate sequelae. The hydrochloric acid content is

definitely lessened in a greater proportion of cases

where the more radical resection is done. Hydro-

chloric acid secretion is not totally stopped, and in

a few cases it either persists in high concentration,

or resumes a high concentration at a later period.

Arthur Allen has reported reoperation on several

of these latter cases, where hydrochloric acid has

persisted, and he has found that some of the antral

mucosa had been allowed to remain either as a pro-

cedure of necessity or inadvertently. In two of these

cases the stomal and jejunal ulcers were resected as

well as the remaining antral mucosa, but in one, in

which only the residual antral mucosa was removed,

the jejunal ulcer healed without resection.

Stimulation of hydrochloric acid secretion by ad-

ministration of histamine demonstrates a relative
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increase in many cases which would otherwise seem

to have low acid. Clinically it is not necessary to

have the acid secretion low as shown by histamine

stimulization.

This brings up the problem of the level at which

the duodenum or pylorus should be divided. The

tendency is definitely toward, wherever possible,

amputating below the duodenal ulcer. Every effort

should be made to get below this level in cases of

massive hemorrhage. If due to a low duodenal per-

foration against the pancreas, which latter now be-

comes the base of the ulcer, resection of the duode-

num below this point may be too dangerous either

because of the involvement of the pancreatic and

biliary ducts, or of leaving too short and friable a

duodenal wall to get an adequate closure of the

stump. Should this condition exist, removal of the

antral mucosa, and infolding of the musculature of

the antral portion may be the procedure of second-

ary choice.

McKittrick has suggested and carried out a two-

stage procedure, namely, to leave this antral por-

tion, and complete the remainder of the operation,

and then in a matter of a few weeks reopening the

abdomen and completing the resection of the antral

portion and upper duodenum. He has found that

the physiologic rest given to the ulcer has greatly

lessened its inflammatory character and size. He has

not found that any demonstrable jejunal ulcers had

formed within these few weeks.

In my own experience, as with that of many

others, the weakest point is in closure of the duo-

denal stump. Nissen has published an extensive

article dealing with various procedures to be adopted

under specified conditions. After all that has been

said, it comes down to the problem of using one’s

ingenuity in inverting this stump, and of covering

it with omentum to act as an additional safeguard.

Should one be in doubt as to the integrity of this

closure, I would recommend placing a drain down

to this vicinity but not in immediate contact with

this stump.

The anastomosis between the end of the stomach

and jejunum may be posterior or anterior. The
strongest advocate of the anterior is Frank Lahey.

However, the posterior anastomosis is still the oper-

ation of choice with the far greater percentage of

experienced surgeons.

Each surgeon must choose for himself the pro-

cedure which most appeals to him. A wider ex-

perience with any one type of operation adds facil-

ity in its accomplishment. It seems to lend itself

not only to the surgeon’s hand but to situations

which another surgeon, more familiar with a differ-

ent procedure or technic, would solve in an entirely

different way. Last year in one clinic I saw four

surgeons of national repute perform gastrectomies

for duodenal ulcer. Each used a technic that dif-

fered from all the others. It was the procedure that

lent itself to his hand. This was a splendid example

not only of tolerance, but of the fact that surgery

is an art as well as a science, and an art can never

be successfully standardized.

Whether silk, cotton, linen or catgut is used is

a matter of minor importance. Whether the stitches

are placed just this way or just that way, is like-

wise of minor importance. One material thus placed

appeals to one, another material placed differently

appeals to another. These are things of compara-

tively minor importance. The broad basic principles

upon which the procedure is based and the wise

choice of procedure are of great importance.

In the past it has been the custom to consider

gastric ulcer primarily a medical disease just as duo-

denal ulcer has been so considered. There are many
references in the literature that one should treat a

gastric ulcer medically, and that, unless the symp-

toms subsided and the ulcer become smaller as

shown by roentgenogram and possibly by the gas-

troscope, operative procedure should then be con-

sidered. There is now a very definite and I feel wise

trend toward considering gastric ulcer a surgical

rather than a medical problem.

We know that about 10 per cent of the cases of

gastric ulcer which have been so diagnosed radio-

logically and so considered medically, prove at

operation to be carcinoma. Many of these do not

have an achlorhydria, and some do not have a low

acid. Some of them apparently decrease in size

under medical treatment, and improve clinically,

and yet at operation after a recurrence of symptoms

prove to be rather advanced carcinomas. Arthur

Allen has reported a series of such cases which he

has termed “ulcer-cancers.” Gastric ulcers are not

as amenable to medical treatment as are duodenal.

The percentage of cures is not as high. There is in

my opinion no known way to tell which of these

gastric ulcers will prove to be malignant except by

a complete removal and microscopic study.

I recall one woman, aged sixty years, on whom I

did a gastrectomy four years ago. I handed the

specimen to a very capable pathologist. He made

the comment that it was undoubtedly malignant,

and he added the facetious remark that he could

even see the cancer cells coming through the serosa.

This proved to be a benign ulcer.

Four days later I operated upon a woman aged

thirty-six years. Her gastric content had high acid.
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We believed the likelihood was that she had a be-

nign gastric ulcer, although we recognized the pos-

sibility of malignancy. After gastrectomy we were

in doubt from the gross specimen. Microscopically

it proved to be carcinoma. She died from general

metastases ten months later. This latter case had

been under medical care for three months. Had she

been operated upon at the time her “gastric ulcer”

was first diagnosed her outlook would surely have

been much better.

Waltman Walters and many others have invited

attention to the fact that jejunal ulcer, after partial

gastric resection for gastric ulcer, is an extreme

rarity. With such a good outlook in cases of gastric

ulcer operated upon early, and such a poor outlook

in those cases which prove to be unrecognized car-

cinoma, and on whom operation was thus delayed,

I feel that this trend toward much earlier operation

is sound.

Benign lesions of the stomach are encountered

more commonly at necropsy than clinically or oper-

atively. However, they may be recognized through

the symptoms of either hemorrhage or obstruction,

and confirmed radiologically or by gastroscope, or

finally by operation. The operative removal of these

lesions is most satisfactory in the majority of cases

by partial gastrectomy. Leiomyomas and polyps ac-

count. for the largest number.

As to gastric carcinoma, there can be no ques-

tion as to whether it should be treated medically

or surgically. Treated medically it is hopeless. They

are not benefitted by radiation. However, they can

be diagnosed in many cases earlier than they have

been in the past, and many which had been con-

sidered inoperable can now be removed surgically

with a definite prolongation of life and comfort.

The percentage of operability of carcinoma of

the stomach has unfortunately not risen as rapidly

as has been hoped for. However, it now approaches

SO per cent.

The carcinoma of the stomach with the most

favorable outlook is situated near the pyloric end.

The reason for the favorable outlook is that here it

causes obstruction early, and thus invites the atten-

tion of the patient to his stomach symptoms before

the growth has extended widely as is the case where

it lies on the greater curvature near the cardia.

It is rare that the carcinomatous process extends

across the pylorus down the duodenum. Hence, by

freeing the duodenum and dividing it between

clamps, and then raising the stomach, one can have

greater freedom in doing a very high resection which

is desirable, as many carcinomas tend to extend up

the stomach wall beyond visible or palpable lesions.

This also gives a better chance to remove the lym-

phatic glands which lie in the gastrohepatic omen-

tum.

Subtotal gastrectomies for carcinoma carry a

comparatively low mortality. Many surgeons in

recent years have done such subtotal gastrectomies

even in the presence of obvious metastases in the

liver. Many of these cases have a considerable

period of added comfort and apparent good health

for a period of from six months to two years before

the metastases cause symptoms. Such results surely

justify the procedure.

Total gastrectomies have carried an operative

mortality of approximately 50 per cent. Wider ex-

perience and improvement of operative technic, such

as suturing the jejunum to the under surface of the

diaphragm, thus taking the tension from the anas-

tomosis, are lowering the risk, although because of

inherent difficulties the mortality rate will always

be generally higher than in subtotal resection.

PITFALLS OF GASTRIC SURGERY*
Robert D. Forbes, M.D.

SEATTLE, WASH.

The safety of modern gastric surgery is known to

be the result of the care exercised in carrying out

the many details connected with its management.

Attention is paid to the factor of infection associat-

ed with carcinoma or ulceration, and that evident

inflammatory reaction is controlled as a preopera-

tive measure. With pyloric obstruction, decompres-

sion to permit recovery of tone is essential and in

all patients biochemic factors are carefully ap-

praised. Vitamin deficiency states, dehydration,

emaciation, hypoproteinemia, nutritional edema and

alkalosis are obvious conditions requiring attention.

Surgeons have repeatedly emphasized the impor-

tance of technical errors and have described gastric

physiology after the various types of procedures

employed for carcinoma and ulceration. The fol-

lowing illustrative cases are presented:

GASTROILEAL ANASTOMOSIS
Case 1. O. S., male, age 54, was subject to a pylorectomy

for the cure of an early carcinoma at the pyloric end of the

stomach. The surgeon, who is a man of limited experience,

removed about one-fourth of the stomach and by mistake

anastomosed its open end to the ileum.

The patient’s subsequent recovery was unsatisfactory and
characterized by distress, diarrhea and nutritional deficiency.

Eight months later he was explored by me and the true con-

dition found. 1 then made the error of detaching the anas-

tomosis and performing a proper gastrojejunostomy in a

patient who was inadequately prepared for such a major

procedure. Although he had received three blood transfu-

sions, his plasma proteins were still low as was the vitamin

+ Rpad before the Annual Meeting of Seattle .Surgical
Society and Puget Sound .Surgical Society, Seattle, Wash.,
I"eh. 27, 1942.
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C level. A jejunostomy alone would have been the proper

procedure and enabled him to receive appropriate nourish-

ment.

He lived two weeks, during which time plasma and vita-

mins as well as parenteral fluids failed to correct his defi-

ciency. The postmortem showed practically no healing of

the ileal opening or of the recent anastomosis. Peritonitis

and a subphrenic abscess were present.

GASTRIC RESECTION FOLLOWING PRIMARY
GASTRIC RESECTION FOR DUODENAL ULCER

Case 2. This man is presented because he illustrates inter-

esting features in the management of intractable duodenal

ulcer.

Two years ago a partial gastrectomy, which included

the proximal half of the stomach, was done for a penetra-

ting ulcer on the posterior wall of the duodenum. There was
much induration and inflammatory reaction in the pyloric

and duodenal region so that the resection extended only to

a point one inch proximal to the pylorus. Symptoms of

jejunal ulceration became manifest about six months later.

He was then hospitalized for three weeks and subjected to

an intensive medical regimen. His improvement was slight.

Operation was then carried out for resection of a small

localized ulcer in the jejunum and removal of the small

portion of antral mucosa which had been left at the first

operation. The ulcer in the duodenum seemed to have en-

tirely healed and there was no evidence of induration or in-

flammatory reaction. Four months later, however, jejunal

ulceration recurred and again failed to respond to medical

therapy.

Further resection of the stomach with excision of the

ulcer and an antecolic gastrojejunostomy was then done. A
concomitant jejunostomy was also made with a size four-

teen whistle-tip catheter. This latter was of the greatest

value during the next two weeks when the stomach seemed

to function poorly. Through it was given liquids, sedatives

and the Scott-Ivy pabulum in adequate dosage to maintain

nutrition. He still carries this catheter which will be re-

moved in the next day or two.

Follow up note: (April IS) Roentgenogram shows the

stomach to be functioning normally and the jejunum to be
free from evidence of jejunitis. The patient has gained

weight and his digestive capacity is adequate.

COMMENT

One is again impressed with the importance of re-

moving all antral mucosa when partial gastroectomy

is done for duodenal ulcer and the ulcer itself is not

removed. When the gcistric acidity is high, removal

of one-half the stomach is sometimes not sufficient

as in this case. Theoretically, 80 per cent of stom-

ach should be removed to control acidity but when

this is done, certain nutritional disturbances and

deficiency states are prone to arise and counteract

the benefit from the low acidity. A second gastric

resection done for jejunal ulceration has a mortality

in e.xperienced hands of about 25 per cent.

HEMINEPHRECTOMY FOR CALICEAL
CALCULUS*

Alexander H. Peacock, M.D.

SEATTLE, WASH,

The theory of renal calculus formation, develop-

ing on the papilla, has been well established. Ran-

dall has made an exhaustive study of this phenome-

non, showing clearly that calculus does develop

upon the papilla near the collecting tubule, to form

calcium plaques. Here the stone builds up and is

temporarily attached.

Another factor in the escape of these stones is

the shape and size of the infundibulum which con-

nects the calix with the renal pelvis. If it is of wide

calibre, the calculus can readily pass on to the pel-

vis and down the ureter. Where a narrowing or con-

striction of the infundibulum occurs, escape is im-

peded or denied. The calculus will then continue to

increase in size, becoming encysted in the calix.

These caliceal stones may be single or multiple.

Not infrequently the multiple ones coalesce, then

extend down the infundibulum to the pelvis to form

the so-called staghorn calculus, creating a complete

cast of the pelvis and calices.

The particular feature I wish to call attention to

is that the original calcium plaque remains behind

after removing the stone and the tendency for this

plaque to form subsequent stones. After removing

a stone by nephrotomy we are often embarrassed

later by the recurrence of stone, usually at the same

location in the kidney. With the knowledge of the

presence of these plaques, the explanation of re-

current calculi is cleared up.

When stones form in a hydrocalix, what is the

best surgical measure to prevent their return? May
I illustrate this point by reciting a case history:

CASE REPORT

F. H., a male of 36 years, born in Idaho. There is no

calculus history in his family. His father died at 42 years

from influenza; his mother is living and well at 63 years.

One brother died in infancy, one by accident; one brother

is living and well.

This patient had average health, suffering only measles,

mumps and chickenpox as a child. The first symptoms oc-

curred two years ago, namely, a dull backache and in-

creased frequency of urination. Urologic examination dem-
onstrated a calculus in the superior calix of the left kidney.

A nephrotomy was done at Swedish Hospital with good
recovery and relief for a year’s time. However, the dull

pain in the left side of the back returned.

In October, 1941, Dr. T. W. Blake made an intravenous

urogram study. A second calculus had formed in the same
hydrocalix. Report of the roentgen examination showed the

stone to be about one inch long and one-half an inch wide,

apparently in the superior calix. There was a constriction

below it. All the calices had rather narrow ducts into the

•Read before the Annual Meeting of Seattle Surgical
Society and Puget Sound Surgical Society, Seattle. Wash.,
Feb 27, 1943.
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pelvis. The pelvis on both sides was rather small. On Octo-

ber 31, the patient sought relief of his pain.

Physical Examination: Male, S feet 10J4 inches tall,

weight 174 pounds; blood pressure, systolic 122, diastolic

70; pulse 70, temperature 98.4°, respiration 18, at 2:30 p.m.

He was well nourished, and had the appearance of good
health. The teeth all were present, some filled, no pyorrhea.

The left ear drum was perforated, hearing normal, no evi-

dence of sinus disease. Thyroid prominent. .Abdomen re-

laxed well. The viscera could not be palpated. Tbe right

kidney not felt, but the left was slightly tender on percus-

sion in the flank. The lower urinary tract seemed normal.

The urine was cloudy, yellow, specific gravity 1.027, re-

action acid 21°, albumin trace, indican and sugar nega-

tive.

Microscopic: Moderate number of pus cells, red cells

few, gram-negative rods. Blood count: hemoglobin 15.6

mg., erythrocytes 4,830,000, leucocytes 9,350, neutrophiles

out of the wound. A rubber catheter compressed the renal

artery and veins. The calculus could be easily identified by

palpation. A V-incision in the kidney embraced all of the

superior calix, leaving the healthy, middle and inferior cal-

icos. Mattress sutures of dulox with pieces of fat tissue to

prevent cutting by the suture and, also important, two
bands of ribbon gut, as recommended by Didisch and used
by Lowsley, secured perfect hemostasis. The wound was
closed in layers, using one Penrose drain. The patient was
discharged on the eighth postoperative day healed.

On December 9, a left pyelogram was made. The kidney

shows the absence of the superior calix. No stone is ob-
served (figs. 3 and 4). Urinalysis on January 8, 1943:

clear, yellow, specific gravity 1.027, acid 10°, albumin nega-

tive, indican negative, sugar negative. Microscopic: occa-

sional leucocytes.

There is nothing unusual or extraordinary about

Fig. 1. Control film, showing calculus in left kidney.
Fig. 2. Intravenous urogram, showing calculus in di-

lated, superior calyx on left side, with good functional
output of the dye in right kidney.

Fig. 3. Shows a catheter in left ureter, lower pole of

53 per cent. Blood chemistry: urea nitrogen 10.8 mg.,

creatinine 1.57 mg., nonprotein nitrogen 34.0 mg.

November 3, an intravenous urogram was made by Dr.

H. E. Nichols. Again, a conical-shaped calculus was seen in

the upper pole of the left kidney. The pattern of the other

calices was usual and the function average (figs. 1 and 2).

.Apparently, this calix was so changed that calculus

formation here were inevitable. Heminephrectomy to re-

move this portion of the kidney was decided upon.

November 16, the patient was admitted to Providence

Hospital and surgery was done the following day. .An an-

esthesia, pentothal, 1.5 mg. intravenous. The former surgi-

cal scar was excised, and the kidney dissected and brought

kidney visible and no calculus present. This was taken
after resection of superior calyx.

Fig. 4. After operation and removal of calyx and upper
pole of left kidney. Shows retrograde pyelogram with
normal filling of middle and inferior calices.

this case. It does demonstrate the source of a re-

curring calculus, the tendency of stone to form in a

calix and the futility at times of simply removing

a calculus from a calculus-forming cavity. Resection

of such calices is a conservative method of treat-

ment.
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AMPUTATION ANESTHESIA BY FREEZING*
Edwin A. Nixon, M.D.

SEATTLE, WASH.

During the past six years experimental work with

reduced temperatures and tissue reaction has re-

sulted in a valuable additional anesthetic for use in

surgery of the extremities. Fay’^^ was among the first

to present the results of lowered temperatures on

the growth of cancer and embryonal cells. He sug-

gested hypothermia as a physical form of therapy

and not a cure for cancer. Later Allen^ presented a

report of the use of ice in amputating for peripheral

vascular disease.

Unwarranted hopes of a “cancer cure” resulted

from misinterpretation of the freezing reported in

the medical column of a popular weekly news maga-

zine. Paul de Kruif has not yet explained this can-

cer cure to his readers in a widely read monthly

magazine.

The purpose of this paper is to report some per-

sonal experiences with amputations, using refrigera-

tion anesthesia. When I was first asked to do an

amputation of the leg, using ice in producing the

anesthesia, I immediately thought of a personal ex-

perience in the use of ethyl chloride, and of the

pain I had suffered during its local use for incision

of a boil. However, the technic outlined by Allen

involves a different method of freezing.

Allen and Grossman^ enumerate the following

advantages of the refrigeration method
: ( 1 )

simple

and efficient anesthesia, involving protoplasm as

well as nerves, and adhering closely to Crile’s theory

of anociassociation
; (2) accordingly, absence of all

usual signs of shock following amputation, espe-

cially in poorly nourished elderly patients for whom
any other type of anesthesia spells death, often dur-

ing the operation; (3) reduced liability to pain,

edema, infection and necrosis, with the aid of post-

operative cooling which reduces tissue metabolism

and theoretically arrests bacterial activity; (4)

consequently lowered mortality; (5) slower but

healthier healing processes and better than average

final result with scar and stump.

Graham^ believes that reduced temperatures in

surgery will be of great value as improvements are

made in the technic employed. McElvenny® has re-

•Read before the Annual Meeting of Seattle Surgical
Society and Puget Sound Surgical Society, Seattle, Wash.,
Feb. 27, 1943.
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ported the value of refrigeration in prolonging the

safe period before embolectomy and especially as

an anesthetic agent in traumatized and potentially

infected extremities.

I have used freezing anesthesia in five thigh am-

putations for gangrene. These patients were poor

risks, including one case of Buerger’s disease, three

arteriosclerosis and one of diabetes. Obviously it is

necessary to improve the patient’s general condition

preoperatively so far as possible. Attention to the

vitamin C level and the use of nonabsorbable su-

tures” seem to improve the rate of wound healing.

SEDATION

Surgeons differ in regard to the amount of seda-

tion they use before application of the ice. A drink

of whiskey was reported satisfactory by one. How-
ever, senile lack of cooperation and emotional dis-

tress associated with the thought of losing a leg are

factors which require the use of sedatives in larger

doses. Surgical experience and careful analysis of

each patient are necessary to determine the cor-

rect dosage, as no definite rule can be followed.

However, the patient should be assured of a good

sleep the night before surgery. The following morn-

ing nembutal, grains 1.5, is given one hour before

applying the ice. A small dose of morphine or an

H.M.C. No. 2 thirty minutes before icing is of

definite value in getting better cooperation from

the patient.

I have erred on the side of oversedation due to

personal bouts, both with preoperative jitters and

with long continued unrelieved postoperative pain.

Insufficient sedation is almost criminal negligence,

and the guilty surgeon should be punished by hav-

ing an experience comparable in anguish to that

suffered by the patient. On the other hand, the cost

of pain relief should not be too high. Contraindica-

tions to morphine and depression of the cardio-

respiratory mechanism must be considered.

ISCHEMIA

After sedation, several ice bags or collars are ap-

plied to the leg at or slightly above the proposed

level of the tourniquet. The tissues are numb and

application cf the tourniquet is not painful. Pre-

liminary elevation of the extremity or the applica-

tion of an esmarch type of bandage, unless contra-

indicated by infection, helps in producing an avas-

cular field for surgery. Sometimes it is more con-

venient for the hospital personnel if the surgeon will

use a dye to mark the three levels for (1) skin in-

cision, (2) bone amputation and (3) tourniquet.

5. McElveuny, R. T. : Present Status of Cooling- Limbs
in Preparation for Surgical Procedures. Am. .1. Surg.,
58:110-112, Oct., 1942.

6. Nixon, E. A. : Three C's of Surgical Healing. North-
west Med., 41 : 129-131, April, 1942.
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TOURNIQUET

Even though a few turns of rubber tubing may
produce adequate pressure for some surgeons, the

method usually is annoying to patients, nurses and

interns, and is inefficient for good surgery. I believe

that a pneumatic tourniquet with a gauge is indis-

pensable. From eight to twelve pounds of pressure

is required for amputation through the thigh or leg.

Contrary to the general rule, the continuance of

pressure for two, three or even four hours does not

interfere with healing, nor does it damage the tis-

sues even in advanced arteriosclerosis.

Allen’^ has demonstrated that, if a tourniquet is

applied to the limb on an experimental animal dur-

ing fifty-four hours of refrigeration with the skin

temperature at approximately 5° C., the blood does

not clot, the vessels do not suffer damage resulting

in subsequent thrombosis, and skin and other tis-

sues remain fresh and intact. Davis showed a num-

ber of years ago that skin can be preserved in an

ice box for several days and then utilized for skin

grafting. The tourniquet must be placed at such a

level as to permit freedom in handling the extremity

and adequate space for surgical cleansing and drap-

ing.

FREEZING

A rubber sheet is placed under the extremity and

the entire surface of the leg and thigh covered with

about a two-inch thickness of ice. The head of the

bed should be raised to permit drainage of water

from the melting ice. If the patient is strong enough

and amputation is to be done below the knee, he

can sit in a chair with the leg immersed in a bucket

of cracked ice. A skin temperature of about 5° C.

is optimum and does not result in actual freezing of

the tissues. The time required varies somewhat,

being about two and a half hours for a low or mid-

thigh amputation, two hours for the upper third of

the leg, and one and a half hours for the toes or a

metatarsal amputation.

SURGICAL PROCEDURE

The patient is removed to the operating room

with the extremity encased in ice. This is removed

only when each member of the surgical team is

gowned and gloved, solutions and instruments

ready, and when someone is sitting at the head

of the patient to reassure him and watch for unto-

ward developments. The solutions and instruments

should be cooled by immersing the basins in ice

baths. Skin preparation and draping should be

completed rapidly.

7. Bancroft, F. W., Fuller, A. G. and Ruggiero, W. F.

:

Improved Methods in Extremity Amputations for Diabetic
Gangrene. Ann. Surg., 115:621-627, April, 1942.

AMPUTATION

One often sees attempts to save the knee joint in

extensive gangrene of the extremities. This conserva-

tism increases the morbidity and also often necessi-

tates secondary amputation. Bancroft, Fuller and

Ruggiero^ have suggested a modification of the

Callender operation with particular reference to-

ward preserving the collateral superficial blood sup-

ply about the knee, and the production of a well

padded stump adaptable to an artificial leg. The

technic is described by Fuller is as follows:

“A circular incision is made at the level of the insertion

of the patella tendon in the tubercle of the tibia. The skin

and fascia are incised in the primary incision, and as they

are incised they are held together by skin clips in order to

prevent subcutaneous fat from separating from the fascial

sheath. This technic is carried out in the entire circumfer-

ence of the extremity, completely dividing the fascial en-

velope and skin together. The patella tendon is then tran-

sected above its insertion to the tibial tubercle; following

this the biceps tendon is cut near its insertion at the head

of the fibula, exposing the lateral border of the popliteal

space. If no tourniquet is used, the finger is inserted into

the floor of the popliteal space through the loose areolar

tissues, and the vessels and nerves are lifted from the floor

of this space. A tape is passed around the vessels and tied

securely. The vessels are clamped distal to the tape and
the vessels and nerves cut. The lateral hamstring tendons

are then transected. A towel clip is then placed on the

divided patellar tendon and the anterior aspect of the flap

is raised, revealing the ramifications of the quadriceps bursa.

“From this point forward all structures are sleeved out,

using Mayo dissecting scissors and closely following the

margins of the femur. With the index finger of the left

hand, to guide the scissors, the fascial attachments along

the epicondylar ridge and the femur itself are separated.

This coning-out process is carried out until all fascial at-

tachments of the femur are freed to the desired level, pref-

erably the junction of the middle with the lower third of

the femur, well above the condyle. The muscle is then pro-

tected either by moist towels or with a metal cuff, and a

Gigli saw placed about the shaft of the femur. The femur

is then transected, the towel or guard removed, and the

entire skin and muscle allowed to drop back over the end

of the femur.

“At this stage the vessels which have been grasped

earlier by the tape may be individually isolated, ligated and

cut. The sciatic nerve is identified, dissected upward, in-

jected with alcohol, and ligated. The patella is excised

from the patellar tendon and the wound allowed to drop

back together. The clips which join the fascia to the skin

are removed, the fascia loosely sutured, and if there is no

infection and no drainage is anticipated, the wound is

loosely closed with interrupted silk. There is no tension.”

Where refrigeration is employed it is unnecessary

to place a tape about the vessels, as a tourniquet

controls the bleeding. A hand saw may be more

convenient than the Gigli type, and cotton or wire

superior to silk as suture material. It is technically

impossible to employ skin clips to unite the fascia

and skin in obese patients; I prefer towel clips.

POSTOPERATIVE CARE

Dressings are applied to the stump sparingly in

order to permit the use of ice bags around the stump
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for about four days. The stump may be defrigerated

gradually by removing the ice bags individually,

beginning on the third day. Generally the patient

may resume normal eating after surgery with atten-

tion being given to control of pain which is thought

to be less than that following other types of anes-

thesia. Stitches must remain in place longer than

usual because refrigeration delays healing.

Following is a brief summary of the histories of

five patients on whom I have done amputations,

using refrigeration anesthesia:

Case 1. M. R., a 26 year old male Jew who had Buer-

ger’s disease for five years. He received temporary relief

of pain and a slowing of the progress of the disease from

a bilateral lumbar sympathectomy. He received no relief

from Soap Lake water. He refused to give up smoking.

When amputation was permitted, the patient was ex-

tremely emaciated and had severe pain from a gangrene

extending half way up the legs. There was a bilateral flex-

ion contracture, making the application of ice a diflicult

nursing problem. However, the skin temperature was re-

corded at 3° C. after one and a half hours of refrigeration.

He was given 1.5 grains of nembutal by mouth and an

H. M. C. No. 2 one hour before refrigeration was begun.

He became restless due to a delay in surgery and the

H. M. C. was repeated.

He was obviously oversedated, but never complained at

any time when the nerve was severed or the bone sawed,

and his pulse varied less than ten per minute. He was com-
paratively free from pain the same night and requested

that the other leg be amputated as soon as possible. He
suffered no shock and seemed to relish food for the first

time in months. However, in spite of no rise in tempera-

ture or increased pulse rate, he died suddenly on the third

postoperative day, death being attributed to a pulmonary
embolism. \ postmortem was not obtained.

Case 2. M. T., white female, aged 67, with uncon-

trollable diabetes and gangrene of the right foot. A mid-
thigh guillotine type amputation under refrigeration anes-

thesia was rapidly done. Diabetic management was effective

postoperatively. The patient left the hospital only to re-

turn two weeks later with a wound infection. This was
controlled by strict attention to the diet and insulin and
local sulfanilamide irrigations of the wound. The patient

was later discharged in good condition. She stated that the

pain of the infection bothered her more than the imme-
diate postoperative pain.

Case 3. M. F., white male 76 years of age. Had a pain-

ful gangrene of left foot due to arteriosclerosis. Right leg

had been amputated ten years before because of the same
condition. He was a most uncooperative patient, and was
oversedated because of the impossibility of placing ice any-
where near the bed, much less the leg.

He arrived in surgery pulseless and not breathing, but
after stimulation and carbogen inhalations a midthigh am-
putation was done in fifteen minutes. The wound healed

well and patient ate and slept well. However, he expired

thirty-six days after amputation, due to prostatic abscess. I

did not consider this to be the result of the amputation.

Case 4. G. L., a very poor risk, senile male of 84 years

with arteriosclerotic gangrene of right foot. A midthigh
amputation was done under refrigeration anesthesia and
wire sutures and ligatures used throughout. There was pri-

mary healing of the wound and the patient left the hos-

pital much improved.

Case 5. V. O., white female 82 years of age with arterio-

sclerotic gangrene of the left foot which caused her much
pain. A supracondylar amputation described by Fuller

was done on the left thigh. She spoke about her operation

on leaving the surgery, felt quite well, and had a good
appetite the next day. She appeared to have little pain.

There was no elevation in temperature but on the third

postoperative night a sudden uncontrollable and unaccount-

able pulse rate occurred. She expired from cardiac collapse

and postmortem was refused.

Operations were performed on the last four pa-

tients at King County Hospital.

The mortality rate in the above small series is

40 per cent but with any other type of anesthesia it

might have approximated 100 per cent either from

the effect of the anesthetic or from postoperative

shock during the recovery peiiod. All of these

wounds were closed loosely and no drains were in-

serted. Except in one instance, with death attrib-

uted to pulmonary embolism, no postoperative pul-

monary complications occurred. Postoperative dia-

betic control is much easier after refrigeration than

after other types of anesthesia. Schiebel® has report-

ed his sucessful application of the freezing method

in diabetic patients.

Undoubtedly anesthesia by freezing can be very

useful in elderly poor risk patients, with arterio-

sclerotic or diabetic gangrene. The availability of

small portable refrigeration units makes this method

useful in war surgery for amputation of trauma-

tized and infected extremities.

Successful application of refrigeration anesthesia

stimulated Mock^ to use this method in skin graft-

ing. He reports twenty-four cases as follows: “Two
hours preoperatively, the nurse applies ice bags

snugly to the donor side. At operation no other

anesthesia is necessary, ice bags are removed, site

prepared with alcohol, and Thiersch or split-thick-

ness grafts removed. Remainder of technic follows

usual pattern. Refrigeration offers possibilities in

many surgical procedures. Unquestionably it sim-

plifies skin grafting.”° ° SUMMARY
1. Refrigeration anesthesia is a relatively simple

and efficient method for reducing the shock of am-

putation by more complete anociassociation, and

reduces liability to edema, infection and necrosis

of the stump. Postoperative pulmonary complica-

tions are markedly decreased and gastrointestinal

disturbances eliminated.

2. A low thigh amputation should be done in poor

risk elderly patients, the Fuller sleeve method being

preferred.

3. Adequate sedation is important, although the

cost of pain relief should not be too high in cardio-

respiratory complications.

8. Schiebel, H. M. : Use and Bvaluatioii of Anesthesia
by “Freezing” for Surgery of the Extremities in Dia-
betic Patients. North Carolina M. J., 3:227-229 May,
1942.

9. Mock, H. E., Jr. ; Refrigeration Anesthesia in Skin
Grafting. Bull. Amer. Coll. .Surgeons, 28:56, Feb., 1943.
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MANAGEMENT OF TRAUMATIC INJURIES
OF THE HAND*

William B. Hutchinson, M.D.

SEATTLE, WASH.

More than ever the present emergency has made

it imperative that home front surgeons pay special

attention to traumatic injuries of the hand. The

Pacific Northwest has overnight become industrial-

ized, and, conforming with the law of averages,

there has been a tremendous increase in the number

of injuries involving the hand.

The hand is the most exposed and most frequent-

ly injured part of the human body. Uncovered and

unprotected, it touches, feels and works with all

the objects of our external life. It has the largest

area of cortical representation. It is composed of

compact and efficiently balcmced muscles, tendons

and joints, motor and sensory nerves. Bulk and pro-

tection are sacrificed to efficiency (there is nothing

to spare), each part is essential and reduced to a

minimum. It is relatively poor in blood supply and

several degrees lower in skin temperature than most

other parts of the body. There are no lymphatic

nodes in the hand or forearm and lymphatic infec-

tion passes unopposed to the level of the elbow and

axillary space.

Boeing Aircraft figures emphasize today’s im-

portance of the hand. Seventy-five thousand cases

of all types of injuries are handled by the Boeing

hospital each month. Sixty-five per cent of these,

or 48,750 individuals, come each month with in-

juries of the hand. This figure again accounts for

65 per cent of all the man hours lost.

It is apparent that a serious personal responsibil-

ity rests with each physician who attends these

injured workmen, not only as a service to individ-

uals but a worthwhile contribution to national de-

fense. Experience has demonstrated that adoption

and practice of meticulous observance of fundamen-

tal principles in the primary treatment of injuries

of the hand will return injured workmen to active

work with minimal morbidity and preservation of

maximal functional results. It is to be emphasized

that the ultimate result in each case is in direct

proportion to the care with which each principle of

treatment is complied with.

FUNDAMENTALS
A careful, thorough preoperative examination of

the injured hand. It can be done in a few minutes

and by simple quickly applied tests. One can de-

termine the specific nerves and tendons injured and

the general nature and extent of the injury. This

*Read before the Annual Meeting of Seattle Surgical
Society and Puget Sound Surgical Society, Seattle, Wash.,
Feb. 27, 1943.

preoperative knowledge is of inestimable value dur-

ing the course of operation and is a direct guide to

necessary treatment.

Preparation of the wound. It must be assumed

all wounds are contaminated, but within four to six

hours from the time of initial injury bacterial in-

vasion has not taken place. This is the vital pro-

phylactic period. Within this time it is possible to

convert a grossly contaminated wound into a clean

one. This is best accomplished by abundant use

of a bland neutral soap and sterile water. All wound

recesses should be exposed and properly cleaned,

with removal of blood clots and gross foreign ma-

terial. This procedure should consume from ten to

thirty minutes. If this method is properly employed,

chemical antiseptics of any kind are unnecessary.

Debridement. This is a relative treatment and its

application is determined by the indications of each

individual case. It is only another step in the process

of converting a contaminated into a clean wound.

It should include removal of all contaminated and

devitalized tissues.

Primary suturing of nerves and tendons. Maxi-

mum functional results are not to be expected in

the presence of infection; hence the preparation of

the wound and the time limit of four to six hours

is of utmost importance. If all foregoing principles

are observed, individual methods of coaptating

nerves and tendons are of secondary importance.

Dressing and splinting. Rest is a fundamental

law of nature and the omission of this requirement

is often the only missing link between failure and

success. Properly applied compression dressing pre-

vents secondary edema, stagnation of venous and

lymph flow, pooling of secretion and separation of

tissues. Place the hand in the position of function

with wrist fully dorsiflexed and fingers abducted

and flexed at 35° to 45° of flexion. Do not fail to

place the hand or fingers in the position of rest fol-

lowing suture of devitalized nerves or tendons.

Personal methods are of secondary importance.

With this in mind I present the methods employed

by the County Hospital hand service under the

guidance of Dr. Homer Dudley:

1. Preoperative examination is done with nose

and mouth adequately covered and the use of sterile

gloves and Instruments; radiographs when indi-

cated.

2. Preparation of the wound. The hand and arm

are placed on a very secure arm rest, washed over a

Kelly pad. A tourniquet is used to obtain a blood-

less field and never anything smaller in width than

a blood pressure cuff is used. This is first well

padded with cotton.
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3. Debridement is accomplished by removal of all

tags and devitalized tissue. Special attention is paid

to those parts which may be of considerable aid in

future reconstructive surgery.

4. Suturing of tendons and nerves is a specialized

major operation and is never an office procedure.

The future economic destiny of the injured person

frequently depends upon the functional results ob-

tained. Sutures should be of the smallest size ade-

quate for needs; stainless steel wire and silks as

indicated. Do not fail accurately to suture superfi-

cial fascia over reunited tendons to prevent crip-

pling adhesions.

5. Dressing and splinting. Sterile sponge rubber is

used to obtain a well fitting compression dressing.

Anterior plaster of paris splints, so-called specialist

plaster, maintains the hand in the position of func-

tion. We never use a circular application of plaster

on the hand and forearm.

Dr. Kock states: “The fate of the injured hand

rests with the first person who treats it. What is

left undone or what fundamental principles are ig-

nored at the time of initial treatment are in exact

proportion to the end results.”

By the application of those measures known to

produce the maximal functional results, it is the

duty of all of us to employ them in the best interests

of injured workmen and a personal contribution to

national defense.

PERSONAL EXPERIENCES IN TREATMENT
OF COISIMONER DERMATOSES

Thomas S. Saunders, M.D.

PORTLAND, ORE.

The practitioner who consults dermatologic text-

books for help in the management of the commoner

skin diseases will find such an abundance of mate-

rial that he is likely to be more confused than as-

sisted. Numerous remedies are offered, usually with-

out any reference to personal preference or practi-

cability. It is my purpose to present measures and

methods which have given me the best results in

the diseases to be discussed. This presentation is

limited to such measures as are available to the

general practitioner, such esoteric modalities as

roentgen ray and radium having been purposely

omitted.

INTERTRIGO AND TINEA CRURIS

These two different diseases, related by the anat-

omy which they often mutually involve, usually

require different treatment. All too often intertrigo

is aggravated by fungicidal treatment, whereas

soothing measures in tinea cruris hardly suffice. The

distinction is an easy one to make. Tinea has a

well defined border from which the fungi can be

demonstrated without difficulty. Intertrigo almost

invariably has a fissure in the lowest portion of the

apposed surfaces, and an ill defined border. Tinea

cruris usually clears up in a couple of weeks with

the daily application of a mild sulfur-salicylic (2

per cent) ointment. Another good treatment is

Whitfield’s ointment in quarter strength (see be-

low). In prescribing salves for use in the groin, I

disregard the textbook injunction to avoid greasy

applications in this area. Incidentally, my experi-

ence with tinea cruris has been confined to males.

I have never seen it in a woman.

Intertrigo is a far less satisfactory condition to

treat. The disease, once well established, has a re-

markable chronicity. Here, because of the mois-

ture inherent in the condition, I avoid using salves,

and rely on calamine or some similar drying lotion.

I feel that, if calamine won’t cure it, then nothing

will. The act of prescribing something different

every week is a mistake. None of these cases get

well in one week. Pick out a reliable remedy and

stick with it. When infection (usually staphylococ-

cic) is superimposed, I find a 2 per cent aqueous

solution a sovereign remedy for clearing it up. In-

tertrigo is one of the very few conditions for which

I use ultraviolet light, feeling that its use con-

tributes considerably to a speedier cure.

INFECTIOUS ECZEMATOID DERMATITIS

This condition, often secondary to some infected

wound on the lower extremities, is one that occurs

quite frequently in those employed in the building

industries. I find that, almost uniformly, the appli-

cation of any salve (including the current favorite,

sulfathiazole) tends to make the condition worse. In

fact, I believe that it seals up the exudate, always

present, and “forces” the absorption of bacteria

and their products into the blood stream, with the

production of new lesions at sites far removed from

the injury. Patients often remark, “I put a salve on

the sore, and it spread all over.” Only the relatively

innocuous nature of the invading organisms saves

the patient from a speedy demise.

Application of wet dressings of potassium per-

manganate (1-3,000) and the use of the same medi-

cament in a bath (1-30,000) is a very efficient

measure. It seems to me that the skin returns to

normal more quickly after the use of potassium per-

manganate than after using other remedies which

may be more bactericidal (aluminum subacetate,

mercuric chloride). I agree with the current derma-

tologic opinion that there is little to be gained by

administration of the sulfonamide drugs in non-
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febrile conditions; that more harm than good may
come of it.

IMPETIGO CONTAGIOSA

I am firmly convinced that there are two t}T)es

of impetigo, staphylococcic and streptococcic. The

former is not easy to clear up, the latter is a very

simple matter. The streptococcic type is character-

ized by the thick, more-or-less golden, “honey”

crusts. It responds quickly to the use of ammoni-

ated mercury ointment (2 to 5 per cent), and par-

ticularly to the application of sulfanilamide (4 per

cent) in aquaphor. The staphylococcic type is char-

acterized by bullous lesions (impetigo of the new-

born) or by thin, varnished crusts, smaller and

more discrete lesions. This type responds poorly to

salve of all types, the usual story being, as in in-

fectious eczematoid dermatitis, that the application

of an ointment (ammoniated mercury, sulfathia-

zole) made the condition spread. Gentian violet (2

per cent aqueous) is almost specific for staphylo-

coccic impetigo. Its use on the exposed surfaces is

sometimes impractical, in which case I use ultra-

violet light and advise the applications of 1-1,000

mercuric chloride wet dressings. Strangely enough,

sometimes calamine lotion dries up staphylococcic

impetigo, but here one runs the risk of sealing up

an exudate.

VERRUCAE

I regard electrodesiccation as the treatment of

choice in ordinary verrucae. Even so, I see patients

with warts that “have been burned off twice” or

scars on the fingers from the ultrasuccessful re-

moval of warts. It is a delicate matter. If you burn

too deeply, you get a scar; if you don’t burn deeply

enough, the wart recurs.

A few points in the electrodesiccation of warts

bear repetition. First, anesthetizing the nerves at

the proximal joint (with warfs on the finger) is

less painful than anesthetizing the tissue about the

wart, as a rule; second, a tourniquet about the

base of the finger tends to make the operation a

bloodless one; third, stop the desiccation when the

wart gets “puffy,” which means that the wart has

been separated from its base by steam. The wart

can now be lifted out of its bed. I regard it as good

policy to desiccate the base, even though this may
delay healing a little bit. Because the tissues have

been burned, they are slow to heal, and it is usually

a matter of two weeks before healing is complete.

Gentian violet (2 per cent) is probably the most

satisfactory postoperative dressing.

While I regard the use of bi- and trichloracetic

acid on warts as inefficient, there is one type in

which it works almost like magic. I refer to the so-

called “venereal” wart, or verruca acuminata. I am
unable to explain this highly selective efficiency,

but am happy to report its almost miraculous re-

sults.

ECZEMA

The most valuable agent I have (roentgen rays

excluded) is crude coal tar paste. The formula is:

Crude coal tar 2-5 per cent

Lanolin, sufficient to mix
Zinc Oxide 2-5 per cent

Petrolatum q. s.

I regret to state that there are more failures than

cures with it. I use it simply because I don’t know
of anything more efficient. However, there are two

conditions in which it is of signal service. I refer

to infantile eczema, which it often clears up regard-

less of etiologic factors, and eczema of the legs.

Two points regarding tar paste are worth men-

tioning; first, it rarely causes any irritation; and,

second, it works well even in the presence of mois-

ture. Two disagreeable features are its color (which

none can deny) and a reputed tendency to produce

pustular folliculitis. I have rarely seen the latter,

in spite of a long experience with the salve, yet I

do not prescribe it in secondarily infected eczemas

because they do better if the tar treatment has

been preceded by some antiseptic measures.

CONTACT DERMATITIS

One of the most characteristic features of con-

tact dermatitis is intense itching. It is for the relief

of this fury that the patient puts “everything in the

drug store” on his already inflamed skin. IMy ex-

perience has been that salves, regardless of what is

in them, fail to relieve itching in contact dermatitis.

If anything, they prevent the dissipation of the

heat from the lesion, and make the itching more

intense. Many patients find that the application of

calamine lotion or rubbing alcohol brings relief. In

cases of intense itching (localized) I prescribe con-

tinuous wet dressings of aluminum subacetate, one-

half per cent. If the itching is generalized, baths

are the only effective relief (starch and soda, oat-

meal).

DERMATOPHYTOSIS OF THE FEET

Whitfield’s ointment (compound ointment of

benzoic acid) has been the most effective measure

in my experience. I have failed to see much benefit

derived from powders, paints or camphor-phenol

(and have seen some superficial burns from the

last named). All too often the patient makes an

attempt to “kill the germ” with some strong rem-

edy and we are called upon to treat a contact der-

matitis before we can get on with the dermatophy-

tosis. Exudative states should be cleared up with

wet packs of potassium permanganate (1-3,000)
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before attempting the use of salves. In chronic ec-

zematous conditions of the feet, fungous in origin,

crude coal tar paste is sometimes very effective.

SCABIES

There are numerous treatments for scabies, and

I think I have prescribed, at one time or another,

practically all of them. I have recently used benzyl

benzoate and I find that it is not entirely reliable

nor is it particularly pleasant to use. The alcohol

in it causes burning in excoriated areas, as might

be expected. I have come to rely on the old favor-

ite, sulfur and balsam of peru, 10 per cent of each

in lanolin and petrolatum. I find the patient with

scabies is not interested in the elegance of the

pharmaceutical preparation. He simply wants to

get over the itch and will use anything, and I mean

anything, that he thinks might hasten the cure.

ROSACEA

I have seen so many spectacular cures from local

treatment of rosacea, that I wonder if there are any

internal factors involved. It used to be taught one

should never prescribe anything stronger than cala-

mine lotion in rosacea, and “attention should be

paid to diet, intestinal tract, nervous state, etc.” I

have had many patients who have almost run the

entire gamut of medical examination and treatment

clear up under local applications. Formerly I used a

strong sulfur lotion, but first I now prescribe Dari-

er’s paste, for which I am indebted to Dr. S. W.
Becker (figs. 1 and 2). The formula follows:

Resorcin 75

Sulfur precip 2.2

Zinc oxide

Starch aa 6.

Lanolin
Petrolatum aa 7.5

Fig. 1. An unusually extensive case of rosacea.
Fig. 2. Same case several months later after extraction

of infected teeth and application of sulfur lotion.

PSORIASIS

Chrysarobin is the most effec-

tive local measure in the treatment

of psoriasis, but its use has been

so abused that it has a bad repu-

tation. If the customary injunc-

tion to avoid use in acute psoriasis

(very uncommon) and on the

scalp and face are observed, good

results usually follow. A good sub-

stitute (but nevertheless inferior)

is dihydroxy-anthranol (cignolin)

which is used in ointments in one-

half per cent strength.

At the present time I am think-

ing a clinical study of the use of

sarsaparilla in the treatment of

psoriasis and expect to furnish a

report on it in the near future.

FURUNCLES

The dermatologist (fortunately, I think) sees

very few cases of furuncle. It is a distressing ex-

perience to see a patient have “one boil after an-

other” in spite of everything you can do. I join

others in condemning the use of ethyl chloride

(local) anesthesia for incision of boils. If anything,

the pain is increased, because one has to press

harder on the inflamed area in order to pass the

knife through the frozen area. I agree that the most

painless technic is to infiltrate the skin overlying

the boil with novocaine (2 per cent solution), in-

sert the knife horizontally through the anesthetized

area and then bring it up through the skin. In this

way pressure on the inflamed area is minimized.

Another good remedy is sulpho-lac (Kelgy lab-

oratories). For recalcitrant cases I prescribe:

Betanapthol 2

Sublimed Sulfur 4

Balsam of Peru 15

Lanolin
Petrolatum q. s 30

This is a very strong salve and should not be

used unless the above have failed.

SUMMARY
Some personal experiences in management of the

commoner dermatoses have been presented with

the idea that they might be of value to general

practitioners. - Measures not generally available

have been omitted from consideration, and an at-

tempt has been made to emphasize the single rem-

edy which usually works, rather than supply a

host of remedies as it customary in most textbook

presentations of the subject.
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USE OF NEW EPHEDRINELIKE DRUG IN
HAY FEVER AND ASTHMA*

Alan J. Friedman, M.D.

SEATTLE, WASH.

AND

Armand E. Cohen, M.D.

LOUISVILLE, KY,

For the past few years in treatment of allergic

diseases there has been constant striving on the

part of physicians to attain the therapeutic effects

of epinephrine without the objectionable side effects

such as nervousness, insomnia, tachycardia, etc. An

important factor in this research has been the at-

tempt to find a compound which was active on oral

administration.

In the Allergy Clinic at Louisville City Hospital,

we have been testing the efficacy of various syn-

thetic ephedrinelike drugs. This study is limited to

nethamine hydrochloride.**

chemistry and pharmacology

This compound is a tertiary amine known chemi-

cally as levo-l-phenyl-2-methyllethylamine 1 -pro-

panol hydrochloride with the structural formula as

follows:

CcHsCHOH-CHCHa-NCCHa) (C2H5)

HCl
The drug is very stable and solutions of it are not

decomposed following exposure to light and air.

Recently pharmacologic studies were reported,^'-®

indicating that there is little difference in the tox-

*Read before a meeting of Ohio Valley Allergy Society,
Cincinnati, April 19, 1942.
From Department of Internal Medicine, Division of

Allergy. University of Louisville School of Medicine.
This work was done under a grant from the Wm. S.

Merrell Company and the drug was kindly supplied by
this firm.

1. Becker, T. J., Warren, M.R., Marsh, D. G. and Shel-
ton, R. S. : Pharmacological Studies on levo-N-Ethyl
Ephedrine Hydrochloride (Nethamine Hydrochloride).
Toxicity and the Effect on the Respiratory and Circula-
tory Systems. J. Pharmacol. & Exper. Therap., 72:3, May,
1941.

2. Warren, M. R., Becker, T. J., Marsh, D. G. and Shel-
ton, R.S.; Pharmacological Studies on levo-N-Ethyl Ephe-
drine Hydrochloride (Nethamine Hydrochloride). Effect
on Bronchioles, Uterus, Small Intestines, Stomach and
Pupil. J. Pharmacol, and Exper. Therap. 72:44. May, 1941.

icity of this compound and ephedrine. These re-

ports show that levo-n-ethyl ephedrine hydrochlor-

ide produces a negligible amount of central nervous

stimulation upon the experimental animal. It re-

laxes the smooth muscle of the bronchioles to ap-

proximately the same extent as does ephedrine and

produces a decrease of tone and of peristalsis in the

smooth muscle of the gastrointestinal tract. Its ef-

fect upon the uterus is an increase of the tonus of

the uterine musculature and an elimination of indi-

vidual contractions. It is interesting to note that 80

to 100 per cent of the levo-n-ethyl ephedrine hy-

drochloride, when given to normal individuals, was

excreted unchanged within twenty-four hours.

CLINICAL STUDIES

In diseases such as asthma and hay fever it is a

very difficult undertaking to set up a system of

controls. This is true because of the particularly

individualized nature of allergic reactions. There-

fore, in comparing this compound with others of

like pharmacologic action, we decided to use the

preparations during alternating weeks on the same

patients. With an eye to the daily pollen count we

ran a series of patients, testing them with netha-

mine hydrochloride and comparable doses of ephe-

drine sulfate in normal saline. We were interested

in the amount of relief afforded by each of these

preparations and the toxic effects brought on by

their use. During this time the patients were de-

prived of any treatment except the drug being

tested for that week. We discarded any beneficial

effects which we felt were due to the fall in pollen

count rather than the drug itself.

Our series of cases consisted of fifteen patients,

observed from the first week in September, 1941,

until the middle of November, who were questioned

carefully on each visit concerning the clinical relief

and the occurrence of nausea, vomiting, insomnia

and nervousness, resulting from the compound being

used for that week. Results are shown in figure 1.

Case Allergy

l.L.C. 19 yr.

white male.

Bronchial

asthma

;

House dust

2. F.A. 22 yr.

white male
Bronchial

asthma

;

Ragweed and
H.D.

3. G.D. 41 yr.

colored female
Bronchial
asthma

;

Rag. and
H.D.

4. M.P. S6 yr.

white female
Rag. Hay
fever and
bronchial

asthma.

Ephedrine Sulfate

No improvement on .13 Gm.
per day. No attacks and no
side effects on .16 Gm. per

day.

Unable to continue due to

nervousness and nausea.

Vomiting on .14 Gm. per

day. Cut to one attack per

week.

Only able to take .086 Gm.
per day. Nervousness 3 plus.

Symptoms relieved.

Nethamine

.16 Gm. per day did not pre-

vent attacks.

Symptom free on .13 Gm.
per day. No side effects.

Fine results. No attacks on
.086 Gm. per day. No toxic

effects.

Severe “burning” in stomach
and nausea on .13 Gm. per

day. Able to tolerate .086

Gm. p>er day. Symptoms re-

lieved on that dose.

Remarks

Necessary to start immuniz-
ing shots and epinephrine.

During final week on netha-

mine, patient began to have
spells resembling paroxysmal
tachycardia.
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Case Allergy

5. J.S. 78 yr.

white male
Rag. H.F.

6. C.C. 40 yr.

colored male
Rag. H.F.

7. F.C. 25 yr.

colored female
Rag. H.D.
H.F.

8. S.E. 49 yr.

white female
Bronchial
asthma

9. A.G. 69 yr.

white male
Bronchial

asthma,
H.F.

10. M.R. 46 yr.

white female
Bronchial

asthma

11. M.N. 30 yr.

white female

Bronchial
asthma

12. .A..M. 41 yr.

colored female
Bronchial
asthma

13. S.D. 50 yr.

colored female

Rag.; H.F.

14. M.Y. 19 yr.

colored female
Bronchial
asthma

15. M.P. 43 yr.

white female

Rag. and
H.D.; H.F.

Ephedrine Sulfate

Itching and sneezing stopped
on .13 Gm. per day. Nerv-
ousness 2 plus.

Nervous and dizzy on .13

Gm. per day. Able to take

.086 Gm. per day with symp-
tom relief . Palpitation 1 plus.

Moderate symptom relief on
.13 Gm. per day. No nerv-

ousness.

No relief. Nervous 1 plus

with some nausea on .17 Gm.
per day.

Still required 1-3 injections

of epinephrine per week on
.17 Gm. per day. No side

effects.

Complete symptom relief on
.043 Gm. per day. Insomnia
and nervousness 2 plus.

Unable to take after 4 doses

due to nervousness and pal-

pitation.

Symptom relief but 2 plus

nervousness on .13 Gm. per
day. No side effects on .086

per day.

Clinical relief on .086 per

day. Nervousness 2 plus.

No improvement on .17 Gm.
per day. 1 plus nervousness.

No relief on .13 Gm. per day
or .17 Gm. per day. No side

effects.

Nethamine

No relief on .13 Gm. per

day. No nervousness.

Slight nervousness on .13

Gm. p>er day. No side effects

and complete symptom relief

on .086 Gm. per day.

Nausea and 3 plus nervous-
ness on .13 Gm. per day.

No relief on .17 Gm. per

day. No side effects.

Required 1-2 injections of

epinephrine per day on .17

Gm. per day.

Complete symptom relief on
.086 Gm. per day. No side

effects.

Slight relief on .086 Gm. per

day. Nervousness 4 plus.

Symptom relief on .13 Gm.
per day, but insomnia and 2

plus nervousness. No ill ef-

fects on .086 Gm. per day.

Fine results on .086 Gm. per

day. No side effects.

Good results on .17 Gm. per

day. No side effects.

No relief on .13 Gm. per day
or on .17 Gm. per day. No
side effects.

Fig. 1. Clinical report on fifteen patients.

Remarks

Therapy discontinued due to

pollen count.

Patient has mitral valvular

disease. Palpitation with
ephedrine, but none with
nethamine.

Discontinued early due to

fall in pollen count.

Returned to epinephrine
therapy.

Psychoneurotic tendencies.

Patient constantly bothered

by chronic G.U. complaints.

The number of cases which were benefited by the

use of the two drugs is sho\3Ti in fig. 2

.

Clinical Value Nethamine Ephedrine

Improved 8 7

Unimproved 7 8

Improved when the other 4 3

drug failed - (27%) (20%)
Fig. 2. Cases benefited by use of the two drugs.

Side Effect Nethamine Ephedrine

Nervousness 3 10

Insomnia 1 1

Nausea-vomiting 2 3

Palpitation 0 2

Fig. 3. Toxic effects in clinic patients.

One of us (A.C.) observed a series of cases in his

private practice throughout August and September,

1941. There were thirteen cases of ragweed asthma

being treated with .13 grams of nethamine hydro-

chloride per day. Of these, nine were afforded very

little clinical relief, while four showed good im-

provement. During this time he saw eighteen cases

with ragweed hay fever devoid of asthmatic involve-

ment. Six showed little or no improvement, while

twelve were definitely benefited by use of nethamine.

The clinical results of all cases, private and clinic,

treated with nethamine are shown in figure 4.

Allergic Condition Improved Unimproved
Bronchial .\sthma 11 (48%) 12 (52%)
Hay Fever (Rag.) 14 (61%) 9 (39%)

Fig. 4. Clinical results in all cases treated with nethamine.

Also he used preparations which combine netha-

mine with aminophylline wdth aspirin and wdth

phenobarbital. There seemed to be some advantage

in these combinations, but there was a marked ob-

jection due to the frequent sensitivity to aspirin

and phenobarbital. In order to avoid these sensi-

tivities, he has been using a compound consisting of

nethamine gr. carbromal gr. 3, and theophylline

isobutanol gr. Of the thirteen cases of peren-

nial asthma treated with this compound, ten showed

good and three poor results. Two cases of acute

urticaria showed no improvement with this therapy.

CARDIOVASCULAR EFFECTS

Among the most important drawbacks in the use

of epinephrinelike drugs has been the marked pres-

sor effect and frequency of tachycardia. It was felt

that it would be interesting to see what nethamine

would do on a controlled series of patients.

A control series of blood pressures and pulses was

taken on a group of ten medical students. These

readings were made approximately the same time

every evening, but aside from this the subjects went

about their normal routine of life as would the

usual patient in private practice. After results for

seven consecutive nights were obtained, the subjects

were put upon the usual therapeutic dose of netha-

mine (.13 gr. per day) and their pressures and
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pulses taken every evening for five nights. In order

to avoid extremes the readings of the figures in fig.

5 are medians. It is evident that there were no sig-

nificant changes with the use of the drug.

Case
Control
B.P.

Control
Pulse Neth. B.P.

Neth.
Pulse

l.H.D. 106/64 84 108/66 80

2. J.S. 118/80 87 11 S/80 84

3. S.W. 106/70 90 108/78 84
4. W.S. 112/78 78 118/79 76

S.N.P. 114/80 86 108/80 80
6. S.K. 120/78 72 120/79 70
7. G.G. 120/78 78 116/76 72

8. 1.L. 120/80 84 116/82 80

9. S.K. 118/76 64 115/78 66

Fig. 5. Effect of 0.13 Gm. per day of nethamine on
blood pressure and pulse.

DISCUSSION

The above figures are self-explanatory but there

are a few points of particular importance. In case 6

of our clinical series it was interesting to note the

effect of nethamine on a patient suffering from val-

vular heart disease. In this instance nethamine bore

out the prediction of the pharmacologist that it

would have less cardiac stimulating effect than

ephedrine. This was evidenced by the occurrence of

palpitation with ephedrine and not with nethamine.

Item 3 of figure 2 may require some explanation.

Although a practicing physician is interested in the

effect of drugs over a long series of cases, his par-

ticular problem is aiding the patient under treat-

ment at that specific time. If one mode of therapy

should fail, he turns to another with the hope that

it may help the patient. Therefore, we thought it

significant that four of the fifteen patients were

benefited by nethamine when ephedrine had failed.

The experimental work on central nervous system

stimulation was substantiated as shown in figure 3

by the far greater occurrence of nervousness with

ephedrine than with nethamine.

SUMMARY

1 . A new synthetic ephedrinelike drug, nethamine

hydrochloride, was tried at the Allergy Treatment

Clinic at the Louisville City Hospital and in pri-

vate practice of one of the authors.

2. In comparing nethamine with ephedrine sul-

fate, it was found that the toxic effects were more

numerous with ephedrine, particularly those which

indicated central nervous system stimulation.

3. Of the 23 cases of bronchial asthma, 11 (48

per cent) were improved with nethamine. Of the 23

cases of hay fever, 14 (61 per cent) were improved.

4. There were no significant changes in blood

pressure or pulse with the usual therapeutic doses

of nethamine.

5. Clinically this new compound seems to be as

efficacious as ephedrine with fewer side effects.

TUBERCULOSIS NOTES
The large movements of population because of the expan-

sion of defense industries, the inadequacy of housing facili-

ties in many parts of the country, and the accelerated work

tempo demanded in many industries lead health officials in

this country to expect an increase in the mortality of tuber-

culosis such as has been experienced in Great Britain. Last

year there was a slight rise in tuberculosis mortality in New
York City but in 1942 this increase appears to have halted.

The number of deaths due to tuberculosis, however, is still

so large that control measures should in no way be abated.

Bull. New York City Dept, of Health, Feb., 1943.

The successfully treated part-time or full-time tuberculosis

worker can contribute to the manning of the war industries

with great benefit to the nation and to the worker himself.

A risk is present but if workers are chosen on a sound medi-

cal basis, the risk is not great and is worth taking particu-

larly in the present emergency. Plans must be made also for

the future tuberculous service men and civilian war workers.

The expansion of the facilities for training and placement

of tuberculous workers is necessary. The establishment of

workshops for industrial convalsecence and perhaps colonies

for chronic patients is called for. Louis E. Siltzbach, M.D.,

Milbank Memorial Fund Quarterly, Jan., 1943.

Where there is no seed, there can be no harvest, regardless

of the type of soil. Elimination of open tuberculosis from

the community means ultimate eradication of the disease.

Obviously any program for tuberculosis control must in-

clude finding not only the infectious oases but also those in

the noncontagious or minimal stage of the disease. With the

dramatic and popular appeal of special tuberculosis case

finding, one is apt to ignore the basic principle of the epi-

demiology of tuberculosis. The longer and the more intimate

the exposure, the greater the risk of the exposed person, re-

gardless of age level. Hilbert Mark, M.D., .^mer. Rev. of

Tuber., Aug., 1942.

Every hospital patient who produces sputum, regardless

of his diagnosis, should at least have his sputum examined

for tubercle bacilli. A tuberculosis-conscious medical staff

will order more X-ray films of the chest, especially among
the groups of patients in whom the disease is more preva-

lent. The hazard of exposure from the hiden cases of tuber-

culosis in the wards of general hospitals will remain until

such time as fluorograms are used routinely in the admission

departments. Jason E. Farber, M.D. and Wm. T. Clark,

M.D., Amer. Rev. of Tuber., Feb., 1943.
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SIXTY-NINTH ANNUAL MEETING
1943

U. OF O. MEDICAL SCHOOL

Dean of Medical School. The Northwest medical pro-

fession in April doffed its hat to an outstanding educator

when Richard B. Dillehunt, dean of the University of Ore-

gon Medical School since 1920, was succeeded by David W.

E. Baird. Dr. Baird was named dean by the Oregon state

board of higher education. Dr. Dillehunt was named dean

emeritus and will continue to serve the school in whatever

capacity his health will permit. He was stricken in July,

1941, shortly after 200 members of the medical profession

had honored him at a dinner in celebration of his thirty

years with the school.

It was in 1911 that Dr. Dillehunt came to Portland, fresh

out of Rush medical college. K. A. J. MacKenzie was dean

when Dr. Dillehunt joined the faculty as professor of

anatomy. At that time the medical school was moving from

one inadequate location to another in downtown Portland.

Dr. MacKenzie had visions of a campus on Marquam
hill, overlooking the city, but the site was remote and

most people called the idea “MacKenzie’s dream.” Never-

theless, Dr. MacKenzie obtained a gift of twenty acres for

the Marquam hill site in 1914 and by 1919 with legislative

help had erected one building (value, $135,000) on the

property. The next year Dean MacKenzie died.

Dr. Dillehunt succeeded and under his administration the

campus grew into a $2,000,000 institution with seven large

buildings. The campus is today of such size as to command
attention from all parts of the city. Added to the campus

have been the Multnomah county hospital, the nurses

home, the outpatient clinic and Doernbecher hospital for

children. In the past five years the tuberculosis hospital, the

$300,000 library and auditorium have been fine additions to

the campus. Under Dr. Dillehunt’s direction the standards

of the school have constantly risen and today it enjoys a

reputation among the best in the nation.

The new dean was a student of Dr. Dillehunt. He is

Oregonian 100 per cent, having been born in Baker, Octo-

ber 21, 1898. He enrolled in the University of Oregon in

1918 and in 1923 transferred to the medical school in Port-

land, where he completed his work in 1927. He interned at

Multnomah county hospital. In 1932 he was named assis-

tant clinical professor in medicine and in 1935 medical

director of hospitals and clinics.

Dr. Baird married Mary Alexander of Portland in 1925

and they have two children, Mary, 16 and Mike, 11. He
likes to garden at his Irvington home and plays golf too.

In spare moments he shows interest in antiques. Dr. Baird

was named associate dean in 1937 and has been acting dean

the past two years during Dr. Dillehunt’s recuperation.

Student Externships. An old type of student training

has been reinstituted in the curriculum of the fourth year

by the addition of student externships. This training is being

given in Portland’s St. Vincent’s, Good Samaritan, Eman-
uel, Providence, Coffey and Hahneman hospitals as well as

in hospitals of the medical center. This training will also be

given in Vanport medical center when it is in operation.

(Vanport is a $26,000,000 federal housing project built to

house 40,000 of Henry Kaiser’s shipyard workers and fam-

ilies) .

Students are assigned to hospitals from 3 to 6 p.m. Mon-
day through Thursday and from 4 to 6 p.m. on Friday.

This work constitutes a course in the medical school requi-

site for graduation. Externs are governed by the rules and
regulations of each hospital. Each assignment to a hospital

stands throughout the nine-month academic year.

Do’s and don’t’s for externs, as reported by the faculty

supervisor. Dr. Matthew C. Riddle, are:

Student externs may perform the following duties:

1. Elicit and record histories.

2. Perform physical examinations.

3. Administer intravenous therapy.

4. Assist at operations and deliveries.

5. Dressings.

6. Catheterizations.

7. Lumbar punctures.

Student externs are not to perform the following duties:

1. Prescribe therapy.

2. Perform surgery.

3. Perform housekeeping or nursing duties.

4. Be assigned to straight duties in the clinical

laboratory or x-ray.

Student Extern Hospital .Assignments

Cofey Memorial
Hospital

Griswold, Herbert E.
Hunt, Calvin L.

Olson, Hilding H.
Salter, Edgar R.

Shy, G. Milton

Doernbecher Hospital

Barclay, Gedney
Christianson, Charles

Langley, Ivan I.

May, Arthur J.

Emanuel Hospital

Clark, Frank H.
Culp, Clyde
Davis, Betty
Harris, Norman M.
H' \derson, Warren
Hogan, James
Kirchhof, Anton
Loomis, J. Wayne
Maurice, Gordon L.

McMurray, W. Robert
Mundal, Allen L.

Palmason, Edward
Parkinson, Edward
Rodda, James M.
Stenberg, Oscar

Good Samaritan
Hospital

Breese, Melvin W.

Cooke, Donovan O.
Hauser, Max H.
Higgins, John R.
Kvernland, Bruce
Mason, David C.
Riley, James A.
Rummell, Philip M.
Thompson, Ivan
Ulett, George
Underhill, Frank J.

Hahneman Hospital
Cochran, Quinten W.
Davis, Herbert
Freund, Jack D.
Merriss, Martin D.
Player, Glen

Providence Hospital
Amato, Joseph
Ballard, Robert F.

Karstens, Hans
Schneider, Irvin J.
Weitz, Marion G.
Wells, Charles O.

St. Vincent’s Hospital
Bline, Norman L.

Colver, H. Donald
Gaeden, Norman
Holm, Carl

Karstens, .Andres I.

MacDonald, Donald
Nudelman, Phillip
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Rawls, Frederick R.

Slade, Erwin R.

Towson, Travis

University State

Tuberculosis Hospital

Grondahl, Raymond
Hutchinson, Alfred C.

The School’s Service I

resenting faculty members

Vanport Hospital

Callicrate, Dominic
Cherry, Howard L.

Feek, Joseph D.
Gill, Joseph H.
Greenberg, Albert R.
Hack, Raymond
Woolery, James W.

3 now has 151 blue stars, rep-

d employes who have entered

the armed forces.

Latest gold star has been added for T. Dwight Hunt who

was called to active duty in September, 1942, as a lieuten-

ant in the medical corps of the U. S. army air corps. He
was stationed at Pueblo, Colo, and was killed January 24

in an airplane accident.

Dr. Hunt, who was 35, had been practicing in Wisconsin

before he was called to service. He was a member of the

class of 1935. His is the fifth gold star on the flag.

MEDICAL NOTES

The legislative session was more satisfactory this year

than usual regarding health and the practice of medicine.

Richard Adams, Miss Corflee and others did careful diplo-

matic and tireless work throughout the session. Many doc-

tors, especially in the southern part of the state, gave

unstintinglj' of their time and energy.

There have been no changes in the federal narcotic laws

of late and no encouragement regarding the more liberal

use of codeine.

Doctors in Multnomah County are “frozen” until the

needs in the industrial centers are sufficiently serviced.

The knowledge of tropical medicine is becoming para-

mount. As the fighters return from Africa, South Pacific

and points between, they will bring filiarasis, malaria and

scores of other infestations back with them to distribute in

their home communities. We will be finding home people

with foreign ailments and our work will not be first class

unless we are alert to pick up these new symptoms very

early.

Thomas D. Robertson is making plans as chairman for

the two-day state meeting next fall. The subject of the

meeting will probably be a combination of industrial and

tropical medicine.

John H. Fitzgibbon attended the meeting in New York

City in Planning for War and Postwar Medical Services.

The meetings included papers and discussions on “War and

the Migration of Tropical Diseases,” “Epidemiology of In-

fluenza,” “Malaria—A World Menace,” “Nutritional Dis-

eases as a Postwar Problem,” “Postwar Channeling of

Drugs and Medical Supplies.”

E. B. McDaniel has been reelected president of the Ore-

gon State Motor Association.

Hobart D. Belknap of Portland has been made a Colonel

and commander of the Pasadena area station hospital at

Pasadena, California. Dr. Belknap enlisted as a buck pri-

vate in the last war but was discharged in 1919 as a staff

sergeant. He reentered the army in 1925 and resigned in

1928 as a Captain. He was the son of a doctor and has

three brothers who also are doctors.

Donald C. Prentiss has a contract to care for all county

farm patients both on the farm and those hospitalized in

.\storia.

Salaries of six physicians and a few other employees at

the State Hospital have been increased, retroactive to Jan-
uary 1.

Mercy Hospital of Marshfield will continue operating.

Financial difficulties due to the war threatened its exist-

ence but local individuals and agencies are coming to its

rescue. Many repairs are necessary but the building is in

good condition.

Ivan E. Bennett of Elgin has become contract physician

for the 500 air cadets and men located in La Grande. He
will continue in private practice also.

Donald L. Courtney of The Dalles has graduated from
the University of Maryland Medical School and will in-

terne at the Emanuel Hospital in Portland.

Sante D. Caniparoli of Portland has been promoted from

Major to Lieutenant-Colonel. He is located at Fort Riley,

Kansas, as a member of the surgical staff of General Hos-

pital 46.

Murch Russell has been appointed Captain of the State

Guard by Governor Earl Snell. Troop H of Sheridan is

one of the strongest units.

Powell Loggan of Burns has completed his medical course

at the University of Wisconsin and will interne in Portland.

Capt. Robert S. Kinoshita, an officer of the reserve

corps, has been ordered to active duty. He was physician

in a C. C. C. camp near Medford until sent to the Heart

Mountain Relocation Center in Wyoming. While in the

Center he was active in many of the youth projects.

Mary F. Cushman, medical missionary of Chilesso,

Portuguese West Africa, addressed a meeting in Salem

•April 7. She has the distinction of entering missionary

work at the age of 50. Now she is retiring at 73 except as

consultant. Dr. Cushman is prominent in medical circles

of the New England states.

Colonel Frank G. Crandall, Jr., post surgeon at Camp
-Abbot, spoke at the Bend Chamber of Commerce April 9.

He has recently returned from nine months service in the

South Pacific as senior Medical Officer. He reported favor-

able results from the use of the sulfonamide drugs and

blood plasma.

Dwight H. Finley visited his home in Medford after

special work in Johns Hopkins University. He is a Cap-

tain at Hamilton Field, California.

Portland ambulances are encouraged not to use their

sirens and not to go at excessive speed. Red and green

lights on the front should be sufficient warning and with

the lessened speed dangerous traffic hazards will be re-

duced.

Eye inflammations, locally called oriental conjunctivitis

and medically known as epidemic keratoconjunctivitis due

to a virus, is on the wane in the shipyards but is sweeping

the nation as a whole. No specific treatment has been

found as yet and the course of the inflammation is usually

more than two weeks duration.

NOTIFY CHANGE OF ADDRESS

Wilson Johnston, State .Advisory Chairman to Procure-

ment and Assignment Service, requests physicians w'ho re-

locate in the state to notify him promptly in order that

the procurement and assignment files may be kept ac-

curate and up to date. .Address communications to Dr.

Wilson Johnston, 540 Medical .Arts Building, Portland,

Ore.
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OBITUARIES

Dr. Andrew C. Smith, of Portland, aged 87, died

April 12 after three weeks illness. He was born in Wis-

consin and came to Oregon in 1864. He graduated from

Pacific College in 1882 and received his Medical Degree

from Cooper Medical College, San Francisco in 1877. In

1888 he studied in Vienna. After interning in San Fran-

cisco he became assistant Surgeon in the United States

.\rmy. His writings on goiter, hernia and mastoid opera-

tions are well known. For twenty years he was active on

the State Board of Health, being its first president. Also

he was first president of the Medical Arts Building Com-
pany and helped organize the Coffey hospital, the County

hospital, the Portland Open Air Sanitarium. He was on

the staffs of St. Vincent’s and Good Samaritan Hospitals.

He was first president of the Oregon Good Roads Asso-

ciation and several times served in the State Legislature.

Dr. Smith was an honorary member of the Pacific Coast

Surgical Association, past Vice-President of the American

Medical Association and Past-President of Oregon State

Medical Society, Portland Academy of Medicine, and

Multnomah County Medical Society, He was an alert,

progressive physician and surgeon, a humanitarian and

civic minded gentleman of the first order.

Dr. Laban A. Steeves of Salem, aged 49, died of a

heart attack due to hypertension March 30. He graduated

from Willamette University in 1917 and served in the

Navy Medical Corps during the first World War. He
graduated from University of Oregon Medical School in

1921 and interned at Emanuel Hospital. He practiced four

years in Dallas and since 1925 in Salem. For many years

he was captain of the hospital company of 116th Medical

Regiment of the 41st division. He was prominent in the Elks

and American Legion as well as other organizations.

Dr. Wilson D. McNary of Milwaukie, aged 70, died

April 9 after a long illness. He was born in Klickitat,

Washington, but early moved to Oregon. He attended

school in Salem and graduated from Vanderbilt Univer-
sity School of Medicine in 1894. From 1894 to 1906 he
was on the staff of the State Hospital at Salem.

Dr. McNary opened and was superintendent of the Pen-
dleton State Hospital in 1912 where he remained until

1941. He was with the institution from its beginning with

325 patients from Salem, to approximately 1500 patients

at the present time. He was president of Pendleton Round-
up for six consecutive years and was made a member of

Texas Rangers. He was known as dean of state employees.

Dr. Howard H. Barlow of Salem, aged 48, died April

8 of a heart ailment which was first noticed in December,
1942. He had been in the Barnes Hospital, Vancouver,
Washington, for several months. He graduated from Univer-
sity of Iowa Medical School in 1920 and located in Salem in

1936.

WOMAN’S AUXILIARY

Auxiliary continues collections of tweezers, scissors,

wooden handled knives and small mirrors which are needed
for subchaser emergency bags. The mirrors can be used
for flashing signals. Triangle bandages are also needed.

Portland is behind the rest of the state in its donations.
Even discarded cosmetic bags can be used to serve as drug
bags. Ofiice girls and wives please take notice!

SOCIETY MEETINGS

JACKSON COUNTY MEDICAL SOCIETY
Jackson County Medical Society met April 14 in Cen-

tral Point with G. S. Jennings as host. R. W. Clancy gave

the paper of the evening.

LANE COUNTY MEDICAL SOCIETY
The Society held a meeting April 16. E. D. Drescher,

Venereal Disease Control Officer, from the State Board of

Health in Portland spoke on “Some Newer Aspects of

Diagnosis, Therapy and Control of Venereal Diseases.”

MULTNOMAH COUNTY MEDICAL SOCIETY
On May 5 Multnomah County Society will hear Thomas

N. Joyce talk on Gastric Surgery.

Council Actions Taken at Meeting of April 6

Adopted the following report of the Committee on

Public Health concerning a mosquito control program:

The area surrounding Portland is dotted with small lakes

and sloughs which are excellent breeding places for mos-
quitoes. Among the varieties found are the anopheles mos-
quitoes which transmit malaria.

With the influx of many persons from the south, and of

soldiers on furlough from the South Pacific, it would seem
possible that our mosquitoes could readily become infected

and start an epidemic of malaria. The anopheles mosquito
hatches out late in the season, July and August, and does

not have a long “flight range” as do other mosquitoes,

being limited to approximately one mUe.
The City of Portland and Multnomah County have had

a joint control program for some years, each putting in

$5,000 to make a $10,000 budget. The program is under
the direction of Mr. Gavin, Director of Bureau of Ento-
mology in the City Hall. In previous years the program has

been justified on the basis of personal comfort. This year

to give similar control a slightly larger sum will need to be

spent because of increased wages.

Findings:

1. There is a possibility of malaria in this region late in

the summer near areas where the anopheles mosquito can
breed.

2. This area is said to be within one mile of the breeding
places (Vanport City, Oregon shipyards and the fringe of

the city).

Recommendations

:

1.

That the usual mosquito control program be under-
taken.

2. That special efforts be made to control the anopheles
mosquito during July and August.

Adopted the recommendations of the Subcommittee on

School Health that the physicial examinations of high

school students for participation in the Victory Corps

program be made on a group basis at the various high

schools by internes, if possible, the internes to be com-

pensated on the basis of $5 for each two-hour examina-

tion period, and voted to request the Committee on Medi-

cal Education and Hospitals to make the necessary arrange-

ments with the hospitals for the internes to perform this

service. The hospitals and internes have responded gen-

erously in this program which involves the examination

of approximately 3000 boys. The examinations will be

completed by May 1.

UMATILLA COUNTY MEDICAL SOCIETY
Umatilla County Medical Society met in Pendleton

April 13. The two guest speakers were from Walla Walla.

John Lyman presented a paper on “Some Encouraging

Aspects of Carcinoma of the Colon”; C. J. Johannessen

gave a paper on “X-ray Studies of the G. I. Tract.”
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WASHINGTON STATE P%II

FIFTY-FOURTH ANNUAL MEET-

MEDICAL ASSOCIATION
II i5 ING, SPOKANE, 1943

WASHINGTON DOCTORS IN ARMED FORCES
When physicians of Washington were inducted into the

armed forces after declaration of war, this Journal pub-

lished the list available at that time. Later, supplementary

lists were added. Since then many men have entered

service whose names have not been published. The list in

this issue is as complete as obtainable at this time. Since

present locations are largely unknown, and ranks in service

cannot be completely presented, only home names and ad-

dresses are given.

The list shows that there are 375 in the Army, 100 in

the Navy, 9 in the United States Public Health Service

and 1 in the Coast Guard, making a total of 485. This does

not include many interns who entered the services upon

completion of their internship. Before the War there were

about 2150 physicians in the state, this number including

those with state institutions, federal agencies, etc. There

were 1858 in private practice. If any names have been

omitted, it is because Procurement and Assignment or

headquarters of Washington State Medical Association have

not been notified. Omissions or errors if received will be

published in future issues.

(Names marked with are not members of Washington
State Medical Association

;
indicate died in service

;

indicate killed in action.)

-\braham, John T., Wenatchee
.Ackerman, Frederick F., Seattle

.Adams, Julius G., Enumclaw
-Addington, Ercell A., Spokane
-Altman, Milton E., Sedro Woolley
-Altose, -Alexander R., Seattle

-Anderson, Edward R., Tacoma
-Anderson, Oscar W., Seattle

-Andrews, Harry H., Sumner
-Angland, Thomas -A., Yakima
-Anthony, Marc., Spokane
-Aronson, Sam F., Seattle

-Atwood, Henry Smith, Yakima
Baer, Erwin J., Seattle

Bailey, Gayton S., Seattle

Bajema, Sheldon C., Lynden
Baker, William Y., Seattle

Barthes, F. E., Seattle

Baskin, Lester S., Tacoma
Bassett, L. H., Shelton
Baugh, Floyd W., Burlington
Beattie, John F., Renton
Beaver, Nathaniel E., Walla Walla
Bender, Charles E., Seattle

Benson, Joseph -A., Tacoma
Billington, Sherod M., Seattle

Black, John J., Ellensburg
Blackman, James F., Seattle

Bledsoe, Clarence W., Seattle

Bourns, Thomas L., Seattle

Bowen, Jesse W., Jr., Tacoma
Bowers, James M., Seattle

Boyce, .Allen C., Spokane
Boyd, Jack L., Seattle

Bramble, Russell B., Seattle

Brink, Francis M., Spokane
Brooke, J. Robert, Tacoma
Brown, Frank V., Spokane
Brown, J. Harold, Cle Elum
Brown, Norman R., Spokane
Brown, Ralph C., Olympia
Brown, Walter S., Seattle

Broz, William R., Seattle

Bryant, Maurice E., Colfax
Bucklin, Robert V., Tacoma
Buckner, Hubbard T., Seattle

Burk, Cecil E., Roslyn
Burns, Francis J., Spokane
Burns, John K., Spokane
Butts, William S., Spokane
Cameron, Walter C., Tacoma
Campbell, M. Madison, Seattle

Campbell, Robert A., Seattle

Carlson, Carroll C., Tacoma
Carnahan, Harold D., Spokane

UNITED STATES ARMY
Carroll, Gerhard S., Seattle

Carter, C. E., Ft. Wright
Carter, Ronald P., Seattle

Case, Edward F., Seattle

Chew, Eric M., Seattle

Clark, John A., Seattle

Collins, John D., Seattle

Compton, D. W., Vashon
Connors, Thomas P., Tonasket
Conway, Marinus W., Medical Lake
Cooley, Percy P., Monroe
Corkery, John R., Jr., Spokane

Corkle, R. C., Seattle

Corlett, Donald D., Seattle

Cornelius, Frank J., Olympia
Corneliussen, E. Frank, Seattle

Countryman, Clyde W., Spokane
Crow, Donald R., Seattle

Crowell, Thomas W., Seattle

Cummins, Joseph L., Seattle

Cunningham, James E., Spokane
Darrough, John W., Everett
Davis, James V., Port Gamble
Day, Charles G., Seattle

DeBit, Ralph M., Kennewick
DeLateur, C. A., Seattle

Dempsay, Gordon R., Seattle

Dennen, Charles, Seattle

Dewey, Leonard A., Seattle

Dietrich, Carlisle, Tacoma
Dillon, Roll N., Seattle

Dirstine, Morris J., Seattle

Ditter, Francis J. -A., Yakima
Dodds, Gordon .A., Seattle

Dorland, Edison G., Seattle

Douglass, Chas Wm., Wentachee
Douglass, Frank H., Seattle

Drewelow, Kenneth R., Kirkland
Dumouchel, Murray L., Raymond
Edwards, Arthur F., Seattle

Ehrlich, Albert, Tacoma
Emery, George T., Castle Rock
Emmel, A., Seattle

Epton, John W., Opportunity
Fairbourn, Edwin J., Tacoma
Fey, Louis D., Seattle

Firestone, Charles, Seattle

Fitzmaurice, Bertrand T., Seattle

Florence, R., Seattle

Flynn, John E., Everett

Forman, Burnett B., Shelton

Foster, Robert F., Seattle

Franke, Frederick A., Everett

Frank, Homer B., Fairfield

Franz, Francis W., Seattle

Frewing, H. Leslie, Vancouver
Fuller, Melvin F., Aberdeen
Gaiser, David W., Spokane
Geehan, John W., Seattle

Gianelli, S. -A., Seattle

Gilbert, Harry A., Mt. Vernon
Ginn, William S., Yakima

GIVENS, JULIAN H., SEATTLE
Glovatsky, Wadim J., Seattle

Goering, William H., Tacoma
Goss, Harold L., Seattle

Graham, Kenneth, Aberdeen
Greer, Harold J., East Stanwood
Griffin, Hillis F., Tacoma
Grover, Glenn (j., Seattle

Gunderson, Harold J., Everett

Goiney, Bernard J., Seattle

Halvorsen, Clifford, Tacoma
Hanford, Russell B., Spokane
Hardy, John L., Jr., Endicott
Harmon, Merle S., Montesano
Harrington, Bernard D., Tacoma
Harris, David M., Seattle

Harris, Leland S., Yakima
Hartung, Frank H., Olympia
Hartzell, Homer V., Seattle

Haug, -Albert D., Wenatchee
Haverstock, Richard T., Seattle

Hearne, Rodney B., Seattle

Heffron, C. E., Seattle

Helwig, Carl M., Seattle

Henry, Randall W., Endicott

Henry, Robert T., Colfax

Highmiller, Ralph H., Olympia
Hindin, Herman, Ritzville

Hines, H. C., Pasco
Hoag, Leslie, Spokane
Hockett, Lester E., Vancouver
Hodgson, Edward R., Spokane
Hoff, Cornell L., Seattle

Hogue, P. N., Seattle

Holloway, Jackson, Seattle

Hopke, Harold L., Sedro Woolley
Hopkins, Howard L., Leavenworth
Humiston, Homer W., Tacoma
Hunter, Maxwell, Olympia
Isaac, Ralph W., Pomeroy
Jacobs, Jerome B., Seattle

James, Frank H., Tacoma
James, G. M., Bremerton
Jared, Myron S., Seattle

Jarvis, Fred J., Seattle

Jarvis, J. B., Tacoma
Jessup, Horace S., Port .Angeles

Johnson, Fordyce -A. H., Tacoma
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Johnson, G. H., Vancouver
Johnson, Philip O. C., Seattle

Johnson, W. B., Everett

*Jones, Orville N., Seattle

Jones, Scott S., Tacoma
Jones, William E., Ft. Wright

Joy, Frederick B., Seattle

Judy, Frederick G., Spokane
Karel, Jack R., Seattle

Kaveny, Irving E., Port Angeles

Keim, Silas A., Wenatchee
Kellogg, Howard B., Seattle

Keyes, Donald C., Bellingham

Keyes, Roswell, Bellingham
Keyes, Ralph S., Walla Walla
Kimball, Charles D., Seattle

King, Robert L., Seattle

King, William V., Jr., Burlington

Kingston, G. R., Wenatchee
Kling, George W., Centralia

Knudson, Wendell C., Seattle

Kohl, Gerald C., Sumner
Kraabel, Austin B., Seattle

Kraabel, Donovan O., Seattle

Kramer, J. W., Spokan
Kremer, L. A., Seattle

Kroger, Orville C., Centralia

Kyle, Charles L., Spokane
Lantiere, Salvator R., Enumclaw
Larson, Charles P., Tacoma
Lasater, James H., Jr., Seattle

Laughlin, Robert C., Seattle

Layton, Edwin G., Seattle

Leavitt, Darrell G., Seattle

Lehmann, John H., Seattle

Leibly, Frank J., Seattle

Lemere, Frederick, Seattle

Levinson, Sol, Seattle

Lightburne, William J., Spokane
Lillibridge, Harold D., Olympia
Linkletter, Arthur G., Shelton

Loree, David R., Vancouver
Low, Joseph H., Jr., Yakima
Lyle, Francis M., Spokane
Lyon, Clarence L., Spokane
MacColl, W. A., Spokane
MacKay, .Alexander R., Spokane
MacMahon, Charles E., Seattle

McBride, Glenn G., Tacoma
McCartney, Roy C., Anacortes
McClure, Rex D., Yakima
McConville, Bernard E., Seattle

McDermott, Joseph A., Seattle

McDermott, John P., Chehalis

McDonough, Raphael C., Spokane
McDowell, John W., Seattle

McElroy, West G., Seattle

McLemore, Harold H., Spokane
Maddison, Frank R., Tacoma
Mares, Lumir M., Wenatchee
Martin, Carl R., Skykomish
Martin, John K., Seattle

Mattison, Lawrence M., Seattle

Meeske, Frederick L., Spokane
Meeske, John M., Snohomish
Meier, Henry H., Tacoma
Mercer, Samuel T., Seattle

Meyers, William, Everett

Miller, Lecil. C., Wenatchee
Miller, Robert B., Bremerton

Ash, Joseph L., Seattle

Backman, Vernal G., Pasco
Barner, Henry A., Bremerton
Beck, Harry G., Tacoma
Benson, Clifton E., Bremerton
Benson, Reuben A., Bremerton
Biehn, Roy C., Spokane
Bondo, Paul E., Tacoma

Miller, Richard R., Seattle

Milligan, John O., Seattle

Millington, Wm. A., Seattle

Mills, John H., Spokane
Minkove, Sam J., Seattle

Minthorn, Herbert H., Longview
Monzingo, Forrest L., Tacoma
Moore, George K., Everett

Moore, Troy, Olympia
Moren, Walter C., Bellingham
Morgan, Harry M., Longview
Morley, Leonard G., PeEll

Munger, Irvia C., Vancouver
Murphy, Norman W., Seattle

Narodick, Philip H., Seattle

Nattinger, John K., Seattle

Nawrocki, Walter E., CleElum
Neighbor, Justin W., Mason City

Nelson, John A., Jr., Longview
Newsom, Samuel J., Walla Walla
Nichols, E. E., Port Angeles

Noonan, Clayton T., Seattle

Norris, Kenneth E., Seattle

North, Charles Q., Seattle

North, Roderick A., Tacoma
Norton, Roderick A., Tacoma
Nunn, Leslie L., Vancouver
O’Brien, R. McC., Newport
O’Connor, Michael J., Spokane
Olander, Carl W., Ellensburg

Olson, O. Charles, Mason City

Ostrom, Linus B., Seattle

Parmelee, Ernest B., Seattle

Parrott, Robert Miles, Tacoma
Parsley, Frank E., Seattle

Pass, Harry D., Seattle

Pence, Lawrence C., Spokane
Perry, E. L., Seattle

Peterson, Ralph C., Seattle

Phillips, James Y., Seattle

Pipe, Bernard J., Tacoma
Pettibone, Deane M., Renton
Plant, Robert K., Seattle

Plastina, John B., Spokane
Pohl, Robert H., Spokane
Pollock, Leon E., Rosalia

Porter, John B., Port Orchard
Proffitt, J. Claude, Seattle

Qualheim, Clarence B., Seattle

Rankin, F'rancis W., Seattle

Read, Jesse W., Tacoma
Reekie, Richard D., Spokane
Reiswig, Elmer A., Seattle

Reynolds, Chris C., Tacoma
Rice, Wayland R., Centralia

Riedesel, Allen W., Aberdeen
Robinson, William H., Spokane
Roe, James A., Olympia
Rogers, Philip M., Seattle

Rogge, Edgar A., Seattle

Rowe, Perry E., Everett

Roys, Richard D., Seattle

Running, Darrell H., Tacoma
Russell, C. E., Seattle

Rykken, Felix C., Bellingham
Sames, Albert A., Tacoma
Sarro, Nicholas S., Seattle

Schaill, Clayton M., Port Townsend
Shebl, J. J., Rainier

Schefter, R. P., Seattle

UNITED STATES NAVY
Calhoun, Emmett L., Hoquiam
Campbell, Alex D., Seattle

Capell, Harry J., Yakima
Carney, John L., Seattle

Cole, William S., Ellensburg
Collins, William W., Sunnyside
Davidson, William M., Seattle

Deppe, Edwin F., Seattle

Schoolnik, Max L., Seattle

Schultz, Milton J., Renton
Scott, Percy T., Seattle

Seal, Alfred L., Seattle

Seelye, Walter B., Seattle

Seth, Raymond E., Seattle

Sewell, Ralph J., Davenport
Shearer, Frank W., Toppenish
Sherwood, Kenneth K., Seattle

Shiach, John M., Seattle

Shikany, Samuel E., Spokane
Slind, Ole, Seattle

Smith, A. Macrae, Jr., Bellingham
Smith, G. Clifford, Spokane
Smith, Lloyd H., Wenatchee
Snyder, Merle B., Chewelah
Sorenson, Oscar S., Seattle

Spellman, Clarence W., Seattle

Speelmon, E. Rex, Spokane
Speer, Marvin E., Jr., Leavenworth
Spier, Edward B., Seattle

Spendlove, J. Gordon, Seattle

Stafford, Donald E., Seattle

Stevens, Matthew W., Kennewick
Stevens, Ralph W., Walla Walla
Stimpson, Edward K., Bellingham
Stokesbary, Delbert L., Ferndale
Stone, Caleb S., Seattle

Stroud, Carl W., Seattle

Stuart, Rudolph E., Spokane
Sturdevant, Kenneth H., Puyallup
Sweet, Paul W., Centralia

Tait, A. C., Pullman
Taylor, Edward D., Centralia

Taylor, Ralph L., Bellingham
Tennant, Raymond E., Seattle

Thomas, Howard B., Seattle

Thompson, Roger S., Seattle

Thompson, Thomas D., Spokane
Tipler, Robert J., North Bend
Topp, Wm. L., Seattle

Tupper, James A., Seattle

Turley, Gerald W., Goldendale
Valentine, Howard V., Spokane
Velonis, G. S., Spokane
Vukov, Silvio J., Seattle

Waldron, Martin R., Jr., Seattle

Walters, Carl C., Yakima
Wangeman, C. P., Ellensburg
Warn, Wiliam J., Tacoma
Watson, Wilbur E., Seattle

Weisman, Paul G., Colfax
Westover, H. S., Seattle

Wetzler, Robert A., Ft. Steilacoom
Wham, Manley J., Holden
Whatmore, Joseph H., Seattle

Whitaker, Clifford W., Tacoma
Wichman, John W., Tenino
Wick, Harold W., Seattle

Willard, Don G., Tacoma
Wilson, Gale E., Seattle

Wilson, Lawrence M., Olympia
Wilson, Nathaniel D., Puyallup
Wirz, Malvin J., Seattle

Wollenweber, Ernest J., Seattle

Wood, Quentin L., Seattle

Wotherspoon, Gordon, Seattle

Ycngling, Arthur A., Walla Walla
Yunck, W. P., Seattle

Zoet, .August G., Lynden

Duncan, John A., Seattle

Ebeling, Walter, Mt. Vernon
Fletcher, Richard H., Seattle

Flynn, John R., Tacoma
Foster, Ralph A., Yakima
Friend, Austin G., Seattle

Friend, LeRoy F., Bothell

Go.ss, Clark C., Seattle
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Gould, Lindsay M., Seattle

Green, Henry J., Seattle

Guyer, Edward C., Seattle

Hanks, Thrift G., Seattle

Harvey, Fred C., Jr., Spokane

Harris, Milo, Spokane

Hartley, Herbert L., Seattle

Haven, Hale, Seattle

Haviland, James W., Seattle

Hennings, Francis W., Tacoma
Hoedemaker, Edward D., Seattle

Jensen, Carl D. F., Seattle

Jensen, Clyde R., Seattle

Joers, Lawrence E. C., Tacoma
Kahn, Bernard T., Spokane
Kalez, Marion M., Spokane
King, Harold G., Seattle

*Kretz, A. W., Hoquiam
Kretzler, Harry H., Edmonds
Leavitt, Harry L., Seattle

LeCocq, Edward, Seattle

Leuhrs, Robert O., Vancouver
Lewis, William E., Tacoma
Loe, Ralph H., Seattle

Lower, Ray A., Spokane

Hunt, Wallace D., Seattle

Kidd, Eugene L., Centralia

Klein, Jack, Seattle
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Lynch, Herbert C., Yakima
McCandless, Carl M., Tacoma
McCoy, Kenneth M., Yakima
McM^on, William A., Seattle

McVay, John P., Seattle

MacKay, Hunter J., Seattle

Macomber, Curtis H., Port Orchard
Madsen, H. J., Sedro Woolley
Manley, Thomas M., Seattle

Mayer, Henry, Jr., Seattle

Maxson, Frank T., Seattle

Meade, Thomas, Goldendale
Meagher, Angus C., Toppenish
Milligan, Bruce W., Tacoma
Moore, Telford I., Spokane
Moosey, George A., Tacoma
Morrow, Cecil L., Seattle

Murphy, Bruce R., Seattle

Nelson, Everett P., Seattle

Ohman, Albert C., Seattle

Orr, Douglas W., Seattle

Parrott, Gordon M., Kirkland
Potter, James E., Bremerton
Powell, Archie, Seattle

Querna, Milburn H., Spokane

U.S. COAST GUARD
Erickson, Donald F., Seattle

U. S. PUBLIC HEALTH SERVICE

Lewis, Arthur E., Seattle

Lippman, Samuel, Seattle

Smith, Courtney M., Everett
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Ramsay, J. Finlay, Seattle

Reynolds, John L., Seattle

Rew, Willard B., Yakima
Rollins, Paul R., Seattle

Rose, Hilton W., Seattle

Scheyer, Carl J., Puyallup
Shaw, H. Merrill, Seattle

Shaw, Joseph W., Seattle

Shirey, Ralph W., Yakima
Shuler, E. C., Renton
Snyder, J. E., Vancouver
Skinner, John W., Seattle

Southcombe, Robert H., Spokane
Standard, James F., Seattle

Stroh, James E., Seattle

Tidwell, Robert A., Seattle

Tuell, Joseph I., Seattle

Voetglin, Walter L., Seattle

Wanamaker, Frank H., Seattle

Watkins, Harry C., Hoquiam
Watts, Charles E., Seattle

Wehman, F. J.,: Spokane
Welsh, Clyde L., Seattle

Whitlow, Leslie W., Seattle

WILLIAMS, ROBT. H., SEATTLE
Willis, Park W., Jr., Seattle

Sturdevant, Lazelle B., Seattle

Taylor, John O., Auburn
Wilson, Russell H., Bremerton

DATE OF ANNUAL MEETING

At the meeting of the House of Delegates a year ago it

was voted to hold the next annual meeting at Spokane.

Since it seems advisable to cancel the regular meeting as

was done last year, and hold only a meeting of the House

of Delegates, the Board of Trustees has decided to hold the

meeting in Seattle. This will be most convenient for the

larger number of delegates. The date of this meeting will

be announced later. When peace has been established the

next regular meeting of the association will be held in

Spokane.

MEDICAL NOTES

Hospital Construction Soon to Begin. Construction

of a 100-bed hospital at Renton was announced some time

ago. Plans have now been completed, and when authorized

from Washington construction will begin. The hospital,

sponsored by King County Commissioners, will occupy a

fourteen acre tract. It will be staffed by forty nurses and

interns, and will be a nonprofit enterprise. All physicians

will be privileged to bring patients to the hospital for treat-

ment. Expansion of the city’s population due to war indus-

tries has necessitated this institution.

Hospital Construction Delayed. The new $380,000

addition to Clark General Hospital at Vancouver had

progressed with foundation and brick work partly com-

pleted, when the work was tied up for lack of priority for

necessary lumber. It is anticipated that the necessary

priority will soon be obtained so that the hospital may

be completed at an early date.

Second Hospital Addition Ordered. Construction of a

second 60-bed addition has been ordered for Northern

Permanente Hospital at the Kaiser Shipbuilding plant.

Vancouver. This will make a total bed capacity for 325

patients. This second addition is expected to be com-

pleted by June IS.

New Clinic Location. The St. Vincent de Paul Clinic

of Seattle has functioned for the past twenty years at Our

Lady of Good Health Hall, at Fifth Avenue and Jefferson

Street. On account of demands upon the Clinic, and the

need of more space, it has been moved to the ground floor

of the East wing of Providence Hospital, where it will con-

tinue services for which it has been distinguished during

this long jieriod of years.

County Institutions to be Enlarged. Plans are under

way for enlargement of the county hospital and juvenile

home at Port Orchard, and the children’s home at Poulsbo,

established institutions of Kitsap County. In view of the

increased population, it is estimated that South Kitsap in-

cluding Port Orchard is destined to have some 50,000

population, necessitating these proposed institutional en-

largements.

New Hospital Superintendent. At King County Morn-
ingside Tuberculosis Hospital A. L. Windom has been ap-

pointed superintendent. He has practiced in West Seattle

for the past twenty-five years. He succeeds Philip H. Naro-

dick who is now in army service.

Training School Opened. The first training school for

the Washington Division of the Women’s Field Army, Amer-

ican Society for the Control of Cancer, was held at Provi-

dence Hospital, Seattle, March 22. Its purpose is to intensify

the published program of public education about control of

cancer, establish cooperation with local physicians in can-

cer clinics and districts where there is a shortage of nurses,

and the making of surgical dressings and other activities

for this kind of assistance. All women interested in the

control of cancer were invited to attend this session.

Hospital Blood Bank. It is stated that the only blood

bank in North Central Washington is in the J. C. Biles
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Memorial Hospital at Omak. It is the only hospital in the

state with less than fifty beds which possesses a blood bank.

Infirmary for .\rmy Men. Army men studying at the

University of Washington will receive medical and den-

tal care at the University Infirmary, Seattle, under the

direction of David C. Hall, University Health Officer.

Community Hospital Promoted. The Weiser Valley

Community Hospital .Association has been organized to

promote consideration of a modern hospital in the city

of Weiser. .A non-profit-sharing organization was incor-

porated. It was expected that in a short time sufficient

funds would be obtained to begin hospital construction.

R. B. Lindsay of Montpelier was appointed Bear Lake

county physician by the county commissioners.

Medical Officer Resigns. W. E. Steele, who has been

chief medical advisor for the State Department of Labor

and Industries seven years, has resigned and will locate for

practice in Seattle. He has conducted the office successfully,

to the satisfaction of the physicians of the state who have

had dealings w'ith this department. He will be missed from

this official jjosition. Assistant medical advisors have been

appointed in several cities.

Paul F. Shirey, formerly of Hutchinson, Kansas, has

located at Topfienish, where he will take over the practice

of .A. C. Meagher who has gone into army service. Previ-

ous to practicing in Hutchinson he was in the army medi-

cal corps for a short time, and was placed in Toppenish

through the Procurement and .Assignment office of this state.

.Appointed Chief of Medical Service. Mayor Devin of

Seattle has appointed Thomas B. Carlile to succeed Bryan

Newsom as chief of emergency medical service of the

Civilian Protection Division. Dr. Newsom will assist in an

advisory capacity.

Decorated by the Women’s .Auxiliary. The Woman’s
•Auxiliary of King County Medical Society has recently

decorated two units of the doctors’ barracks at Fort Law-
ton. This W'ork w'as accomplished by a group of well known
doctors’ wives, members of the .Auxiliary.

Retires from Office. William Van Patten has been the

resident physician in charge of the Washington Veterans

Home Hospital at Retsil for the past sixteen years. His

work has received expressions of esteem and appreciation

for his devotion to care of the residents of the institution.

He has retired from active practice and will make his

home in Seattle.

Prevalence of Measles. In some sections of the state

measles has become a serious problem, approaching epidemic

proportions. Thus far well over 7,000 cases have been re-

ported in the state. This is a feature of contagious diseases

which periodically reach a peak, followed by subsidence.

New County Health Officer. R. H. Welding of El-

lensburg has been appointed county health officer to suc-

ceed L. H. Walker who has served in this capacity since

February, 1941.

Returns to Private Practice. W. M. Morgan of Kent
has returned to that city to enter into private practice after

a year’s service in the U. S. Army, being now on the in-

active list.

OBITUARIES

Dr. Charles B. Ward of Seattle died Marcch 28, at the

age of 61 years, from coronary disease and pneumonia. He

was born at Strathroy, Ontario, in 1882. He obtained his

medical degree from Toronto University in 1908, following

which he studied in Edinburgh and London. In 1910 he

located at Spokane, where he specialized in roentgen and

radium therapy. In 1931 he moved to Seattle and had

charge of the Tumor Institute of Swedish Hospital which

introduced deep roentgen therapy. Within a few years he

conducted private practice, specializing in deep roentgen

and radium therapy while maintaining interest in the Spo-

kane office. Owing to his wide experience in this line of

practice he was a leader and authority in this specialty. He
had the confidence and affection of a large circle of medical

and lay friends.

Dr. John H. Morrison died in Seattle February 28, aged

70 years. He obtained his medical degree from Northwest-

ern University Medical School in 1898. For twelve years

he was surgeon of the American Mail Line, from which he

retired in 1938. Since that time he has resided on a farm

near Kirkland.

Dr. Bryce X. Corbin of Tacoma died March 1, at the

age of 72 years. He was born in Nebraska, and obtained

his medical degree at Washington University, St. Louis, in

1898. He settled in Tacoma for practice thirty years ago.

Dr. Harry C. Caldwell of Seattle died March 1 while

at St. Petersburg, Florida. He was 65 years of age, and

graduated from George Washington School of Medicine,

District of Columbia, in 1903. For the past twenty years

he has been connected with the Veterans’ Bureau in Seattle.

Dr. C. E. McKinnis of Bellingham died in Seattle of

pneumonia March 23. He was 58 years of age, and obtained

his medical degree from University of Michigan Medical

School in 1908. For a number of years he practiced at

Blaine and located in Bellingham in 1924. He served as

city health officer from 1934 to 1937, when he retired on

account of ill health.

SOCIETY MEETINGS

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society met at a regular dinner

meeting at the Coffee Shop of the Columbia Hotel, Kelso,

on April 21. This was a combined meeting of the society

members and its auxiliary.

After the social part of the program Clark Kennedy

and M. L. Margason of the Portland Clinic, gave inter-

esting papiers illustrated by lantern slides. Dr. Kennedy

spoke on “The Causes and Treatment of Hypertension,”

stressing importance of early diagnosis of kidney and

adrenal lesions that are amenable to treatment. He also

emphasized the importance of a careful check-up in all

cases of hypertension. In treatment the best drug therapy

is potassium thiocyanite which should be given with great

caution and not used if patient is over sixty years of age.

M. L. Margason discussed the present epidemic of virus

pneumonia. This type of pneumonia is not amenable to

sulfa drugs; in fact, they tend to make the condition

worse. This type is very contagious and there is no spe-

cific treatment for it. The cough is hard to relieve and the
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best cough mixture used so far has been elixir terpin hy-

drate and codeine.

Several new names were presented for membership

which will be acted on at next regular meeting.

The women adjourned to the home of Mrs. J. F. Chris-

tensen in Longview, where Mrs. Marie Downs, new execu-

tive Red Cross secretary for the county, spoke on her

work and the need for increased activities. The auxiliary

voted $2.'; to the vehicle fund of the county Red Cross.

KING COUNTY MEDIC.\L SOCIETY

The monthly meeting of King County Medical Society

was held in the Medical-Dental Building auditorium,

Seattle, at 8: IS p.m., March 1, with President A. J. Bowles

in the chair.

Ellsworth E. Wareham was elected to membership.

•Applications were read from Thomas P. Geraghty, E.

Harold Laws and D. M. Pettibone.

The program presented a paper by Julius -A. Weber on

“Pulmonary .Atelectasis: Postoperative and in the New-

born.” The principles involved and methods of therapy

were discussed. Special attention was paid to the use of

lipiodol, its introduction to practice and conditions for its

application. Slides were shown demonstrating many fea-

tures of the subject under consideration.

Thomas Blake presented as his subject, “Some Non-

Tuberculous Pulmonary Conditions.” Slides were shown

illustrating eight different nontuberculous pulmonary ail-

ments which might be confused with such conditions.

WALLA WALLA VALLEY MEDICAL SOCIETY
The .April 8 meeting of Walla Walla Medical Society was

held at the Naval .Air Station, Pasco. The program was

furnished by the personnel of the Station Hospital.

Commander Harry H. Kretzler gave a paper on “The

Medical Department of the United States Navy.” .Also the

following papers were read: J. D. Flynn, “Nasal Physiology

and Its Alteration in .Aviation”; C. O. Lilly, “Practical .As-

pects of Tropical Medicine”; H. W. Bruskewitz and R. A.

Tidwell, “Blast Immersions Injuries”; .A. Patrelli, “X-Ray

of War Injuries” (demonstration).

There were present for this banquet and program one

hundred and twenty doctors and their wives. This program

was very much enjoyed by the large attendance.

IDAHO STATE

MEDICAL ASSOCIATION

Infirm.^ry to be Enlarged. The Coeur d’.Alene Homes

of the Rocky Mountain Lutheran Charity Association will

construct a new infirmary of fireproof construction which

will add greatly to its facilities. It will cost about $10,000.

.Appointed County Physician. Kootenai County com-

missioners have appointed F. F.. Horning of Coeur d’.Alene

county physician. He will also care for the inmates of the

Rathdrum infirmary and county indigents.

Hospital Funds Requested. From Ashton a request has

been made of the U. S. Priorities Board to make a grant

to build a small hospital at that city. Closing of the St.

.Anthony Hospital has produced an acute need for hospital

facilities in that section.

Dr. j. Harry Einhouse of Moscow died March IS from

cerebral hemorrhage after an illness of several weeks, at

SO years of age. He graduated from the Wardner-Kellogg

high school in 1913, and received his B.S. degree from the

University of Idaho in 1917. He obtained his medical de-

gree from the University of Louisville in 1921. He located

for practice in Moscow, where he has been a well known

prominent physician for the past twenty-two years. He

was a leader in medical and civic circles, having a host of

friends in medical and other organizations.

EXPLAINS CONFUSING ASPECTS OF OBTAINING
ADDITION.AL RATIONS FOR INVALIDS

.A confusing aspect of the application form for invalids

requiring additional rationed foods is explained by The

Journal of the American Medical Association in its April 3

issue. The Journal says:

“Physicians who are especially concerned with diets for

invalids should note that ration order 13, issued by the

Office of Price Administration under date of Feb. 9, 1943,

covering all canned, dried and frozen fruits and vegetables,

permits under article II, section 2.S, extra rations for in-

valids. The order reads:

“Consumers who need more processed foods because of

illness may apply for more points, (a) .Any consumer whose

health requires that he have more processed foods than he

can get with War Ration Book Two may apply for addi-

tional points. The application must be made, on OPA Form

R-315, by the consumer himself or by some one acting for

him and may be made in person or by mail. The application

can be made only to the board for the place where the con-

sumer lives. He must submit with his application a written

statement of a licensed or registered physician or surgeon

showing why he must have more processed foods, the

amounts and types he needs during the next two months

and why he cannot use unrationed foods instead.

“(b) If the board finds that his health depends on his

getting more processed foods and that he cannot use or can-

not get unrationed foods, it shall issue to him one or more

certificates for the number of points necessary to get the

additional processed foods he needs during the next two

months.

“The application form referred to, OPO Form R-21S, is

apt to be somewhat confusing to patients. It is titled ‘Sugar

Special Purpose Application’ and was developed primarily

to meet the need for home canning. It is being used tempo-

rarily, until a more adequate form can be developed. The

procedure indicated in section 2.5 may be changed some-

what in the future, in which case due notice is to be pro-

vided.”
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CLINICAL FORUM
OBSTETRIC PROBLEM

A doctor states that Mrs. L. R. B., age 18^2 years, pre-

sented herself for examination relative to the possibility

of her continuing an existing pregnancy. She stated that

three doctors had told her that it would be impossible for

her to continue a gestation to term.

History: As far as she knew she experienced no unusual

conditions at birth, but had been told that she had a very

marked murmur to be heard over her heart. Later, because

of infected tonsils she had a tonsillectomy and adenoidec-

tomy at the age of four years. The year following she had

pneumonia.

Present history: Her last menstrual period was January

9, 1943. She told the doctor that she was still having some
nausea after her meals; she was also troubled with con-

stipation.

Examination: Tonsils out, teeth o.k., cervicals not pres-

ent. No thyroid enlargement. Palpation of her chest re-

vealed a marked thrill felt over the third interspace. There

was a rough, raspy, systolic sound to be noted all over the

precordial area. In fact, it was so loud that without a

stethoscope one could hear it at least twelve inches away
from the chest. With a fluoroscope her right heart was
greatly enlarged, and so thin that it made a poor shadow.

The left heart was correspondingly of huge dimensions.

The entire heart took up about one-fifth of the chest con-

tents.

•Abdomen proved negative. Fundus barely palpable above
pubis. Pelvic examination revealed the cervix in midline,

tubes and ovaries normal on both sides; fundus anterior

and the size of a two and a half to three months preg-

nancy. There was no sign of broken compensation, nor

any history of it.

What would you suggest as to the conduct of this case?

COMMENTS ON PEDIATRIC PROBLEM IN
APRIL ISSUE

These are the commentator’s views: This early season

of 1943 was presented the Northwest with a measles epi-

demic. More bizarre forms of rash have been encountered

than usual. This case is an illustration of what has been

observed fairly frequently in the first few days of onset.

After a period of incubation the child runs a high tem-

perature, the usual adenopathy is present, the cough is

not of the regular form, starting out lightly with increas-

ing intensity. Frequently no rales are to be heard in the

chest whatsoever, and sclerae are not suffused. In other

words, the cardinal symptoms of measles are not present

as a whole. Some one of or most of the above symptoms

are not present before the onset of the rash. Then, to

make the diagnosis still more difficult, when the eruption

finally appears and is at its height, there is not very much
temperature. The cough still remains unpronounced and

the child presents the usual picture of misery accompany-

ing full blown cases of measles.

Many of the light attacks, also the orthodox varieties

of measles, have been accompanied this year with more

than the usual percentage of otitis media. Also a number
of cases of encephalitis have been reported.

Undoubtedly this child had one of the unusual onsets

of measles, with a still more unusually low temperature

accompanying the rash. As the measles symptoms subsided

apparently another organism entered the picture, which

specially affected her vocal cords. It was indeed unfortu-

nate that emphysema was so marked after the tracheotomy.

The treatment should be the ample use of sulfathiazole,

also keeping the tracheotomy wound well open in order

that the child should receive an ample amount of oxygen.

The prognosis is not good.

Conclusion of the case: As soon as the emphysema ap-

peared, adhesive was wrapped around the chest and abdo-

men, thus controlling it, but to a certain extent further

embarrassing the respirations. Because of the fact that

the child seemed quite plainly to receive air enough through

the tracheotomy wound as well as the normal air passages,

yet evinced unmistakable signs of respiratory embarrass-

ment, the diagnosis was changed to postmeasles encepha-

litis with special involvement of the central respiratory

area. The symptoms increased, and the child expired on

the third hospital day.

BOOK REVIEWS
The Princu>les and Practice of War Surgery. With

Reference to the Biological Method of the Treatment of

War Wounds and Fractures. By J. Trueta, M.D. Formerly
Director of Surgery, General Hospital of Catalonia, Univer-
sity of Barcelona, etc. With 144 Illustrations. 441 pp. $6.50.

C. V. Mosby Co., St. Louis, 1943.

This volume is a most valuable and timely addition to

our medical war literature. It is characterized by complete-

ness in presentation and discussion of all possible wounds

which may occur, notably during war time but in indus-

trial accidents during peace time. Principles of treatment

are emphasized, and healing of wounds in relation to infec-

tion with a discussion of various types of infection occupy

the early chapters. The intricate details relating to blood

transfusions, war time anesthesia and organization for

treatment are given in a readable and logical manner.

Of particular value is the author’s description of his

plaster-of-Paris technic as applied in the treatment of seri-

ous wounds. His extensive experience and unusual success

with this method have popularized it in all countries where

only best results are accepted. To study this book should be

the pleasant duty of every medical officer who may be called

upon to treat any of the great variety of wounds now being

inflicted upon the world. R. D. Forbes

Fundamentals of Immunology. By William C. Boyd,
Ph.D. Associate Professor of Biochemistry, Boston Univer-

sity, etc. With 45 Illustrations. 446 pp., $5.50. Interscience

Publishers, Inc., New York, 1943.

This book is well worth the price and would serve any

physician as a reference not only to the principles of im-

munology, but as a reference to the literature on the subject.

Each chapter is followed by extensive references covering

much of the material presented in the book.

The subject is presented under the following eleven chap-

ter headings: Immunity and Immunology, Antibodies and

Antibody Specificity, Antigens, Cell Antigens, Blood Groups,

Antibody-Antigen Reactions, Complement and Complement

Fixation, Anaphylaxis and Allergy, Allergy and Immunity,

Bacteria, Viruses, Parasites; Practical Use of Artificial Im-

munity, Laboratory and Clinical Technic.

The book does not offer complete information on most of

the immunologic preparations used to protect the person

against the various infections or contagious diseases. There-

fore, it will fail to serve a physician who desires to have

specific and complete information on the use of immune

serum in prevention or attenuation of measles. It is defi-

nitely a book dealing with the “Fundamentals of Immunol-

ogy.” D. G. Evans
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Chemotherapy of Gonococcic Infections. By Russell

D. Herrold, B.S., M.D. Associate Professor of Surgery (Ur-

ology) College of Medicine, University of Illinois. 137 pp.

$3. The C. V. Mosby Co., St. Louis, 1943.

This book covers the subject clearly, though somewhat

too concisely. The part covering the basic pathology and

differential diagnosis of gonorrhea is probably superior to

anything yet to be had in book form. It sounds as if it

were written by a pathologist who became an urologist,

most interested in gonorrhea and its far reaching impli-

cations.

Material is drawn upon from both experience in private

practice and from being consultant in a large public clinic,

where all modern facilities for diagnosis and treatment

were used. The why and how of circumventing sulfona-

mide failure is given more space than treatment methods

in general.

.Anyone not having time to keep abreast with the very

latest in the management of gonorrhea will find this book

an excellent investment, even though he may have but an

occasional case. The experience of many are boiled down
so that the management of the disease appears too simple.

References are minimal, there being but one of the better

cited for each particular problem, that those interested

may study further. The only criticism is that it is too

brief, which to the busy practitioner might be a recom-

mendation. W. R. Jones.

Obstetrical Practice. By Alfred C. Beck, M. D., Pro-
fessor of Obstetrics and Gynecology, Long Island (College

of Medicine, etc. With 1064 Illustrations. Third Edition.

938 pp. $7. The Williams & Wilkins Company, Baltimore,

1942.

The new edition of this notable book on obstetrics wilt

be welcome to the profession. In order to keep abreast of

the times, the section on operative obstetrics has been com-

pletely revised and rewritten, separate chapters including

most important surgical procedures. Even though the prac-

titioner is not competent to perform major surgery, he

should be more or less familiar with the technic involved

which is presented in detail in this volume.

A special feature of the book is the wealth of illustra-

tions. This is particularly notable in the surgical chapters,

where each step is illustrated, many of them in color, with

captions of sufficient length to clarify the procedure under

consideration. The chapter on use of forceps is noticeable,

with explanations for its necessity and many illustrations

explaining their application. The chapters on various pres-

entations are particularly impressive, the profusion of pic-

tures graphically illustrating the progress of each. This

volume should be available to every obstetrician.

Primer of Allergy. A Guidebook for Those Who Must
Find Their Way Through the Mazes of This Strange and

Tantalizing State. By Warren T. Vaughan, M.S., M.D.,

Richmond, Virginia. With Illustrations by John T. Tillery.

Second Edition. 176 pp. $1.25. The C. V. Mosby Company,
St. Louis, 1943.

This interesting book is not written for the doctor, but

for enlightenment of the allergic victim. These have become

so numerous that it is stated “milady at the bridge party

no longer compares her experiences at her last operation

with those of her neighbor, but much prefers to discuss the

mysteries of her allergic manifestations.” This is a very

ancient disease. Four hundred years B. C. Hippocrates de-

scribed idiosyncrasy to cheese, while three hundred years

later Lucretius wrote, “what is food for some may be an

intense poison for others.” It was in 1905 that a Viennese

physician coined the word allergy “to describe this curi-

ously altered capacity to react to those things with which

we come into contact.”

Although this book deals with a sad condition of health,

it is presented in much of a spirit of jollity, accentuated by

a curious collection of cartoons and illustrations. The open-

ing chapter features “Learn to Live with Your Allergy.”

Interesting and amusing suggestions are offered to this end.

Much of the book deals with questions which arise in the

mind of every allergic unfortunate, with suitable suggestive

replies. Any victim of this disease will find comfort and

consolation in reading this book.

FREAKISH INJURY WHICH MIGHT OCCUR
IN ARMED FORCES

A freakish injury to a civilian is described in the current

issue of IVar Medicine, published by the American Medical

Association in cooperation with the Division of Medical

Sciences of the National Research Council by John A.

Siegling, M.D., Charleston, S. C., because, he says, it is one

that might be encountered in military practice.

.A Negro had been striking a cold chisel with -a hammer
and while doing so felt sudden pain in his left forearm. On
examining the painful area, he discovered a small wound
on the inside of his arm, just below the bend of the elbow.

As there was free bleeding he left his work immediately and
reported to the hospital. An X-ray revealed a small metallic

foreign body about 2 inches from the wound in the skin.

Steps were taken to remove it while the patient’s arm was
under a fluoroscope. The patient lay on a table, his arm
raised, and preparations were made to start the operation.

When the fluoroscope was turned on no foreign body was
visible and an X-ray film, made immediately afterward, also

failed to reveal it. The patient was asked to return the next

day for an X-ray examination of his chest at which time

the foreign body was found in the lower part of the right

lung. It had been carried through the veins to the heart

whence it had been pumped into the lung.

When the patient was last seen six months after the ac-

cident, he stated he had never experienced any symptoms
referable to his chest as a result of the foreign body.

TOO MUCH OR TOO LITTLE THIAMINE
A recent investigation indicates that too much or too

little thiamine or vitamin Bi may be detrimental to health,

The Journal of the American Medical Association for April

17 points out in an editorial discussing a study by Clair

Foster, J. H. Jones, Werner Henle and F. Dorfman on the

relative susceptibility to infantile paralysis of mice main-
tained at different levels of vitamin Bi intake. It was found
that the incidence of lethal paralysis increased fivefold as a

result of an excessive intake of vitamin Bi. On the other

hand, 40 per cent of another group of mice maintained on a

diet deficient in vitamin Bi showed signs of the deficiency

within fifteen days, with 40 per cent of them dying within

thirty days. The Journal says that the data suggest “the

tentative conclusion that the maximum natural resistance to

poliomyelitis virus is obtained from a minimum full main-

tenance level of vitamin Bi intake and that intakes either

above or below this level cause decreased resistance. If this

should be confirmed by future tests, it would form a new
rational basis for dietary hygiene and clinical therapy

treatment.”
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EDITORIALS

VOLUNTARY RELOCATIONS IN
CRITICAL AREAS

When the United States entered the present

world war, and demand was made upon the medi-

cal profession for voluntary enlistments, there was

a ready response from large numbers of doctors.

From our three states the volunteers appeared in

satisfactory numbers. Later were added physicians

obtained by the Procurement and Assignment Serv-

ice. Consequently, it was officially stated later that

our three states had exceeded their quotas of doc-

tors for the armed services.

Although an excessive number of physicians were

thus removed from their customary spheres of

practice, yet it was considered there were sufficient

left to care for the existing population. It was

stated that the average for the general population is

about one doctor for about 750 people, and the

statement was currently made that one for 1500

would easily supply needed medical service. At that

time there Wcis no anticipation of the subsequent

excessive demand for medical service which would

appear in certain sections of the country. This has

been specially marked in Oregon and Washington,

and to a lesser degree in Idaho, as the result of the

establishment of great army and navy camps and

the unprecedented development of plants for con-

struction of various military equipment.

Both in Oregon and Washington this condition

has produced a serious dislocation of necessary

medical attendance. A vivid illustration of this situ-

ation is presented in the Washington Section of this

issue, where the facts are given in detail from the

Procurement and Assignment Service. It is esti-

mated that, as a result of migration to this part of

the country owing to war interests, the Washington

population has probably increased by a quarter of

a million people. It is believed that, in spite of this

addition, if the existing physicians were properly

distributed, they might be able to care for the medi-

cal needs of the increased population. The striking

disproportion of medical services is illustrated in a

number of instances. It has been stated, for exam-
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pie, that in a certain city an able-bodied and quali-

fied practitioner averages half a dozen office cases

per day, while if he were removed to another part

of the state, he could be assured of a constantly

crowded office, with patients receiving good incomes

and able to meet customary medical fees. At the

present time it is asserted that in some of these

crowded areas a single physician must be respon-

sible for the medical care of three or four thousand

people, an impossibility for him to maintain with

adequate attention.

Provision has been made for temporary license

for practitioners while awaiting the next state exam-

inations for licensure. The increase of practitioners

by this measure is problematical. For a number of

years frequent letters have been received from doc-

tors in other parts of the country desiring to locate

in the Northwest. It seems, however, that the most

dependable method for equitable distribution of

available physicians will be the relocation of those

already in practice. This is an opportunity for any

physician remaining in civil practice regardless of

age, who is able to carry on, to locate in a field

where he will secure a busy practice with adequate

remuneration. Thereby he will be able to demon-

strate his patriotic service and do his part in win-

ning the war. Any physician who is inclined to

respond to this request can obtain complete infor-

mation from the Chairman of his Procurement and

Assignment Service.

WARTIME PSYCHONEUROSIS
One of the most appalling results of World War I

was the astounding number of men in service who

developed psychoneurotic conditions, requiring

their elimination from the armed forces. In spite

of the attempt by examiners to recognize men hav-

ing these mental ailments, a very large number

were inducted, whose abnormal mentalities were

not demonstrated until the stress of conflict devel-

oped them. As a result of previous experiences every

effort has been exerted by examinations during

World War II to eliminate the psychoneurotic, thus

anticipating these catastrophies liable to result from

active service. Nevertheless, a distressing number

of such cases are constantly being developed. Papers

in this issue by Bowman and Rickies deal with var-

ious aspects of this condition.

Every physician engaged in examining prospec-

tive men for army or navy service should be watch-

ful for detection of this class of unfortunates. The

trained psychiatrist is the man most dependable for

detecting such victims of mental disorder. Both for

the welfare of the inductee himself, as well as the

necessity of stabilizing the armed forces, it is most

desirable that these mental defectives be detected

as early as possible. After the abnormal mental con-

dition has been developed under the stress of war

emergencies, the problem of rehabilitation arises as

the most urgent demand for action. In these papers

are presented suggestions for procedures to meet

these conditions with the possibility of obtaining

relief in many cases and the prospect of restoring

the afflicted men to condition for further active

duty. Every physician, whether or not he is engaged

in examining for armed services, should familiarize

himself so far as possible with the signs and symp-

toms of prevailing psychoneurotic abnormalities.

VANCOUVER SCIENTIFIC PROGRAM
Owing to the cancellation of many regular medi-

cal meetings during the duration of the war, scien-

tific programs which have been regularly scheduled

for these meetings in our Northwestern states are

no longer presented for the benefit of the profession.

A few special courses of lectures have been carried

on, but during the coming season, as was true last

year, most programs upon which we have de-

pended will not appear. Consequently, special at-

tention is called to the program of the Summer
School Clinics of Vancouver Medical Association,

to be held June 22-25, at Hotel Vancouver, Van-

couver, B. C. On page 7 of this issue is presented

the list of speakers, each of whom is a well known

leader among the profession of his locality. A cor-

dial invitation is extended to the profession of the

Northwest to attend this course of clinics which it

is believed will be of interest and profit. Further

information concerning the course can be obtained

from Dr. G. A. Davidson, 203 Medical-Dental

Building, Vancouver, B. C.

AFFILIATED BASE HOSPITAL UNITS
NINTH REGION, OFFICE OF CIVILIAN DEFENSE MEDICAL

DIVISION, PUBLISHES THE FOLLOWING FOR INFORMATION

OF THE MEMBERS OF THE MEDICAL PROFESSION

Some time ago the U. S. Army set up agreements with

certain civilian physicians to serve in extemporized Army
hospitals in the event that large numbers of military casu-

alties were brought to our shores. Word has been received

that the Army has found it expedient to abandon this plan

and physicians committed to this service have been released

from their obligations.

Groups of general practitioners, surgeons, internists and

physicians in other general specialties in civilian practice are

being recruited in certain hospitals by the U. S. Public

Health Service to serve in emergency base hospitals in the

event that evacuation of coastal hospitals is necessitated by

enemy action. This is part of the planning conducted by

the Medical Division of the Office of Civilian Defense. These

groups are designated as affilated base hospital units.
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Members of the units will hold reserve commissions in

the U. S. Public Health Servdce and will be activated tem-

porarily only in the event of enemy action and then only

to serv’e patients from their own communities who may
have to be moved to base hospitals. The trustees of the

American Medical Association and the Directing Board of

Procurement and Assignment have given full approval to

the organization of these units.

By mutual agreement between the U. S. Army, the U. S.

Public Health Service and the Office of Civilian Defense,

the affilated base hospital units will be called upon to staff

the extemporized .Army hospitals temporarily in case the

influx of wounded from overseas is beyond the capacity of

the existing military medical personnel at that time and

only until the .Army Medical Corps can cover the care of

military casualties. This change was made in the interest of

preservation of medical resources and to av’oid duplication

of effort between the Medical Corps of the .Army and the

U. S. Public Health Service.

The affiliated base hospital units, originally set up for

civ'ilian needs, have welcomed the added responsibilities to

the military and stand ready to aid the .Army in periods of

great stress. Plans for special training in war medicine and

surgery are now being formulated to increase the efficiency

of unit members in care of war wounds and illnesses.

RESOLUTION OF DIRECTING BOARD OF PROCUREMENT AND

ASSIGNMENT SERVICE OF THE ORGANIZATION OF

USPHS-OCD AFFILIATED UNITS

.As a measure of protection for the civilian population in

case of enemy action, the United States Public Health Serv-

ice in coofieration with the Medical Division, Office of

Civilian Defense, has invited selected hospitals and medical

schools to organize affiliated units of physicians in accord-

ance with a specific table of organization. The physicians

of these units are asked to accept reserve commissions in

the U. S. Public Health Service on an inactive status with

the understanding that they will be called to active duty

only for the following purposes: (1) To provide medical

care for civilians who must be moved out of their com-
munities of residence because of enemy action; (2) To pro-

vide temfwrary medical care in extreme emergencies for

military personnel in extemporized hospitals in the area.

.Affiliated units will be called to active duty only upon

the recommendations of the respective State Chiefs of

Emergency Medical Service. In selecting units for activa-

tion, the Siate Chiefs will call upon those physicians who
can best be spared temporarily from their civilian practices.

By virtue of this arrangement, civilian medical needs will

be safeguarded against haphazard withdrawal of physicians

in an emergency.

The Directing Board of Procurement and Assignment

Service fully approves of the formation of affiliated units

for the purposes outlined above and urges all State Chair-

men of Procurement and Assignment Service to facilitate

the organization of these units in every way possible. .Ap-

plicants for USPHS reserve commissions for service in the

affiliated units should not be cleared with Procurement and

Assignment Service because the terms of their commissions

fully protect the civilian medical needs of the communities

in which the units are being organized. It is understood that

the U. S. Public Health Service will accept applications only

from the following groups;

1. Physicians 45 years of age or older.

2. Women physicians.

3. Physicians of any age who are physically disqualified

for military duty.

4. Physicians already declared by Procurement and As-

signment to be essential for civilian needs.

In the case of each physician under 45 who is physically

fit for military duty, it is understood that the U. S. Public

Health Service will obtain from the local Procurement and

.Assignment Chairman concerned assurance that the phys-

ician has been declared essential for civilian needs. The fact

that Reserve Officers of U. S. Public Health Service are now
classified as 4-B by Selective Service does not affect the

above arrangement, since the Public Health Service has

agreed that, if such physicians holding inactive reserve

commissions are subsequently declared by Procurement and

Assignment Service to be available for military duty, they

will be permitted to resign their commissions.

The Executive Officer, Procurement and Assignment Serv-

ice is hereby instructed to transmit this resolution to all

State Chairmen.

(This resolution was passed unanimously by the Direct-

ing Board of the Procurement and .Assignment Service at

its meeting on March 20, 1943.)

LUMINOUS BACTERIA ACT AS RESEARCH
GUINEA PIGS

Luminous bacteria that glow in the dark have been re-

cruited by science to help protect war workers from con-
tagious ills. Experiments with these “guinea pig germs” are

conducted by Dr. Harvey C. Rentschler, director of re-

search at the Westinghouse Lamp Division, Bloomfield, N.

J., who reports a series of “cross-infection tests” in which
germ-killing ultra-violet rays are playing a hero’s role.

.A harmless form of bacteria that is luminous is used to
determine exactly how much ultraviolet radiation from
Sterilamps is needed under varying conditions to kill germs
before they can travel short distances in the air. Many of

the common diseases are passed from one person to another
when germs get into the air by cough or sneeze or even
breathing. The Sterilamp is a slender rod-shaped tube, de-
veloped for practical use in Westinghouse Laboratories,
which emits ultraviolet rays deadly to air-borne bacteria

and viruses.

In a typical office used for experimentation, a number of

Petri plates or small dishes in which bacteria can be grown
are placed at various positions and luminous bacteria are

sprayed into the air. Each Petri plate is then incubated for

about 48 hours to allow the bacteria to grow larger. When
the plates are examined in the dark, only luminous bacteria

are visible, thus the investigators know how far these germs
spread in the room.
With the Sterilamps turned on, studies are made under

varying conditions of radiation, pyosition and spray direc-

tion to determine how soon the luminous bacteria are killed

and how effective the “screen of ultraviolet” can be made.
One part of the room can be completely isolated from
other sections as far as bacteria are concerned by the use of

ultraviolet radiation.

.Actual office tests with the luminous bacteria are made
to verify laboratory results. Cross-infection tests were made
first in a sealed room into which air-borne bacteria could

not enter once the test had begun. In ordinary rooms and
offices, however, it is not possible to prevent air from enter-

ing, so the test bacteria had to be made distinguishable

from any other bacteria in the air.

This distinction was achieved by using a perfectly harm-
less luminous bacteria found living in sea water.

Data from these tests make it possible to plan Sterilamp

installations in rooms and offices which prevent live germs

of one person’s cough or sneeze from reaching his fellow

workers.

The ultraviolet germ-destroying lamps already are in-

stalled in many factories, food-processing plants, chemical

laboratories and wherever sanitized air is essential. Room
units used in homes and offices resemble ornamental indirect

lighting fixtures and are attached to the walls.

Thirty inches long, the slender glass tubes contain a drop

of mercury and a bit of argon gas. Dr. Rentschler explained.

When electric surrent passes through the tube, the mercury

vaporizes and ultraviolet rays are given off. The tubular

lamp is made of a special glass which allows the rays to

pa.ss through and irradiate the air.
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ORIGINAL ARTICLES
PSYCHONEUROSES OF WAR

CARE OF ILL AND INJURED AFTER EVACUATION

FROM COMBAT ZONES*

Karl M. Bowman, M.D.
PROFESSOR OF PSYCHIATRY, UNIVERSITY OF CALIFORNIA

SCHOOL OF MEDICINE

SAN FRANCISCO, CALIF.

As a psychiatrist discussing his specialty before

a group of surgeons, I trust you will pardon me if

I assume that psychiatry has not been one of your

major interests and, therefore, deal with my sub-

ject in as simple terms as possible. Abnormal men-

tal states are commonly divided into the major

psychoses or more serious types of mental disorder,

the psychoneuroses or minor psychoses which are

milder conditions, and the personality disorders

which include feeblemindedness and psychopathic

personality.

In the psychoneuroses, the personality deter-

mines one’s breaking point. Every individual has

his breaking point for mental stress and strain.

With some individuals it is high, with others low.

Individuals with a low resistance commonly de-

velop abnormal mental reactions as soon as they are

taken into the armed forces. They cannot adjust to

the altered life which war forces upon them. The

change from an accustomed environment with con-

siderable personal liberty to a life where everything

is new and different, where they are closely super-

vised and every activity carefully regulated, where

they have no privacy, and where they often see no

friends or familiar faces, is enough to break down

some of these less stable personalities. They repre-

sent a fairly large group but one that can be kept

relatively low, if adequate psychiatric screening is

carried out prior to enlistment or induction.

Individuals with greater stability endure these

difficulties of adjustment and gradually fit into the

pattern of military life without too much difficulty.

However, when exposed to the actual stresses and

strains of combat, a number of these break down

and require treatment.

As mentioned before, every man has his breaking

point and the present war imposes greater demand

upon the individual than did previous wars. There

are two types of stresses. One is sudden and unex-

pected, as the attack at Pearl Harbor. The other is

prolonged and drawnout, as the position of the

marines at Guadalcanal, where day after day they

were subjected to bombardment throughout the

twenty-four hours, where sleep was interfered with,

Read before the War Session of American College of
Surgeons, Seattle, Wash., April 20, 1943.

diet was inadequate, where they were constantly

exposed to tropical sun, heat and disease, and

where, in addition, for quite a period oTtime there

seemed little hope of their receiving any outside

assistance. It is not surprising that many found

such conditions beyond their limits of endurance

and broke down with various neurotic reactions.

We may say that the psychoneurotic picture is

usually due to a combination of both mental and

physical factors. The physical factors have been

mentioned—prolonged fatigue, loss of sleep, inade-

quate diet, climatic condition, occurrence of vari-

ous tropical diseases such as malaria, and physical

results of injury and concussion. The psychologic

factors are the usual conflicts of the individual ex-

posed to danger—fear of being afraid, fear of

death, fear that one is isolated and deserted by his

group, characterized by the phrase “being expend-

able,” and the typical conflict which goes on in any

man taken from peaceful pursuits and expected to

alter his whole habits of living, his whole conduct

and behavior. Such a man has been taught to think

that killing is wrong and suddenly is expected to

think that the more persons he can kill the better

he is. If we think of these as the causes for mental

breakdowns which occur, the method of treatment

can be worked out on the basis of preventing or

removing causes.

The first point to be emphasized is prevention.

We must keep the unstable out of the armed serv-

ices. The place for this to be done is, first, at the

local draft boards, then at induction and enlistment

centers. Finally, during the initial period of indoc-

trination, careful psychiatric observation will pick

out many of these men. Since everyone has his

breaking point, it is obvious that there are no abso-

lute or final methods for eliminating the potential

neurotic. However, by adequate psychiatric exam-

ination and observation at the time of admission to

the armed services and during the initial period of

training, the majority of those who will break

down can easily be weeded out.

The average cost of each psychiatric casualty

from World War I has been $30,000. The Veterans

.Administration has twenty-seven hospitals, caring

for over 33,000 psychiatric patients, which is more

than one-half of the total population of the veter-

ans’ institutions, and has spent over a billion dol-

lars in looking after these claimants since the last

war. We must realize from these facts that, while

the armed forces must keep as many men in active

duty as possible, we must also provide for these
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men in years to come. They can either become as-

sets to the community or liabilities both to the

community and themselves.

The second point is to institute all possible meas-

ures to prevent mental breakdowns. A high degree

of morale must be built up among the troops. Both

the Army and the Navy have worked out careful

programs to accomplish this. Lack of time prevents

any discussion of this point, but one e.xample may
be mentioned. Many excellent men worry as to how
they will react under fire. They are afraid of being

afraid. When it is pointed out that fear is a normal

reaction to danger and that a soldier who does not

feel afraid is not a good soldier, since he might ex-

pose himself recklessly, take unnecessary risks and

not protect himself and other members of his unit

as he should, these men experience a great feeling

of relief. It is also emphasized that every person

feels afraid under fire, but the only thing of impor-

tance is what he does. The maintenance of phsyical

health at the optimum degree and providing suit-

able reaction and rest facilities are also of impor-

tance.

While the breaking point is different for each

individual, a rather general standard has been es-

tablished. In the Air Corps it is recognized that an

aviator must have a rest period after a certain spec-

ified amount of duty; otherwise he cannot continue

to function efficiently and is more apt to crack up.

This rest period need not be long in the early stages

of fatigue states, but is absolutely vital. In the

early stages an individual may respond very well to

treatment, but if he is exposed too long to the de-

mands of combat conditions, he may develop a

reaction which is irreversible. The question of easy

and quick cures for these breakdowns as against

chronic invalidism may depend on prompt relief of

troops under combat conditions, when they have

reached a certain maximum point of endurance.

All authorities agree that the treatment of the

psychoneurotic should be carried out as near the

front as possible. When the patient is taken far

away from the combat area, particularly if he is re-

turned to this country, the chances of complete re-

habilitation with return to active combat duty are

practically nil. If, however, adequate treatment fa-

cilities are set up close to the front, quite a large

percentage of these individuals can be cured quick-

ly and returned to front line duty. A great many of

the cases sent home for treatment now are, and in

the future probably all will be, cases in which treat-

ment in the combat area has already been tried

and has proven unsuccessful.

Since our subject is the treatment of the psycho-

neuroses after evacuation from combat zones, we

are dealing with a definitely selected group of

individuals who have not responded to early

treatment and who are coming up for treatment

after considerable time has elapsed. One must dis-

tinguish carefully between the genuine psychoneu-

rotic, that is to say, the man who has actually

broken down under combat conditions, and the

psychopath who has always shown inadequate ad-

justment and who is merely displaying his undesir-

able personality traits in exaggerated form. The

former has suffered as a result of his service; he is

properly regarded as a casualty entitled to compen-

sation, for whom the Government should be pre-

pared to do everything within its power. The latter

is an individual who should have been eliminated

at the time of entrance to the service and who is

commonly no worse off than he was before.

There should never be any attempt to glorify the

war neurosis. It is not something to be proud of. It

is due to an inadequacy to deal with the stresses

and strains of life. A man should not be punished

because he is inadequate and one has only the

greatest sympathy for those who have been unable

to stand up under the terrific demands of modern

warfare. However, to glorify such a condition is to

make the individual who is less adequate and who

could not stand up appear as a better man than

that one who has gone through the same trials and

difficulties without breaking. A man is not to be

blamed if he has a low breaking point, but he is not

entitled to praise because of it, nor is he to be

thought of as superior to the man who has the

higher breaking point. Furthermore, maudlin sym-

pathy retards recovery and increases the incidence

of the disorder.

The types of cases seen can be considered under

the following groups:

Combat fatigue. This is a new term first offi-

cially used, I believe, at a conference held by Sur-

geon General Parran in February of this year, to

discuss conditions arising in the merchant marine.

The essence of combat fatigue is the gradual break-

ing down of the individual both mentally and phys-

ically through the prolonged stress and strain of

constant bombings, lack of sleep, inadequate food,

new surroundings and situations, and often because

of specific episodes of the most trying character, as

when a ship is torpedoed or when the individual is

concussed by high explosive.

The treatment of such a condition in the nor-

mally constituted individual is relatively simple.

Rest and good food, with a period of relaxation

from the threats of actual battle conditions are suf-
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ficient to restore an individual to his normal condi-

tion and to enable him to return to service. Such a

period of rest should be far enough away from the

scene of combat that complete relaxation can be

secured. Constant threats of danger with blackouts

and other precautions or the sound of shellings and

airplanes make difficult this complete rest. With

this in mind, the Merchant Marine is arranging

for rest homes in quiet spots away from danger.

The United Seaman’s Service has arranged for such

homes on both coasts of this country and in shel-

tered spots abroad. Here, under few conditions to

suggest hospitalization or psychiatric supervision,

the men are given such periods of rest. This plan

appears to be working out satisfactorily. The same

scheme can be said to prevail, in a general way,

with the various rest centers and periods of leave

granted to men after periods of combat duty. These

are to be thought of as preventive rather than ac-

tual treatment.

Conversion Hysteria. The second type of case is

conversion hysteria with such symptoms as paraly-

ses, contractures, aphonias, amnesias, etc. They re-

spond very well to immediate treatment close to

the front. If the case is not treated immediately

and the patient leaves the front, the cure is much

more difficult. One of the most important things to

establish in a hospital for these cases is the atmos-

phere of cure. This is a certain indescribable some-

thing which pervades the hospital and immediately

affects all persons coming there.

I can do no better than to cite my own experi-

ence when assigned to the British Army for a peri-

od of training during the last war in a so-called

shell shock hospital. In one such hospital treatment

was not at all adequately carried out. The wards

were filled with conversion hysteria cases; the con-

tagiousness of symptoms was so striking that

whenever a new patient was admitted, other pa-

tients would develop the same symptoms within

twenty-four hours.

In another hospital, well organized and with in-

tensive treatment carried out, an entirely different

situation prevailed. This was so marked that cures

were relatively easy. I might cite one such case. A
British soldier was admitted with a paralysis of the

left arm. At the time of admission the sister, as

British nurses were called, reassured the patient

and informed him that he would undoubtedly be

cured within twenty-four or forty-eight hours and

sp>oke of the constant cures of all patients. On go-

ing into the ward, the patient was questioned by

several other patients who immediately announced

that they had had infinitely more serious condi-

tions and they had responded to treatment in a

very short time. They assured the patient that the

doctor would have him using the arm very quickly.

When I saw the patient, it was a very simple mat-

ter to suggest to him that he could use the arm and

in five minutes he was doing so in a satisfactory

fashion. The essence of this was the atmosphere of

cure prevalent at this hospital.

In a hospital of the type first mentioned, such a

cure could not have been achieved. The patient

would have been most difficult to treat and uncon-

scious resistances to treatment would have been de-

veloped to the highest degree by the example of

the ward filled with patients who had resisted treat-

ment over a period of weeks or months.

One must, therefore, have the personnel trained

in their attitude. There must be no maudlin sym-

pathy with patients. On the other hand, the patient

must not be scolded or accused of faking. An at-

titude of confidence and efficiency should radiate

the whole hospital. This can, of course, only be ac-

complished by the selection of suitable personnel

and a period of training. Those ignorant of psy-

chiatric principles may, with the best of intentions,

interfere seriously with treatment. For example,

one nurse in an American neuropsychiatric hospital

in France insisted to me one day that these boys

had been through enough. They had done their bit

and nothing was too good for them. She then pro-

ceeded to baby and sympathize with all the men on

the ward and so introduced a very difficult situation

as far as treatment was concerned. Equally bad,

however, was the attitude of a medical officer who

lost his temper and accused patients of faking when

they did not improve immediately.

The treatment of hysterical conditions during

the Icist war has been described in detail and I be-

lieve nothing new of importance has been added

either to our understanding or knowledge of treat-

ment. Conversion symptoms seem to be rather more

prevalent among those of more limited intelligence

and imagination, whereas anxiety conditions are

more often found among those of higher intelli-

gence and greater imagination. The cure of a

paralysis can be achieved by simple suggestion,

often using hypnosis, by methods of persuasion as

outlined by Bernard Hart, or by more intensive

analytical procedures. In general, suggestion is the

best method for those of limited intelligence, w'here-

as analytical procedures seem to be valuable in

those of higher intelligence. One method of the

treatment of contractures which was extremely

successful during the last war was the constant

stretching of the contracture and then allowing
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the affected part to contract down again, then

keeping up this process continuously. Relays of men

were used and the ideal situation was to utilize men

w'ho had themselves been cured of such a condition.

The added suggested value of this was considerable.

Under such relay treatment the contractures would

become completely relaxed in from four to eight

hours. Often there would be a slight return of the

contracture on the following day. This would re-

spond very quickly to further reduction and practi-

cally never was any further treatment necessary

after the third day. Here, again, the atmosphere

of cure was of great importance and the use of

cured patients was particularly valuable.

The anxiety states represent a more difficult

problem in the way of treatment and require more

time and more individual attention. A prolonged

period of complete rest and relaxation is necessary.

If the patient is not sleeping well, large doses of

sleeping medicine may be used in the beginning to

reestablish sleep habits. They should not be kept

up over a long period of time, however, as this re-

sults in a condition of drugging and a reliance on

drugs w’hich retards or prevents cure.

It will generally be found that these anxiety

states are repressing painful memories. iVIost of

them will resist discussing such conditions and will

become very tense and emotional when attempts

are made to pry into traumatic situations. The pa-

tient must first secure an understanding of his con-

dition. It is explained to him how he represses or

crowds out of consciousness painful memories

which, however, still continue to exist, although

not allowed expression at a conscious level. This

is what gives rise to the symptoms of anxiety. At

night, when the individual is relaxed in sleep, these

memories creep out in the form of battle dreams

and terrifying nightmares. The patient is told that

these memories are a part of his personality, that

the attempt at repression has not worked ade-

quately and that he must learn to live with these

memories. Attempts are then made to desensitize

him. The patient is required to go over and over

again the distressing situations which have brought

about his condition. This is based on the general

theory that a horse frightened at a steam roller can

be led past it time after time and finally will pay no

attention to it. In the same way, the patient, by con-

stant repitition, is able to get rid of the effect con-

nected with his memories which has been stirring

him up.

When asked whether they read the war news,

many of these patients insist that they cannot do so,

that this upsets them too much. With this in mind.

Bernard Hart instituted the treatment in one of the

English shell shock hospitals of having such pa-

tients read the war news in the newspapers out loud

every morning to the psychiatrist in charge of their

cases. It was interesting to observe these patients’

reactions. At first they would become very tense.

They would flush and perspire, stammer and block,

and often insist that they could not go on. After

this was kept up for a week or two, there would be

a gradual decrease in the emotional reaction of the

patient and one would find that he could read the

war news with very little upset. One could check

the patient’s pulse before and during the reading

and see that there was no alteration.

In many of the early cases of anxiety neuroses

and extreme cases of combat fatigue with nervous

tension, the use of insulin in subshock doses is of

value. Following the standard technic, the patients

are given insulin, starting with 15 units, at 7:00 in

the morning and are then given a breakfast with

added carbohydrates at about 9:00. This does not

allow the patient to go into coma or to reach a

state of shock. The dosage of insulin is gradually

increased and the treatment is given daily. The ex-

act dosage and the exact period elapsing between

administration of insulin and breakfast may vary

in individual cases. Such treatment increases the

patient’s appetite, adds weight, and decreases emo-

tional tension. This treatment can be kept up for a

period of several weeks. With the increased amount

of carbohydrates it is important to increase the

amount of vitamin B, particularly thiamine, since

the amount required depends upon the number of

calories taken.

The so-called traumatic neuroses represent actu-

ally a mixed group, some of which are organic and

some functional. Many of these men have been ex-

posed to the effect of high explosives and it is at

first difficult to decide whether a patient belongs to

the organic or the psychogenic group. In addition

to that, there are a large number of mixed cases

which lead to almost hopeless confusion. Some very

careful work in sorting out these two groups has

been done by Abbott, Due and Nosik^'. Here, on the

basis of the mental picture of the patient, it has

been possible to determine that certain cases were

organic and the treatment was primarily surgical.

The definition of the two types, as it has been worked

out, shows that the psychogenic case tends to

dramatize his condition, is full of complaints, and is

1. Psychiatric Diagnosis of Subdural Mematoma and
Effusion Resulting from Blast. Lt. Comdr. Walter D. Ab-
bott, M.C.-V (S) U.S.N.R., Lt. Floyd O. Due. M.C.-V (S)
U.S.N.R. and Lt. (j.g.) William A. Nosik, M.C.-V (S) U.S.
N.R. to appear in American Journal of Phychiatry for
July, 1943



158 MENTAL REHABILITATION RICKLES

constantly appealing to the physician for help. He
often writes long letters home detailing his symp-

toms. The organic type of case shows a certain

sluggishness. He will make his complaint to the

physician but, when told that he will receive medi-

cation, goes back quietly to his bed and makes no

further complaint. His circle of interest is sharply

circumscribed. He stops writing letters home; he

pays little attention to what is going on about him.

With the use of electroencephalographs, air en-

cephalographs and various psychologic tests, in-

cluding the Rorschach test, these two groups of

cases have been rather clearly delimited. Since the

treatment of the two groups is quite different, it is

of the greatest importance to have careful psy-

chiatric examinations. The experience so far indi-

cates that the diagnosis has been made correctly

on the basis of the psychiatric examination more

often than by any other method.

Finally, I would state that the treatment of the

war neuroses is a highly individual problem and

would suggest that one is not treating a disease but

an individual suffering from certain symptoms

which can only be understood by a careful life his-

tory, and a thorough physical, neurologic and psy-

chiatric examination. Treatment taxes the resources

and patience of the therapist and there is no place

for intolerance and scolding on the one hand, or

maudlin sympathy on the other. The acquiring of

psychiatric technic is a long and difficult task just

as is the acquiring of surgical technic, and unfor-

tunate results may result from the attempts of

untrained but well meaning persons to deal with

some of the more complicated psychiatric problems

as would be the case if persons untrained in surgery

attempted delicate surgical operations.

MILITARY MENTAL CONSERVATION
AND REHABILITATION*

N. K. Rickles, M.D.

SEATTLE, WASH.

Psychoneurotics, who have never heard a shot

fired at a fighting front, are now being discharged

from the Army at the rate of 1,000 a week.’^^ “Why
has this been allowed to happen?” “What is being

done to prevent its continued occurrence?” And,

more important, “What is being done about the dis-

charged soldier?”

These same set of circumstances were presented

during the first world war with devastating results,

and from all present indications the army still faces

Read before Washington Society for Mental Hygiene,
Seattle, Wash., March 17, 1943.

1.

Time; Army and Navy; The Draft, p. 57. March 15,
1943.
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the same problem. Are these deplorable conditions

going to continue?

A suggested program for military mental conser-

vation is outlined here, having also an additional

provision for rehabilitation of the disabled; (1)

elimination of the psychiatrically unfit before they

are inducted, (2) prevention of breakdown of the

mentally sick, (3) prompt treatment of the men-

tally sick, (4) a constructive plan of rehabilitation.

ELIMINATION

The importance of elimination of the incipient or

potential psychoneurotic is self-evident, as over 65

per cent of them give evidence of some mental dis-

turbance prior to induction^. The plan suggested is

that a clearing house in each state or district be or-

ganized that shall have the power to obtain avail-

able information on eligible men from all sources

such as state hospitals, penal institutions, social

service groups, schools, etc. This information could

then be properly indexed with appropriate marking,

after which each draft board would be instructed to

clear the name of each inductee at least ten days

before he is to be called. When a positive finding

appears, the case should then be checked over by a

competent social worker and a report made to an

authority designated by the Army. In actual exam-

ination at the induction center more time should be

allotted to the psychiatrist and he should be in-

structed that, in any question where the slightest

doubt arises as to the mental health of the indi-

vidual, the case be postponed for a more elaborate

and extensive examination.

When one realizes the tremendous cost of the

care (The Veterans Bureau has demonstrated the

cost to the government is $30,000 for every mentally

disabled person®) to the Army and the community

of a mentally sick person, the above plan will prove

to be economical as well as efficient.

PREVENTION

Thousands of men now in service will become

needlessly crippled before they ever reach the fight-

ing front, simply because of the lack of a proper

program designed to direct the soldier’s adjustment

from civilian status to army life. On entering the

army, every man is given inoculations to prevent

such diseases as typhoid, smallpox, etc. Why do we

not anticipate the onset of the mental ills which are

equally certain to infect our troops?

Every camp should have an established mental

conservation center which should consist of a psy-

2. Pairbairn, W. R. D. ; War Neuroses: Their Nature
and Significance. Brit. Med. J., 4284:183-186, Feb. 13,

1943.
3. Stilwell. L. E. and Schreiber, J. : Neuropsychiatric

Program for Replacement Training Center. War Med.,
3:20-29, Jan., 1943.
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chiatrist in charge and at least two competent psy-

chiatric social workers. The soldier should be

informed about this center, its purposes and aims,

and should be made to feel that he can go there

with complete assurance that any or all of his state-

ments will be treated with proper respect and trust,

and that any information he may give the doctor

will never become a part of his record. He should be

encouraged to go there with all of his problems.

It should further be the duties of the psychiatrist

to give lectures to the soldiers on mental problems,

such as fear, anxiety, sex, separation from loved

ones and the physiology and psychology of the emo-

tional reactions of the mind and body*. The soldier

should be particularly reassured on his fear reac-

tions and be made to feel that it is a normal reaction

which every one in his group possesses and of which

he need not be ashamed.

Problems that worry the soldier will often vanish

after they have been given honest, interesting and

stimulating discussion. This should be particularly

stressed to the young men w'ho are now being in-

ducted into the army, many of whom have adopted

a fatalistic attitude toward the war and their future.

Before it is too late, they should be made to under-

stand that, tough as the going may be and unfortu-

nate as the interruption to their careers is con-

cerned, it is only an interlude, and the freedom and

peace that shall come as a result of their sacrifices

will compensate in some measure.

Further, they should be assured that their studies

will be continued in training centers, and to those

who so desire after the war their right to an educa-

tion shall be guarantteed. In this way their myopic

vision will be remedied and they will be able to see

their future objectives more clearly. In collaboration

with the morale group answers can be given the

soldier as to why we are fighting this war, what will

happen to his loved ones during his absence and,

finally, after victory what will happen to his per-

sonal security.

Officers as well as Y.M.C.A. and Red Cross offi-

cials should be given primers on war psychology at

training schools so that, when these men are put in

charge of their respective groups, they can maintain

intelligently the esprit de corps. An army is no

stronger than its leaders, and if the leader can in-

spire confidence and make each individual feel that

he is an integral part of his unit, half the battle is

won.

TREATMENT

The best treatment of these cases is their early

4.

Rickies, N. K. : Psychoneurosis In World War II.

Northwest Med. 41:373-376, Nov., 1942.

recognition in the incipient and acute stages, and an

immediate plan of action so that the disease does not

have the opportunity to become chronic and fixed in

the patient’s mind. Reports emanating from articles

in the British journals still tell of from six to nine

months’ delay before mental cases are transferred

to neuropsychiatric hospitals. Indications are that

at present plans are being evolved that will avoid

this delay and adequate treatment will be available

early in the course of the disecises. A new and inter-

esting development is group psychotherapy in

large mental centers with excellent results.®

REHABILITATION

The most important phase and one that will re-

quire the attention of civilian psychiatrists and

social agencies is the aftercare of these individuals

when released from the army. The necessity of the

early adoption of such a program is revealed in a

survey recently conducted in London, where in a

follow-up of 100 discharged soldiers with a diag-

nosis of psychoneurosis, over SO per cent had made

an inadequate adjustment in civilian life.® The in-

itiating of this plan now and not waiting until the

war is over will serve two purposes. First, it will

take care of the men as they are being discharged

and thus avoid a chronic state of malcreants; and,

second, it will prevent the sudden necessity for care

of thousands at the expiration of the war. Many of

these cases will require continued care, either insti-

tutional or ambulatory.

Private resources of civilian psychiatrists and

social agencies should be made available to these

men now, while they are still in a fairly acute stage

and willing and ready to be helped. Many of these

men under these circumstances will make a proper

adjustment and still prove to be a help in our war-

time program instead of a definite drag. There are

many positions available for these men; the impor-

tant thing is to find the right ones for them. This is

a tremendous task, but if it is shirked now it will

continue to grow and may even prove to be a na-

tional calamity. Now is the time to organize all

community sources, face this problem and do some-

thing about it.

.\ny rehabilitation program must take into con-

sideration certain definite factors already well

known to the industrial psychologist, doctor and

employment managers, namely, the knowledge on

the part of the employee that he has a vital part in

serving the needs of the community, and that the

work he is doing is constructive and aiding in the

5. Blair, D. : Group Psychotherapy for War Neuroses.
Lancet. 1:204-205, Feb. 13, 1943.

6. Lewis, A.: Social Effects of Neurosis. Lancet. 1:167-
170, Feb. 6, 1943.



160 MEDICAL CIVILIAN PRACTICE— HUNTER Vol. 42, No. 6

general work of the social group, to which he should

be made to feel that he is an essential and integral

part.

Mental health centers should be established in

each community center, where the ex-soldier can

feel free to go and get adequate help and supervis-

ion toward a normal return to his former social and

economic level. A transcript of the soldier’s record

and discharge notes should be sent to these agencies

and a follow-up program should be immediately in-

stituted. It might be true that little can be done for

some of these men but at least, if a sincere, intelli-

gent and organized attempt is made, the neurotic

will not feel that he has been a total failure, but

rather that he may become a useful citizen, thus

helping him to regain his self-respect and place in

the community. While this should be a division of

the public health program, the mental hygiene or-

ganizations can be of definte assistance in formula-

ting plans in an intermediary capacity between

existing social agencies, employment group and fed-

eral public health officials.

CONCLUSIONS

A definite plan for military mental conservation

is outlined embracing four main divisions:

1. Elimination, by having a careful social check-

up on each inductee before his induction into the

army and by allowing more time in the neuro-

psychiatric examination.

2. Prevention, by establishing mental conserva-

tion centers at each camp with a psychiatrist in

charge, where the soldier can go with his mental

problems just as he can go to the doctor with his

physical ills. Lectures in war psychology and morale

at the camps. Primers in psychology to all officer

candidates. Red Cross and Y.M.C.A. officials.

3. Treatment should be early and adequate.

Group psychotherapy should be instituted.

4. Rehabilitation plans should be started at once.

Mental centers should be established in each com-

munity, where the discharged soldier can go for

help and advice. Treatment should be made avail-

able and enlistment of employment groups, social

service agencies and doctors to work jointly on a

program bringing these men back again into a prop-

er social level. The immediate adoption of such a

plan will make the lives of thousands of men hap-

pier, save millions of dollars and avoid the loss of

many hours of much needed work effort in our war-

time emergency and the peace that shall follow.

7. Giberson, L. E. : Wartime Survey of Industi ial Psy-
chiatry. M. Clin. North America. 26:1085-1103, July, 1942.

MEDICAL CIVILIAN PRACTICE
IN WARTIME*

James E. Hunter, M.D.

SEATTLE, WASH.

The problems which confront the physician in

civilian practice during such times as this are mani-

fold, but essentially boil themselves down to two

principal ones. The first is that of seeing a much
larger number of patients, giving them adequate

medical attention, and at the same time conserving

strength and energy so that the strain, wear and

tear on the human machine may not bring about a

premature collapse.

The second, and perhaps equally as important as

the first, is to keep abreast of the extremely rapid

advances that are being made in diagnosis and ther-

apy. One very important phase of this problem is

the fact that most of us who are not in the armed
forces find it mandatory upon us to play some part

in the civilian defense activities of our respective

communities. This factor is especially important for

the cities and states of the coast, which are recog-

nized as “critical areas” and especially liable to

enemy attack.

To analyze the first of the two problems a little

more fully, our own city of Seattle and presumably

the other major cities on the coast have lost to the

armed forces approximately one-third of their phys-

icians. These men are not only those who have been

actively engaged in practice, but in the main are

the younger, more enthusiastic and more energetic

members of the profession. The patients whom they

have previously attended have been left in the care

of the older men who remain at home. Many of the

latter have reached a time of life when their inclina-

tions lead toward a lessening rather than an increas-

ing amount of practice. They have, perhaps, reached

the point where they feel that their long years of

hard and intensive work have merited retirement or

passing on of the more arduous part of their prac-

tice to their younger assistants.

Such eventualities are impossible at times like

this. Not only must the sick and injured be attended

to, operations performed, babies delivered, but pub-

lic health measures such as giving of vaccines and

preventive sera must not be neglected, to the end

that epidemics may be prevented. Not only the de-

pletion of the ranks of physicians makes this prob-

lem acute, but displacements of population, result-

ing from the increased tempo of war work, bring an

increasing number of potential patients into a com-

munity such as this.

Read before the War Session of American Collegre of
Surgeons, Seattle, Wash., April 20, 1943.
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What measures can best be adopted to meet this

problem are as individual as the communities in

which they exist and the physicians trying to cope

with them. The ideal remedy would be hosiptaliza-

tion of a larger number of our patients, but here we

are thwarted by the extreme paucity of available

beds. Instead of hospitalizing larger numbers, the

hospitals are of necessity imploring us to send in

fewer patients and to shorten the stay of the indi-

vidual patients as much as possible.

One thing that is helpful is the reeducation of our

patients. The majority are quite willing, on being

informed of the situation, to be satisfied with serv-

ices less complete and perhaps embellished with less

of the usual niceities. They are willing to take advice

over the telephone, to make their visits to the doc-

tor’s office less frequent and, perhaps, to cooperate

with the doctor in spending less time at his office.

Most of them in addition are graciously willing to

postpone appointments to meet with the physician’s

convenience. All these conditions are not as we
would wish them to be, but as necessity demands.

The matter of reeducation of the patient might

well go a little further and tie in with the very ex-

cellent work the Red Cross has been performing in

training thousands of women for home nursing,

first aid and nurses’ aides. Though the knowledge of

these women even after these courses is necessarily

very limited, it may be used to good advantage by

the overbusy physician.

One of the worst features of present day practice

is the decreased number of men left in the most lim-

ited specialties. This makes it necessary for the

surgeon and the internist to attempt to treat con-

ditions which they may have always referred to

other men in the past.

In reverting to the second problem, it is most es-

sential that the physician shall not fall behind in

his medical reading. The general public is entitled

to the best we have to offer, and the best is encom-

passed by the daily advances that are being made,

especially in the laboratory which is the battle

front. One has but to mention the newer concepts of

shock therapy, the use of plasma and whole blood,

and treatment of bums to give us examples.

All of these procedures and treatments we have

learned of from those at the war front are fully as

applicable on the home front. Should your city or

mine be bombed tonight, the physicians who man
the Emergency Medical Service of Civilian Defense

must be prepared to put them to immediate use.

For these reasons there should be no let-up in the

means of disseminating this knowledge. Our medi-

cal magazines, our county society meetings, our

hospital staff meetings should continue as usual.

Such a gathering as this is of particular value in

disseminating such knowledge and I for one feel

that the College of Surgeons is to be commended
highly for carrying on this series of regional meet-

ings.

In conclusion, at a gathering such as this it is

well to remark that one of the factors in building

medical efficiency is the creation of opportunities

for getting away from daily routine and associating

with others of our profession and allied ones in

order to gain a more objective viewpoint toward

present day problems. Circumscribed as we are in

outlook, resulting from an overbusy schedule, we

need to add impressions of the broad national and

international picture, which can be obtained only

from such a widespread group as is represented here.

The ideas we get are important and will help us in

solving our individual problems, but of equal im-

portance is the stimulation received which sends us

back revived and with more power to attack con-

ditions which can be improved even in war time.

SURGICAL PRACTICE IN WARTIME*
Edwin A. Nixon, M.D.

SEATTLE, WASH.

In the courts of law the phrase, “I believe,” has

no standing. A witness giving testimony is always

cautioned thus: “Tell us what you know, not what

you believe.” In theology belief has always been re-

garded as superseding reason. Almost without ex-

ception belief is a legacy, an importation, something

borrowed, an echo, and often an echo of an echo.

We all believe in the important influence of the

American College of Surgeons on the progress of

surgery in our country. Its efforts, which for thirty

years have caused improvement in our hospital

standards, are most notable, a necessary and im-

portant adjunct to surgical progress. It is trite but

true that patients are not cured on the operating

table. Now more than ever should the entire hos-

pital staff and the surgeon cooperate wholeheartedly

with the American College of Surgeons so that the

patient may be efficiently cared for in spite of diffi-

culties of wartime practice. Difficulty is a chal-

lenge that shows what men really are, and I know

that we in the Pacific Northwest will meet that

challenge successfully.

The problems of surgical practice in wartime were

well written out and properly summarized by an

efficient American College of Surgeons Public Re-

lations Staff in Chicago, and sent to me for use

here. Would that I had the ability to give it all to

Read before the War Session of American Colleg'e of
Surgeons, Seattle, Wash., April 20, 1943.
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you, but I have used some suggestions. This is the

last of twenty war sessions scheduled by the Ameri-

can College of Surgeons since March 1. Because

the same paper may have been read nineteen pre-

vious times and because I believe in all ten points

the College outlined, and I think you do also, in-

stead of reviewing those beliefs I will mention a few

sectional problems which I know confront us in the

Northwest during this war time.

Many disconcerting conditions confront surgeons,

especially in Seattle, where the civilian population

has boomed. All over the country assistants have

been lost, and surgical teams have been disrupted

by loss of trained residents and capable surgical

nurses. The American College of Surgeons reports

that there are about 7000 hospitals and only 2800

residents, one-half the former number. Then, too,

we have not requested, but must arrange for the

accelerated medical training schedule.

For example, at our King County Hospital over

130 members, representing about 35 per cent of the

visiting staff, have joined the armed services. And
yet more surgical work is being done now by fewer

staff men. Increased surgery has been occasioned by

Initiative 141, our old age pension law. On July 1,

1942, all but three of thirty internes and residents

left the hospital for military duty. This must be a

record loss for any United States hospital and a

record burden for the staff men. On April 1 an ad-

ditional twenty-four internes arrived, making a to-

tal of forty-eight, double trouble for the adminis-

tration. Dr. Van Norman, superintendent, and the

staff are meeting the additional demands and over-

coming the difficulties in a gratifying manner.

Training of potential surgeons, now interrupted,

must be carried on with renewed activity after the

war. Dr. Gordon Kenning of Victoria told me that

Canada has arranged for return of men still in the

service to pursue special training at Government ex-

pense. But we who are on the home front must not

only help the surgically minded interne who may be

in military service after this year, but also stimulate

him to seek systematic postgraduate surgical train-

ing after the war. This may avoid return to the

misconception that any physician can do surgery.

We know a great deal of work could be done in

operating rooms by incompetents and irregulars. It

is our duty, although sometimes an onerous one, to

be on the alert to keep incompetents out. Local

committees must judge applicants for the American

College of Surgeons or the specialty boards on indi-

vidual merit and local standing. Those granting

membership should not disregard the local situation

and allow hyp>ocritical inquisitions of candidates to

become ludicrous and annoying to the men on the

home front. The decision of the local committees

should be final, as is the case with military draft

boards.

One thousand cases of cutting and sewing and

one thousand dollars should not necessarily qualify

one who has had no special training, for approval

or certification. Hippocrates said that healing is a

matter of time, but it is sometimes a matter of op-

portunity. Surgeons must be trained by other means

than a pat on the back, so that they may make use

of that time and opportunity wisely. Knowledge and

timber should not be much used until they are sea-

soned, more true about potential surgeons. Remem-
ber, a real surgeon’s hand never read a book.

New York, Pennsylvania, Massachusetts, Illinois

and California have failed to provide their quotas

for medical officers for the armed forces. We in the

Pacific Northwest, as is true in Western Canada,

have exceeded our quotas, and yet the war indus-

tries have increased the burden on civilian physi-

cians. In Victoria, doctors are present in the ratio

of one to three thousand, about SO per cent of the

normal. In Seattle and King County the ratio is one

to fifteen hundred. Vancouver has lost 35 per cent

of its medical doctors. Eighty per cent of the fail-

ures to meet quotas for doctors lie east of the Mis-

sissippi river.

There is a shortage of hospital beds, a grave prob-

lem in surgical emergencies. I know that additional

hospital facilities will be at our disposal soon in

Seattle because of and in spite of political maneu-

vering. Increased hospital costs and decreased facil-

ities must be adjusted or they will do much to

further the cause of socialized medical practice. And
then we will stop progressing, for, as we all know,

private choice of physician or surgeon still is a fun-

damental factor in the scientific progress of surgery.

A conversation with Dr. Schinbein of Vancouver

convinces me that our colleagues in British Colum-

bia are far ahead of us. They have laws which per-

mit hospital staffs to prevent any physician from

doing surgery unless he is trained and competent.

They also have governemnt inspectors with the

power to close a nursing home or hospital which

does not conform to the laws. Would that we had

such a law here. We could if we would stick to-

gether and demand it. British Columbia did it.

A compliment is like a kiss through a veil, not so

hot, and it is not my intention just to compliment

surgeons as a group or the Pacific Northwest as a

section. Surgeons can, but sometimes do not help in

many ways. These are a few suggestions:
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1. Be on time for operating room appointments.

2. Keep complete medical records and complete operative

reports, and do not trust writing of these records to internes

and nurses.

3. Attend such meetings as this one and our local hospital

staff meetings.

4. Eliminate unnecessary orders representing individual

idiosyncrasies which increase work for an undermanned
nursing staff. Such orders only impede the efforts of the

hospital to protect and benefit the patient.

We have many other problems besides those men-

tioned in the foregoing paragraphs. However, only

on the edge of the grave can man conclude any-

thing, so these difficulties are mentioned for con-

sideration, not as conclusions. I know that now

more than ever we should be united for the future

progress of surgery. The surgeon needs the College

and the American College of Surgeons needs sur-

geons.

I believe it is a great privilege to live and work

together in these times of trouble. Thank God, there

is one indisputable fact. We know we are here and

in a fight to win both on the military and the home

front.

MEDICAL SERVICE IN INDUSTRY
Horace J. Whitacre, M.D.

TACOMA, WASH.

Medical service in industry has taken on com-

manding importance with the industrial acceleration

of war, and the science of medicine is now called

upon to make its contribution to the general prob-

lem of production. Efficient man power is the de-

mand of the hour and it is the job of the medical

profession to put forth its best efforts to develop and

maintain the highest possible standard of vigorous

good health in the total stay-at-home population.

The worker who is subnormal in health cannot

deliver his best; the worker who is sick or injured is

absent; the worker who has serious illness in his

family is likewise absent; 400,000,000 man days of

work were lost in 1940 because of sickness and in-

jury. Ninety per cent of this loss was due to non-

industrial illness and 10 per cent to injury.

The official agencies that deal with health of this

state have undertaken to meet this problem by in-

itiating a program which I shall present briefly.

The Governor of the state, the State Department of

Health and the State Department of Labor and

Industries have taken the leadership, and the Gov-

ernor has created a coordination committee for a

study of the problem. On this committee there are

two representatives each from the Department of

Health, the Department of Labor and Industries,

the medical profession, management and labor.

The tentative program of this committee includes

Read beore the War Session of American College of
Surgeons, Seattle, Wash., April 20, 1943.

(1) industrial hygiene and safety engineering, (2)

improved professional care of the sick and injured,

(3) rehabilitation, (4) research. In other words, we

seek to forward the war program ( 1 ) by preventing

disease and accident, (2) by restoring the sick and

injured to the production line at the earliest pos-

sible moment with a minimum of disability, and

(3) by rehabilitating the unavoidably disabled man
to a point where he can reenter industry.

In the field of industrial hygiene the State De-

partment of Health has had the great good fortune

of obtaining the services of three engineers from

the United States Public Health Service under the

leadership of Captain L. M. Earner, an engineer of

industrial hygiene. His staff includes a sanitary en-

gineer and a chemical engineer with a laboratory at

the University of Washington. This group is now

prepared for and is actively engaged in the survey

of industrial plants. By'request a plant may be sur-

veyed relative to environmental working conditions,

sanitary conditions, dusts, fumes, gases and poisons.

Management is highly cooperative. The staff cannot

keep pace with the requests.

An example of the service rendered by the staff is

a recent outbreak of disabling dermatitis in a major

percentage of a group of cable workers in one of our

shipyards. Prompt action revealed the cause of the

dermatitis, the remedy was applied, the disease dis-

appeared, and a threatened walkout was averted.

The problems of communicable disease, preplace-

ment examination and absenteeism are likewise

under discussion by the committee. It is hoped that

in time and with a larger staff a program of health

education within plants and projected into the fam-

ily life of the worker may be developed.

In the field of accident prevention, the Safety

Division of the Department of Labor and Industries

has been greatly strengthened. Unprecedented ac-

tivity is evident in training safety engineers and

advancement of the teaching of first aid in the fac-

tory. In the smaller plants our medical bureaus are

doing a fine job by furnishing and servicing first aid

kits in the factories and, where possible, placing the

captain of the factory first aid team in charge of the

service.

The second broad division of our program deals

with the professional care of the sick and injured.

We have one plant in the State of Washington that

has built a 200 bed hospital, equipped it with every

modern hospital requirement and staffed it with

twenty physicians covering most of the fields of

medical practice. This hospital has a contract for

the care of industrial cases and offers a supple-

mental contract for the care of off-duty sickness
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and accident. It is doing excellent work in the care

of the sick and injured.

We have one large plant employing a large num-

ber of workers that employs eighteen full time phys-

icians doing preplacement examinations and first

aid at ten first aid stations throughout the plant.

All serious and hospital patients are referred to

private physicians in the community. There are

two or more very large plants, each served by two

part time physicians and two first aid stations

staffed by registered nurses. In these plants first aid

only is given and the patient is referred to the pri-

vate physician of his choice.

Many small plants have nurses only for first aid

treatment. Industral nurses have been surveyed,

courses have been given in industrial nursing and a

state supervisor of industrial nursing is functioning.

Predominately, medical service to the industrial

worker is rendered by the private physician of the

patient’s choice. On the whole, this service is excel-

lent. Knowing as we do that all physicians are not

equally competent in industrial surgery, it might be

assumed that the patient who chooses a poorly

equipped family physician would fare badly. We
have two checks on this possibility. In the first

place, the medical service bureaus of the state in-

clude most of the physicians of a given community

and these bureaus have not only a supervising phys-

ician who visits and keeps track of serious cases,

but they require that the physcian in charge of a

serious case call a consultant, chosen by the bureau,

before he proceeds with an operation or definitive

treatment.

In the second place, the State Department of

Labor and Industries has a corresponding setup. All

serious accidents must be reported to the local offi-

cial representative of the department, a surgeon. If

consultation seems wise, this is ordered or, in the

instance that the family physician is admittedly not

equipped to handle a given case, the patient is

transferred to the care of a specialist with consent

of the physician in charge. The local representatives

of the department may likewise authorize private

room, special nurses, physical therapy and appli-

ances, thus speeding up the service.

This supervision of industrial accidents has been

cheerfully accepted by the medical profession as

beneficial to the worker, the medical profession and

the department. It is a definite policy of the De-

partment of Labor and Industries to concentrate

upon the injured man, where possible, the best pro-

fessional skill that the community or the state can

provide. Furthermore, the department is making an

earnest effort to eliminate delay in prescribed treat-

ment and the payment of bills for service.

In a further effort to improve the quality of serv-

ice rendered in industrial medicine, physicians are

urged to study industrial hygiene and industrial

surgery. Many physicians, previously unaccustomed

to the care of industrial casualties, are now called

upon to treat them. New diseases, such as the der-

matoses, metal fever, shipyard eye, poisons, etc.,

have developed. Special committees for the study of

industrial hygiene and industrial surgery are rec-

ommended in our county medical societies, and it is

suggested, further, that these subjects should be

discussed frequently at medical society meetings.

All of us can do a better job in hand surgery.

Hand injuries exceed all other types today. The

hand is by far the most important part of the indus-

trial worker’s anatomy; and the possibilities of per-

manent partial disability from the badly treated

hand are unequalled. Unless the principles of hand

surgery as set forth by Kanavel, Mason, Koch and

Dudley are followed, disaster is a strong possibility.

The same may be said about compound fractures,

now a well standardized procedure. I find the widest

variation in the management of bums.

Fractures of unprecedented variety and severity

are occurring in heavy industry where untrained

workers predominate. I have a feeling, based upon

a state wide observation of treatment and results,

that this broad subject should be restudied. The

Department of Labor and Industries is urging early

consultation by experts in all bad fractures.

These comments are not a criticism of the profes-

sional work now done by the physicians of Wash-

ington. On the contrary, it has been my privilege to

inspect and follow through the work done in most

of the communities of the state and I can say confi-

dently that it is of a very high order. The point that

I wish to make is this. Inasmuch as the responsibil-

ity for good medical care, minimum time loss and

minimum permanent partial disability of the indus-

trial worker rest chiefly upon the general medical

profession, we should put forth redoubled efforts in

this field of medical practice.

Rehabilitation is the third general section of this

program. About eight thousand accidents per month

are occurring in this state, despite all precautions.

In every one of these accidents there is the possibil-

ity of some degree of disability. The degree of this

disability will depend very largely upon the prompt-

ness and accuracy of the first treatment that is given

to the injured worker, the attention that is given to

soft tissue function and wise physical therapy in the

period of convalescence.
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Even the man who has lost an extremity may re-

enter industry. This is well illustrated by the man

who had lost his forearm, and decided to learn weld-

ing. He became an excellent welder and soon be-

came a welder foreman. When a neighboring ship-

yard called for a foreman, he was the man chosen.

The State and Federal Reeducation Rehabilita-

tion Department are doing a splendid service. A

recent annual report indicates that 401 persons,

previously dependent, were reeducated on a budget

of $88,000 and in one year this group earned about

$750,000.

Research is the fourth division of the program.

Vast stores of clinical records are now on file in the

Department of Labor and Industries, and it is be-

lieved that valuable professional and insurance facts

may be developed by a study of them. The initial

study deals with the end-results in back fusions and

discus pulposus operations. One hundred and

twenty-five cases will be studied and tabulated

;

then this material will be presented to the surgical

profession for restudy and possible conclusions.

In conclusion may I say that a health utopia is

not simply a matter of blue prints. Management in-

difference, personal indifference, incompetence, self-

ishness and carelessness block an overall program at

every turn. Yet the medical profession has not yet

faltered in its onward progress, despite all of these

handicaps and I feel sure it will not relax its efforts

in the present emergency.

WAR CIVILIAN SECURITY PROGRAM*
Courtney M. Smith, M.D.

SURGEON (r) U.S.P.H.S. NORTHWEST SECTOR, O.C.D.

SEATTLE, WASH.

The temporary war civilian security program of

the Federal Security Agency has been announced.

It includes medical care, public assistance and

stated cash benefits for civilians, whose aid is neces-

sitated by enemy action. The program is a tempo-

rary one, initiated at the direction of the President.

It does not create any vested rights and may be

terminated upon the exhaustion of the allocated

funds or as a result of executive or legislative action

or for the causes for termination specificially pro-

vided in the program.

The immediate purpose of this program applies

only as it affects certain civilian defense workers,

injured in the performance of official duties. Details

with respect to civilians are not available at this

time but will be forthcoming at some later date.

The allocation was made from the emergency

fund of the President on February 6, 1942, and the

Read before the War Session of American College of
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terms of the allocation were amplified in a letter

from him to the Secretary of the Treasury October

5, which specifically provides for medical and disa-

bility benefits for certain categories of civilian de-

fense workers. The Federal Security Administrator

has delegated the responsibility for carrying out

certain parts of the war civilian security program,

all of which will be financed from Federal funds to

(1) the U.S. Public Health Service, (2) the Bureau

of Old Age and Survivors Service, Social Security

Board, (3) the Bureau of Public Assistance, Social

Security Board.

There are four principal types of services in-

cluded under this program. They are (a) civilian

war medical care, (b) civilian war assistance, (c)

civilian war benefits, (d) payment for burials.

CIVILIAN WAR medical CARE

Medical care for injured civilian defense workers

will be administered by the U. S. Public Health

Service through the Emergency Medical Service of

the U. S. Citizens Defense Corps which will act on

its behalf. Subject to the provisions of this program,

the civilian defense worker may obtain medical care

from the physician or hospital of his choice. Reason-

able charges for such a service will be paid by the

Public Health Service. The local Chief of Emer-

gency Medical Service, who is a doctor of medicine,

may make special arrangements for medical care in

accordance with instructions.

The facilities of a U. S. Marine Hospital or a

Public Health Service dispensary should be used if

readily available. In certain localities, it may be

feasible to use other existing Federal medical facil-

ities.

The adequacy of the medical care provided will

be subject to review by a local chief of emergency

medical service, who is a doctor of medicine. Care

may include all medical services and supplies essen-

tial for the treatment of the injury.

CIVILIAN WAR ASSISTANCE

Public assistance to civilian defense workers in-

jured on official duty, or to their dependents, who

are in financial need, pending a receipt of civilian

war benefits, will be administered by the Social

Security Board through its Bureau of Public As-

sistance. Such assistance will be provided through

state and local public assistance agencies acting in

behalf of the federal government, either expending

federal funds or receiving federal reimbursement

for state and local funds expended in accordance

with the instruction of the Bureau of Public Assist-

ance. Through the local public assistance agency,

the injured civilian defense worker or his depend-

ents may obtain civilian war assistance which may
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include temporary financial assistance and other

necessary services.

CIVILIAN WAR BENEFITS

Cash benefits to the disabled defense worker in-

jured in the line of duty, and benefits to the widow

or dependents of one who dies as a result of his in-

jury will be paid according to a specified schedule,

by the Social Security Board, through its Bureau of

Old Age and Survivors Insurance and that bureau’s

regular field offices.

If disability resulting from an injury sustained

in the performance of official duty continues for

more than seven days, the disabled civilian defense

worker may be eligible for civilian war benefits.

Such benefits are payable without regard to finan-

cial need in contrast to the needs requirement for

civilian war assistance. Civilian war benefits may be

paid for only two categories of disability: (1) total

disability either temporary or permanent, (2) par-

tial disability, only if permanent and at least 30

per cent of the total.

Determination of the degree of disability will be

made by the Bureau of Old Age and Survivors In-

surance in accordance with a schedule of ratings.

Civilian war benefits may also be paid to the de-

pendent widow, child or parent of a civilian defense

worker who dies as a result of his injury.

The amount of periodic benefits for either dis-

ability or death is based upon the monthly earnings

rate of the civilian defense worker. Ordinarily, the

monthly earnings rate used to determine the amount

of the cash benefit will be the rate of pay at which

the individual was most recently employed. For

those not gainfully employed, a reasonable benefit

is also provided.

Benefits to a disabled worker may continue, sub-

ject to the time limits of the program, as long as a

compensable disability exists. Likewise, benefits to

the dependents of a deceased worker, whose injuries

may continue subject to the time limits of the pro-

gram and to other specified limitations.

PAYMENTS FOR BURIAL

If the civliian defense worker dies as a result of

his injures, burial expenses not to exceed $100 in

any case will be paid, ( 1 ) as reimbursement by the

Old Age and Survivors Insurance to any persons

equitably entitled thereto, (2) as a direct payment

by the Public Health Service to any licensed under-

taker or responsible public authority if no relative

or friend assumes the responsibilty for burial of the

deceased.

ADMINISTRATION OF BENEFITS

The officers in the community responsible for ad-
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minstration of the benefits contemplated in the war

civilian security program are:

A. The personnel officer on the staff unit of the

Citizens Defense Corps, who will certify as to (1)

the status of the worker in the protective services

either as a member of the service or an enrolled

trainee, and (2) whether the injury was sustained

by the worker in performance of his official duty,

(3) he will also assist the civilian defense worker in

completing the necessary forms and for securing the

related data.

B. The local chief of Emergency Medical Service,

who will, in a general way, ( 1 ) supervise the medi-

cal care of the injured civilian defense worker to

insure its adequacy, (2) make informal plans and

agreements with local physicians and hospitals he

considers necessary to carry out the medical care

program, (3) make arrangements for an open panel

of all qualified physicians, (4) assist in other ar-

rangements necessary for the successful carrying

out of the general provisions.

SCOPE OF CIVILIAN MEDICAL CARE

Subject to the approval of the local emergency

medical chief, medical care may include services of

physicians, dentists, nurses and other medical at-

tendants in home or hospital, hospitalization, nurs-

ing or convalescent home care to be provided at

ward rates, roentgen and laboratory services. Drugs,

medical supplies and certain prosthetic appliances

will also be provided. Essential transportation,

physical and occupational therapy and such other

medical services and supplies as are regarded neces-

sary by the attending physician will also be pro-

vided.

Medical care may be furnished to dependents of

civilian defense workers injured or killed on duty,

if such dependents are eligible and properly re-

ferred.

Medical care will not be furnished for injury un-

less the claim has been filed within one year after

date of injury or by June 30, 1943, whichever is

later. The Public Health Service will furnish only

such medical care as may not be furnished under

any other such federal, state or local government

plan.

PROCEDURES FOR OBTAINING MEDICAL CARE

In case of injury, the civilian defense worker

should obtain medical care immediately. There

should be no delay for the purpose of obtaining

authorization. The injured worker or responsible

relative or friend must report in writing to the per-

sonnel officer the fact that injury has occurred and

the patient is being cared for by a specified physi-

CIVILIAN PROGRAM— SMITH
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cian. Such injuries should be reported within

twenty-four hours or not later than seven days.

An attending physician, caring for such a case,

must report that case within forty-eight hours to

the personnel officer. He, in turn, must report such

case to the local chief of Emergency Medical Serv-

ice, and the Bureau of Old Age and Survivors In-

surance within twenty-four hours. The latter bur-

eau will furnish him the proper forms with which to

officially complete the report.

The Chief of Emergency Medical Services, upon

receipt of notifications of the injury of a civilian

defense worker, should ascertain that the treatment

being received is adequate and may, if necessary,

examine the patient himself and render a bill for

his services.

CONDITIONS GOVERNING PAYMENTS

The Surgeon General’s determination shall be

final on services and supplies necessary for each

case and as to amounts to be paid. Payments gen-

erally will conform to those prevailing in that com-

munity and will also necessarily conform to those of

the U. S. Employees Compensation Commission and

Veterans Administration. It is the intention of the

Public Health Service that the payments provided

be adequae to furnish, without expense to the pa-

tient, his family or friends, all the medical devices

and supplies reasonably necessary for proper treat-

ment. However, services in excess of those consid-

ered necessary must be paid for by the patient, his

family or friends.

ENDEMIC AND EPIDEMIC DISEASES
INCLUDING TROPICAL DISEASES*

T. B. H. Anderson, M.D.
MEDICAL DIRECTOR, UNITED STATES PUBLIC HEALTH SERVICE

SEATTLE, WASH.

War and pestilence, both in armed forces and

civilian population, have always gone hand in hand,

but to a greatly decreased extent as our knowledge

of the causes and prevention of communicable dis-

eases has expanded. However, even with this in-

creased knowledge, crowding of civilian population

in certain areas, dislocation of population (rural to

urban), and with some diseases a sense of futility

are bound to increase illnesses of all kinds, particu-

larly certain endemic and epidemic ones.

The close contacts between the military and civ-

ilian groups in this country cause an increase in

contagious diseases in one group to be manifested

promptly in the other. Therefore, a survey of cer-

tain figures in the Army during the last war should

be helpful in judging our present problems.

Read before the War Sessions of American Coiiege of
Surgeons, Seattle, Wash., April 20, 1943.

There were 85,398 admissions, a rate of 38.2 per

thousand with measles; 141,628 admissions with

mumps; 533,649 cases, 238.7 per thousand with in-

fluenza (let us sincerely hope we will be spared an-

other pandemic of this disease during the present

struggle); 2,878 cases of meningococcic meningitis;

27,274 cases of pulmonary tuberculosis; and 16,977

of articular rheumatism. It should be emphasized

that many suffering from the last two diseases will

promptly be returned to civilian life. Of tropical

diseases, malaria only gave concern, causing 10,510

admissions.

With this background I will briefly review the

occurrence of communicable diseases in the United

States during the present emergency: There has

been no major epidemic in the United States or its

possessions. There have been some minor outbreaks.

1. With injluenza 1941 was an epidemic year,

twice as many cases (423,246), generally mild, be-

ing reported as for the median for the 5-year period

(36-40). In 1942, the epidemic receded, 109,167

cases occurring.

2. Measles. In 1941, 866,608 cases were report-

ed, as compared with 505 thousand odd in 1942.

The epidemic was severe throughout the country

with the exception of New England and the Pacific

Coast. There has been a considerable number of

these cases (both types) in Seattle since January 1,

1,863 to be exact, as compared with 228 the pre-

vious year.

3. Smallpox. There was an outbreak consisting

of 55 cases in two counties in Pennsylvania.

In addition to these outbreaks, certain diseases

are of current concern.

1. Meningococcic meningitis. There were 3,774

cases in 1942, compared with a 5-year median of

2,039. Areas of greatest prevalence were the Middle

Atlantic, South Atlantic, New England and Pacific

States. Its rate continues high in 1943, the number

of cases reported in recent weeks being five times

the median. In Seattle this year, there have been

15, as compared to 6 in 1942. The sulfa drugs have

definitely strengthened our hands here but are by

no means a certain cure in every case. Some author-

ities recommend that the drug be used alone with-

out serum.

2. There were 3,729 cases of endemic typhus

fever, compared with a 5-year median of 2,393.

3. Dysentery (all forms). The incidence in 1942

was well below the 5-year median, but sporadic

outbreaks have occurred in military and industrial

war communities.

4. Epidemic keratoconjunctivitis. This disease,

apparently not new, appeared in shipyards on the
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West Coast the latter part of 1941. Epidemics have

appeared in New York, Connecticut, Wisconsin,

Michigan and other midwestern states. It is im-

possible to estimate the extent of this outbreak

but its importance has reached such proportions

that medical societies, state and local, are being

used to stimulate interest in the disease and to have

cases reported. From our experience at the local

Marine Hospital, it is quite prevalent in Seattle. Its

cause is undetermined. Its economic importance is

shown by a disability period of from two to eight

weeks, occasionally with some permanent visual

defect. There is no specific treatment.

There are certain communicable diseases of par-

ticular wartime significance.

1. Venereal diseases belong to this group. It is

estimated that over 3,200,000 cases of syphilis are

present in this country and that gonorrhea is from

two to three times as prevalent. Of each 1000 men
examined under selective draft, about 45 are found

to have syphilis. Britain has experienced a rising

venereal disease rate since the War started. 1941

showed a 40 per cent increase in syphilis over 1938

among civilians, and a 70.5 per cent increase over

1938 among personnel of the Armed forces.

This is an old and complicated problem, requir-

ing knowledge, energy and common sense on the

part of many different groups. It is being attacked

aggressively and intelligently. It is hoped that one

result will be a definite advance in rapid treatment

methods.

2. Tuberculosis. During the last war death from

tuberculosis increased in all countries, neutral and

belligerent. The same thing has occurred in Great

Britain at present. Last year the Minister of Health

authorized local health authorities to grant finan-

cial assistance to families while the breadwinner

was undergoing sanatorium treatment. The results

of this policy will be well worth close study.

3. Malaria. It has been stated that “from the

standpoint of prevalence, malaria appears to be the

most important of all diseases in the world today.”

In 1932, reports from sixty-five countries showed

that a total of 17,750,760 cases of malaria were

treated in one year. It is estimated that more than

2,000,000 people in the United States are infected

with this disease. It has a wide geographic distribu-

tion, occurring from the Arctic Circle to the Equa-

tor, but is more prevalent and more virulent in

warm, moist climates. Malaria remains the tyrant

of tropical diseases, sovereign over a vast domain,

retarding progress, influencing history, destroying

millions.

As I recall, there is a commentator who says “our

armed forces are in sixty-five different places.” How
accurate the statement might be, I have no idea,

but it is certain that there is no communicable dis-

ease in the world, tropical or otherwise to which

our men will not be exposed.

To attempt to foresee some problems that we
face, it might be well to look at the history of cer-

tain diseases that have already been brought into

this country. Malaria at one time was endemic

throughout the upper valley of the Mississippi and

southern Canada, as well as in the South. It has

largely receded, except in the South. However, stu-

dents of the epidemiology of this disease have noted

expansion and recession without regard to specific

antimalarial work.

Bubonic plague was recognized in San Francisco

in 1900. Since that time wild rodents have become

infected in thirteen Western states. Rat plague is

present at this time in Tacoma.

Typhus is endemic from New York southward,

highest incidence being in southeastern Texas,

Georgia and Alabama. The disease first spread to

the peanut growing region of Texas and Alabama

but is now tending to spread to the north and the

grain-growing regions of the middle west.

Leprosy may be met with practically anywhere

in this country but many cases occur only in Texas,

Louisiana and Florida. It is interesting that in New
Orleans most cases come from a very restricted area

in the city.

Filariasis is endemic around Charleston, S. C.

Yellow fever and cholera have caused outbreaks in

this country, but have not been present for many

years.

The latest edition of Stitt’s “Diagnosis, Preven-

tion and Treatment of Tropical Diseases,” edited

by Strong, consists of two volumes containing 1746

pages. Very evidently a discussion covering the pos-

sible spread of these diseases must be brief in a

presentation of this type. It would seem that those

borne by insects should give us most concern, par-

ticularly those in which the infecting agent remains

alive in man and those where the agent remains

present in the transmitting insect or animal reser-

voir.

Perhaps the best example of the first and perhaps

the most important disease to be considered is ma-

laria. Here there is both a proneness to relapse and

for the parasite to remain present in the blood with

the patient remaining asymptomatic. In the very

nature of things it would seem that carriers of this

disease will scatter to all parts of North America

with resulting outbreaks. That such is a probability

in the Northwest has already been shown by an
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outbreak of this disease adjacent to a C. C. C. camp.

An excellent example, where both the insect and

man is dangerous is in Yellow Fever, of increasing

importance in peace, multiplied many times by the

war. Here, either can spread the disease while in-

fectious for one another. However, the successful

use of vaccine as a prophylactic and destruction of

the aedes suggest ready control.

The typhus group, seemingly caused by Rick-

ettsia, must be considered. They are widely distrib-

uted over the world, each is transmitted by some

tick or other arthropod, in some instances by true

insects (fleas). Many members of the group are in-

fections primarily of animals, secondarily of man.

Serologically, they are related and produce agglu-

tinin against a proteus bacillus, giving a useful diag-

nostic procedure.

There are three well-studied and, therefore, best

known of the typhus-like diseases: (1) typhus fever

(epidemic), lice from man (endemic), fleas from

rats; (2) Rocky Mountain spotted fever (a) west-

ern type, ticks from wild and domestic animals;

(b) eastern type, ticks from wild rabbits and wild

animals; (3) Tsutsugamushi disease, mites from

field mice. The first two are widespread in the

United States. There are many others belonging to

the group, widely scattered, where we have and

hope to have members of our armed forces.

There are several factors that make these diseases

difficult to control. The tick infected with Rocky
Mountain spotted fever transmits the infection

through the egg to the next generation and inter-

sexually. Infection passes from stage to stage

through all four stages of the tick. In endemic

typhus, the rat is the reservoir without becoming ill.

Parker of the Public Health Service has shown that

the Rickettsia of American and Australian fever

persists in various tissues of the guinea pig for con-

siderable periods after defervescence.

The prime need for speed in war-time transporta-

tion, and this will largely continue in operation after

peace, favors spread of disease. A man bitten by a

mosquito infected with yellow fever can be many
thousands of miles away before active symptoms

develop. Infecting agents will be spread in the same

way. It is becoming increasingly difficult to main-

tain sanitary surveillance over vessels entering U. S.

ports, demonstrated by the average number of rats

recovered after fumigation at the Port of New
York. These increased from around seven in 1936

to over thirty-two in 1942. Many other diseases

could be discussed but lack of time prevents.

The practicing physician is occupying an increas-

ingly important part in disease prevention and, in

my opinion, this will be markedly accelerated by

the medical problems facing us in the post-war

period. It will be particularly incumbent upon him

to recognize the occurrence of any unusual disease

and to cooperate with health authorities. I have

every confidence that he will more than fulfill his

responsibilities.

You will notice that I have not mentioned any

activities of the Public Health Service. This is not

because it is inactive, as it is most active against

our most immediate problems, against malaria,

against the venereal diseases, against tuberculosis

and in industrial hygiene. In the same manner, it

will assist in the postwar problems both local and

state, if conditions should demand its help and this

is requested.

TUBERCULOSIS NOTES
During four years 1937-1940 tuberculosis caused more

deaths in the United States than were caused by all the

battles of all the wars in which this country has been en-

gaged, beginning with the Revolutionary War and continu-

ing through the first World War {Robert Plunkett, M.D.,
N. Y. State Dept, of H., Bull. Feb., 1943).

The lesson taught repeatedly in the study of tuberculosis

will probably one day be found especially true of other

conditions. Basically a bacterial infection, this disease lies

dormant only to flare up violently when the barriers raised

by adequate nutrition are broken down. Denmark’s expe-

rience in the last war was a classic example of the relation-

ship between food and this disease. A thirty per cent rise

in the mortality from tuberculosis occurred in 1916-17; a

similar rise was noted in the belligerent countries and in

Holland, continuing to the end of the war. In Denmark,
however, after a blockade that prevented the export from
that country of foodstuffs—chiefly meat, fish, butter, and
milk—there was a prompt fall in the death rate {J. A.

Johnston, M.D., Henry Ford Hosp., Nat. Parent-Teacher,
Apr., 1943).

In the three years following the last war more people

died from famine and preventable disease than were killed

in the war itself, hence the importance attached to the

present organization of post-war relief. The principal re-

gional medical officer, British Ministry of Health, holds

that the lives and health of millions in Europe as well as

the physique and welfare of a generation to come depends
on how well this preparatory work is done. He visualizes

four principal problems—the provision of food, the supply

of medical necessities, the control of such diseases as typhus,

malaria, tuberculosis, and dysentery, and the reestablish-

ment of the medical, hospital, and public health services in

each country {Ed. Jour. Royal Inst. Pub. Health & Hyg.
Mar., 1943).
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MEDICAL SOCIETY

MOTOR VEHICLE ACCIDENT FUND AND
ITS APPLICATION TO DOCTORS

Doctors may now be reimbursed for services rendered to

every motor vehicle accident victim since the Motor Ve-

hicle Accident Fund law was amended by the 1943 legisla-

ture to include doctors’ care. This new law, which is

administered by the Motor Vehicle Accident Fund, Salem,

a separate division of the State Industrial Accident Com-

mission, became effective June 9, 1943.

Since June 14, 1941, there has been in operation a law

reimbursing hospitals for the care given to indigent patients

who are injured as the result of a motor vehicle accident.

This law has been exceedingly beneficial to hospitals. The
1943 legislature, with a nearly unanimous vote, amended

the law to include the payment of claims for care given by

doctors, special nurses and ambulances. The money for this

fund has been obtained by an additional charge of SOc to

each person buying or renewing his operator’s permit. In

accordance with the new law, the additional charge will be

2Sc rather than SOc; however, under present conditions the

lesser charge will be ample to pay all claims.

The Act is very broad in its definition of a motor vehicle

injury, including not only automobile injuries to drivers or

passengers but also injuries sustained as a result of an acci-

dent involving motorcycles, trucks and even tractors. Any
accident, however, must be on a public street or highway

within the state of Oregon. In the past it has been deemed

necessary to deny a few hospital claims for the reason that

the accident occurred on a private roadway, entrance to a

garage or out of the state.

As previously stated, the effective date of the revised law

is June 9, 1943, and since the date of the accident is the

governing factor with regard to the effective date, no claim

for doctor’s care may be made against the fund for any

patient injured on or before June 8, 1943, regardless of how
long said patient is treated.

An indigent patient is defined in the law as follows:

“. . . A person injured by the operation of a motor vehicle

shall be deemed unable to pay such charges if it shall ap-

pear that, should an action be brought and judgment se-

cured against him or any other person legally responsible

for his care or support, for the amount thereof, execution

thereon would be unavailing ; . .
.” It should be noted that

the Act does not require that an account be reduced to

judgment but only that “if it shall appear” that the patient

is execution proof. For all practical purposes, only in very

rare cases will it ever be necessary to turn an account over

to an attorney for collection.

Technically, if that patient is earning $75 or more

monthly, he would not be considered indigent because that

is the maximum salary exempt from execution. The Com-
mission, however, takes into consideration the size of the

family, its expenses, etc. in determining whether or not a

patient is indigent. In addition, a person may own a home
and up to but not more than 160 acres of land which is not

valued in excess of $3000 and still be considered indigent.

On the other hand, a patient owning two or more parcels

of land, even though their value is less than $3000, could

not be considered indigent because he could only claim ex-

emption on one parcel. Whenever a doctor is in doubt, it

is suggested that a report with all the facts be made to the

Motor Vehicle Accident Fund. Once a claim is made it then

becomes a duty of the Motor Vehicle Accident Fund to

investigate and determine whether or not a patient is indig-

ent and for the Commission to act on the claim.

There are three essential requirements in the law applic-

able to doctors before a claim for reimbursement can be

considered complete: (1) the affidavit of the indigent pa-

tient, if living, (2) the statement of a county court, county

judge, county commissioner or like official representative of

an agency engaged in the relief of the pwor, and (3) the

effort made by the doctor to collect the amount of the

claim from the indigent patient. The affidavit of the patient

is the most important because it is often neglected when the

patient is available and his whereabouts become unknown
soon after treatment. Unless this affidavit is obtained, the

doctor has not complied with the law and no payment for

his services may be received from the Fund. If the patient

is treated in a hospital, however, and the hospital obtains

this form from the patient, then this requirement of the

law is fullfilled.

The usual manner of obtaining the statement of a county

court, etc. is to explain the financial status of the patient to

the county judge and ask his cooperation in completing the

form. Patients who are obtaining assistance from the Pub-

lic Welfare Commission have been investigated by that

agency and, if the office of the Motor Vehicle Accident

Fund is advised of that fact, their certification will be ob-

tained. The law also provides that only one such statement

need by submitted for each patient and, therefore, if this

form is received from a hospital, it will not be necessary for

the doctor to obtain one also.

The necessary forms for submitting a claim or any addi-

tional information may be obtained by writing to the Motor

Vehicle Accident Fund, 401 Masonic Building, Salem, Ore.

OREGON STATE SOCIETY COUNCIL

State Board of Health. John F. Belz reported on the

new federal appropriation of $10,000 p»er quarter for Ore-

gon to aid in the care of maternity cases for military

service families. Only those belonging to ranks under Staff

Sergeants are eligible. There wUl be no social investigation.

A flat fee of $35 for hospital and medical services will be

paid, regardless of complications in the cases because it is
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figured that easy and hard cases (including cesarean sec-

tions) will probably balance each other. For further in-

formation consult the Oregon State Board of Health.

State Medicae Meeting. The committee for the State

Society meeting in the fall is composed of Thomas D.

Robertson, chairman, Warren C. Hunter and H. L. Blosser.

Labor day week-end is being considered as the time and

Portland as the place.

The Oregon State Industrial Accident Commission

has upped its fee schedule. The initial fee is $4 and $2.25

for subsequent office fees. Other rates are increased though

a few are lowered.

Cancer Control. Charles E. Sears and Clarence W.
Brunkow, Committee on Cancer Control, reported. The

laity showed increased and intelligent interest in the recent

drive. The Auxiliary did very good work. The medical

speakers were often the weak link, due to lack of late

and authoritative information, and thus put a dampiening

effect on the need of early diagnosis and cure of cancer.

With such authority as Adair and Swing educating the

laity, they will soon be ahead of the medical members at

the present rate of interest. The work on cancer control is

well organized and very much under medical authority.

Oregon Physicians Service. C. I. Drummond was

elected interim member to serve on the Board of Trustees

of the Oregon Physicians Service in place of E. R. Durno

who is now a captain in the military service.

MEDICAL NOTES

Sommer Memorial Lectures were given May 17-22 by

Ernest Carroll Faust, Professor of Parasitology, Acting

Head Department of Tropical Medicine, The Tulane Uni-

versity of Louisiana. The subjects were on tropical medi-

cine and parasitology and were most interestingly given.

The lectures were all well attended and the audience each

time went away with the feeling of having received boun-

tifully and with the inspiration to keep alert for further

related information. The lectures will be published in

Northwest Medicine in the next few months.

Deschutes County Health Department. Adolf Wein-

zirl, professor of Public Health and Preventive Medicine,

and Mrs. George Moorehead, secretary of the Social Hy-
giene Division of University of Oregon Medical School,

talked to the senior and junior hostess leagues in Bend.

They spoke under the sponsorship of the Deschutes Coun-

ty health department and the division of Social Hygiene

of University Medical School in the first of a series of

six lectures.

Nurse Anesthetist. Attorney General I. H. VanWinkle
rules that a nurse is not authorized to administer anes-

thetics independently of a licensed physician and surgeon.

However, under the specific superxusion or direction of

such a licensee either a practical or trained graduate or

registered nurse may administer anesthetics.

Insurance and Sickness Reports. The committee in-

vestigating the possibilities of establishing uniform insur-

ance and sickness on accident report blanks reported that

no progress was made and no way was found to accomplish

the desired end, so the matter was dropped. They also

reported that it would be best to use prescription blanks

or letters to the local ration boards for further food than

to formulate blanks.

Cancer Warnings. In the year following Pearl Harbor

approximately 58,000 persons died in war, while about

160,000 died from the effects of cancer. The laity are

urged to see their physicians for the following danger

signals: (1) persistent lump or thickening, particularly in

the breast, (2) any irregular bleeding or discharge from

any body opening, (3) any sore that does not heal nor-

mally, especially about the tongue, mouth or lips, (4) any

persistent and unexplained indigestion, (5) any sudden

change in form or rate of growth of a mole or wart.

Office of Civilian Defense is organizing regular staff

physicians to aid the military officers in case of sudden

influx of war casualties or some other extraordinary mili-

tary necessity. Oregon institutions invited to form units

include University of Oregon Medical School, Good Sa-

maritan hospital, St. Vincents hospital, Emanuel hospital,

all of Portland; Sacred Heart General hospital, Eugene;

Salem General hospital, Salem.

No Greater Sin. The movie, “No Greater Sin,” is to

be presented in selected theaters. Jessie L. Brodie pre-

viewed it and repnirted it as a dramatic and effective pres-

entation of the results of syphilis which might well be

presented to any average movie audience.

Victory Corps. Examination of boys in Portland high

schools is completed for the Victory Corps. Helen A. Cary,

Director of the School Health Department, reported the

findings as follows: 976 examined, 197 rejected, 64 re-

stricted.

Oregon Shipbuilding Corporation launched its 180th

Liberty Ship under the name of William H. Gray. Dr.

Gray came to the Oregon country with the Whitman

party in 1836. He was a member of the first territorial

Congress. He wrote the first history of Oregon in 1870.

In his later years he settled in Clatsop county, where he

was the only physician. He died in 1889.

Tuberculin Test. Oregon City Senior high school stu-

dents were checked with the tuberculin skin test. Dan P.

TrulUnger, county health officer, found only six of the

260 examined to be positive reactors.

Contributions Wanted. Auxiliary members are asking

for “hook, line and sinker” as well as mirrors, tweezers and

other equipment to put on emergency rafts of the P. C.

boats which are built at the Albina Engine and Machine

Works in Portland. Money will also be acceptable for

purchasing these things. Contributions may be sent to

Mrs. U. C. Coe, Box 183, Rt. 1, Oswego, Oregon.

The Medical Women of Portland entertained at a no

host dinner for Marian Hayes-Miller of Eugene and Gussie

Niles of Salem. After the dinner the group attended the

Sommer Memorial Lecture.

W. J. Stone, director of the Marion County Public

Health Service, spoke to the Business and Professional

Women’s group on “The Work of the Public Health Serv-

ice in War Times.”

Lt. Commander Raymond F. Jones of Redmond has

been assigned to active duty at sea and is in command
of the medical unit aboard a cruiser.

.Albert H. Schwichtenberg, who has been in military

service since his graduation from University of Oregon in

1929, has been promoted to Colonel and made command-

ing officer of Westover field base hospital.

William H. Huntington of Portland was recently

promoted to Colonel at Camp Atterbury, Indiana, where

he is commanding officer of the hospital unit. Col. Hunt-
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ington’s son, C. S. Huntington, is a medical corps Captain

stationed at Walter Reed Hospital.

Ronald C. Romig of Eugene is stationed at Farragut,

Idaho, where he is a Lieutenant Commander in roentgen

work.

Lt. Colonel L. P. Lind of Portland has been assigned

to Camp Carson, Colorado, as commanding officer of the

173rd station hospital.

Raymond Reichle of Portland has been promoted to

Captain at Camp White, Oregon.

F. Bertram Zener of Portland has been promoted to

Lieutenant Colonel and sent to a field hospital which he

is to command.

Frank T. Wilcox who had the rank of Lieutenant

Commander in the Navy, has received his discharge and

returned to Newberg to resume his medical practice.

Wedding: Marian G. Hayes and Fred N. Miller were

married last December. Both are in University of Oregon

Health Service at Eugene, of which Dr. Miller is the

director.

OBITUARIES

Dr. Henry L. Henderson of Astoria, dean of Clatsop

county medical group, died April 28th after an e.xtended

illness, aged 86 years. He was born in Clay county, Mis-

souri, Nov. IS, 1857. He attended Columbia University

and taught school in his home town before entering Eclectic

Medical School at Cincinnati, Ohio, where he graduated.

In 1888 he received a degree from the National University

of Arts and Sciences Medical Department, St. Louis, and

began practice of medicine in Plattsburg, Mo. In 1895 he

came to Oregon and located at La Grande for two years

and then in Astoria, where he has been since. He was

mayor of Astoria during the centennial celebration and

was always active in civic affairs. For a number of years

he was a member of the state board of medical exam-

iners.

Dr. Smith J. Mann died suddenly, April 30, aged 60

years, at the Livermore, Calif., Veterans Hospital where

he was chief of the medical staff. He was born in Salem,

graduating from the University of Oregon Medical school

in 1907. He practiced for many years in Langlois and

Bandon, leaving there in 1917 to enter medical service in

World War I. He remained in the service and has been

in charge at the Veterans Hospital at Livermore since

1940.

MULTNOMAH COUNTY MEDICAL SOCIETY

The Society held a meeting May 5. Thomas M. Joyce

gave a paper and showed moving pictures on the subject

of “Treatment and Surgery in Duodenal Ulcer.”

The following were voted into full membership:

Donald M. Bramwell
Richard S. DeArmond
Theodore J. Pasquesi
D. Richard Pauli

Willard C. Roley
Leo H. Schatz

Lewis D. Clark
Thomas L. Gritzka
Winfred H. Clarke

F. H. Dammasch, only

Roscoe E. Conklin
Herman A. Dickel

John A. Hughes
Eberle R. Seely

George W. Taylor
Robert H. Tinker
William H. Zavin
John F. Belz

Paul V. Woolley, Jr.

medical member of the House

of Representatives, gave a report on the legislative ses-

sion. He urged that doctors give more of their energies

and services and enter into legislative politics as a con-

tribution to the state and country.

SOUTHERN OREGON MEDICAL SOCIETY

Southern Oregon Medical Society met May 12 at the

Station Hospital, Camp White, Medford, for an all day

session. Ward rounds were made in the morning and a

program held in the afternoon with a tour of the camp

and later in the evening a business meeting.

First Lieutenant Peter A. Perilla, M.C., gave a paper

on “Treatment of Cerebrospinal Meningitis” and a resume

of cases treated at Camp White. Captain Irving R. Juster,

M.C., talked on “Some Clinical Experiences in Treatment

of Common Respiratory Diseases.” Captain Harold R.

Meyers, M.C., reported on “Treatment of Head Injuries.”

Major William A. Perkins gave a paper about “Surgical

Treatment of Hemorrhoids.”

UMATILLA COUNTY MEDICAL SOCIETY

Umatilla County Medical Society held its regular meet-

ing May 4 at the Pendleton Hotel, Pendleton. Guest speak-

ers included L. D. Clarke, University of Oregon Medical

School Pediatrics Department, who gave an interesting

description of the Crippled Children Program as now

in effect in Oregon. Leo S. Lucas of Portland spoke on a

series of interesting subjects especially related to “Accidents,

Operations and Treatment of Knee-joint Injuries.”

The meeting was well attended and was followed with

round-table discussion.

SOCIETY MEETINGS

JACKSON COUNTY MEDICAL SOCIETY
It is requested that it be announced Leroy C. Jensen en-

tertained the society at Central Point, April 14 instead of

G. S. Jennings at stated last month.

LINN COUNTY MEDICAL SOCIETY
Linn County Medical Society had an interesting monthly

meeting at Albany May 13. Captain Harold T. Booth of

Camp Adair talked on “Army Psychiatry.”

The officers of the society for the ensuing year are G. E.

Fortmiller, secretary, and A. Edward Bostrom, president.

W. W. Woodworth is delegate and N. E. Irvine alternate

delegate to the annual state medical meeting.

ILL EFFECTS NEED NOT BE EXPECTED FROM
BLOOD DONATIONS BY WAR WORKERS

Industry need not be concerned about the blood dona-
tions on the part of war workers having any effect on ab-
senteeism or lowered production. The Journal of the Ameri-
can Medical Association for May 15 explains. The Journal

says:

“Industrial concerns recently have been apprehensive

about the effect of blood donations on war workers. \
number of medical consultants of the Industrial Hygiene

Foundation have concluded that ill effects need not be ex-

pected if standard procedure is followed closely. Although

there may be some temporary lassitude on the part of in-

door sedentary workers, eligible donors are not as a rule

made weaker nor is there greater susceptibility to upper

respiratory infections or other complications in the imme-

diate period following the donation. It was the consensus

that industry need not be concerned about the matter from

the point of view of absenteeism or lowered production.”
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WASHINGTON STATE
1 Of FIFTY-FOURTH ANNUAL MEET-

MEDICAL ASSOCIATION ING, SPOKANE, 1943

URGENT WAR TIME MEDICAL CARE

The urgency for redistribution of medical practitioners

in this state to meet demands in certain critical areas is

presented by R. L. Zech, Chairman, Procurement and As-

signment Service for physicians. Before the War, the State

of Washington, with the exception of a few isolated towns

or areas, had adequate medical personnel and facilities for

the care of its 1,736,191 people. Since Pearl Harbor, in fact

less than a year, the picture has had terrific alterations. For

example, what used to be a sleepy town has become a

thriving community of 5,000 persons. Mushrooming practi-

cally overnight has caused consternation among civic offi-

cials, civic clubs, the village doctor, the county and state

health department and the Procurement and Assignment

Service.

As the War thunders along in high gear, “projects” are

conceived and projected into a town or, as in the Pasco

area, it may take in 400,000 acres, an entire county. Pro-

curement and Assignmentt learns about these projects after

they are under physical construction, not before. Most proj-

ects are confidential until they are factual silhouettes on

the horizon.

Before this War there were approximately 2150 phys-

icians in this state. Of this number about 1850 were in pri-

vate practice, the difference of 300 doctors being employed

in state institutions, federal agencies, etc. Today it is esti-

mator that the state has a population of nearly two million

people with about 1350 physicians in private practice, since

it has given nearly 500 doctors to the armed forces.

The prewar estimates showed there was one physician to

about 940 persons. Today the figure is one doctor to ap-

pro.ximately 1500. This fits in with the national Procure-

ment and Assignment suggestion for war time civilian care.

The rub, however, is physician distribution according to

population. One city of 12,000 population may be cited

that is served by sixteen doctors or an average of one to

750 persons. There are more like it. On the other hand,

there are other cities with one doctor to each 2,000 persons,

small towns with one doctor serving 5,000 and entire coun-

ties with 18,000 to 20,000 population being attended by only

two doctors. The greatest gain in population has been made

in the major war industrial centers of Vancouver, Tacoma,

Seattle, the Bremerton-Port Orchard-Poulsbo area which

jumped more than 30,000 population in a year, Everett,

and the communities adjoining these cities and areas.

It must be remembered also that not all the 1350 phys-

icians in private practice are full time or 100 per cent active.

It is difficult to obtain replacements with qualified, licensed

physicians from other states. What is happening in this

state is also, to a degree, occurring in other states. Even if

physicians were plentiful and could be obtained from other

states, we are not anxious to encourage those who cannot

qualify.

This problem of adjustment is one for the medical pro-

fession within the borders of our own state. We owe it to

the physicians of this state who are in the armed forces, to

the civilians in these congested areas and cities, and to our-
selves.

Here are presented the critical areas in the state, with
details of existing conditions and medical necessities of each.

Vancouver-Camas area. Vancouver physicians in private
practice, 22. Camas physicians in private practice, 6. Phys-
icians on staff, Kaiser shipyards, 24. Estimated Vancouver-
Camas area population, 62,243; estimated population 1943-
44, 88,000.

’

Additional doctors now engaged in private practice, 3,

with ultimate addition of 10. Number of housing units now
12,000, with ultimate number anticipated of 24,000.

Bremerton-East Bremerton-Port Orchard-Poulsbo area. Doc-
tors in private practice, 31. Estimated population, 75,000,
with estimated population, 1943-44, 100,000. Ultimate addi-
tional doctors needed, 20 to 25.

Total housing units in area, 8,400. Trailers, 1,150. Housing
units to be built, 2,400. Present hospital beds, 125; county
hospital beds, 65 ;

hospital under construction, beds, 140.
Pasco-Kennewick area. Doctors in private practice, 6.

Estimated population, 17,000. Government recently acquired
400,000 acres for huge war project. No estimates on future
possible population. Doctors needed now, 2; ultimate doc-
tors needed not known.

Renton. This city adjoins Seattle and has vital war in-
dustries. There are army tank industry and the huge Boeing
Renton plant. Number of doctors in private practice, 5.

Estimated population, Renton and area, 32,000; estimated
population by 1944, 50,000. Under construction is a 100-bed
hospital. Although Renton and area population can be
served by Seattle physicians, estimated ultimate number of
doctors needed in 1944 is 15.

Prosser. The doctor who has serviced this area is entering
service soon. Replacement has been obtained, but with pop-
ulation moving here from Government Hanford area,
another physician will be needed immediately and one more
by January, 1944. Estimated population, 4,600; estimated
population late 1943, early 1944 is 7,000.

Kirkland. This city is opposite Seattle, situated on Lake
Washington. Main industry is Lake Washington shipyards.
Number of doctors servicing area, 5. Estimated population,
25,000; estimated population in 1944 is 35,000. Doctors
needed now, 3; ultimate doctors needed, 10.

Ephrata. In East Central Washington. Has huge war proj-
ect. Eormer population, 516; population today, 5,000. One
doctor servicing town and area now. Another is needed im-
mediately.

Port Townsend. Doctors in private practice, 3. Estimated
city population, 7,500; estimated county-city population,
9,200. One more doctor needed immediately.

Leavenworth. This is a fruit-growing, lumber area. For-
merly supported by 3 doctors. One is on the job now,
another doctor needed.

Lynden. This is a prosperous farming area with Lynden
as the main city. Two doctors servicing town now. One
more doctor needed immediately.

Boeing Aircraft Co., Seattle. Home of the famous “Flying
Fortress.” Staff physician needed immediately; good salary.

Communicate with William E. Russell, M.D., Medical
Director.

Physicians who relocate in these cities and areas are
urged to notify R. L. Zech, M.D., State Chairman, Procure-
ment and Assignment, 628 Medical-Dental Bldg., Seattle,

for record purposes and any possible assistance.
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MEDICAL NOTES

Addition to State Hospital. Word has been received of

federal approval for construction of a 275-bed addition to

Western State Hospital at Fort Steilacoom. It is stated that

work will begin immediately. The cost will approximate

$280,000. When built the institution was intended for a

population of about 2400 patients. Recently the number has

been about 2700, indicating the necessity for increased

accommodations.

.Another Hospital Addition. It is announced that a

contract has been awarded for the construction of an addi-

tional wing to the Northern Permanente Foundation hos-

pital at Vancouver, to cost approximately $155,000. This

will contain sixty additional beds. This is the second addi-

tion to be added to the original hospital. The needed quar-

ters will consist of an obstetric and pediatric center, with

wards, private rooms, isolation quarters and accommoda-

tions for offices and surgery.

Another .Army Hospital to Be Constructed. It has

been announced that the army engineers corps has awarded

a contract of $1,000,000 for the construction of hospital

buildings and facilities at an air force center in Grant

County. The exact location did not accompany this an-

nouncement.

Hotel to Be Army Hospital. The War Department has

leased the New Richmond Hotel in Seattle for use by the

Surgeon General. It is stated that the building will be used

for both offices and hospital facilities. It has been a land-

mark in Seattle for many years.

Infirmary for Aged. St. Luke’s Infirmary in Centralia

will open soon for the care of infirm aged persons. It will

be conducted by the Carmelite Sisters for the .Aged and

Infirm. The three-story building purchased a few months

ago has undergone extensive remodeling, and has been

equipped as a hospital suitable for the care of this class of

patients.

New Hospital Planned. The county commissioners of

Spokane County plan to spend $12,000 for the improve-

ment of two buildings at Broadacres, now used by the state

as a convalescent hospital for the care of pensioners and

indigents. The institution will be used entirely for hos-

pital purposes.

Director of Health Resigns. Donald G. Evans, who

has been director of Washington State Department of

Health during recent years, has resigned. It is announced

that he will enter private practice. His successor is Lee E.

Powers who has been Tacoma’s city health director. He is

a graduate of University of Iowa Medical School, in-

terned at Providence Hospital, Seattle, and began practice

at Port Angeles.

New Commissioner of Health for Seattle. Following

the resignation of Frank Carroll, who served during the

past ten years as commissioner of health. Mayor Devin

has appointed Ragnar T. Westmen, surgeon U. S. Public

Health Service, as temporary wartime head of the Health

Department. The appointment was approved by the city

council. Dr. Westman has an extensive background of train-

ing and experience in public health service. He has been

engaged in this line of work in Minnesota, Michigan and

Kansas. Recently he has been in charge of such work in

New Orleans from which city he comes to Seattle.

New County Health Department. King County has

established a health department under the direction of

W. W. Schwabland. This new division of public health is

set up in accordance with a state law which makes avail-

able for that purpose one of the three mills hitherto levied

for social security. The new department will combine the

present county health department, county tuberculosis

hospital and the department of epidemiology under Bryan

Newsome.

Help Needed at Hospital. Recently an urgent call was

issued to the women of Goldendale to help care for pa-

tients at its general hospital. It was stated that unless addi-

tional help could be obtained in the near future, the hos-

pital would be forced to close its doors.

New Army Hospital Completed. The new Army 1500-

bed hospital has been completed and opened for inspection,

in the Audubon district adjacent to Spokane. It is equipped

and staffed for complete hospital service. Its official title is

Baxter General Hospital. Constructed at a cost of more
than $4,000,000, it is a cantonment-type of hospital with

more than 370 units.

Chief of Emergency Service. Arthur E. Lewis of

Seattle has been appointed by the State Defense Council

as State Chief of Emergency Medical Service. He succeeds

Donald G. Evans, who held this position as well as state

director of health. Dr. Lewis is a graduate of Queenstown

University Medical School in Kingston, Ontario. He in-

terned at Seattle General Hospital and began practice in

1929. In June, 1942, he was commissioned surgeon of the

U. S. Public Health Service.

W. W. Bacon has recently located at Port Orchard, to

engage in general practice. He is a graduate of the College

of Medical Evangelists, Los Angeles, and has served as

superintendent of Yakima County Hospital. His location

at Port Orchard was at the request of the Procurement and

•Assignment Service.

•Appointed Medical Supervisor. John W. Unis of Seattle

has been appointed medical supervisor for the Department

of Social Security. He succeeds John M. Flude, who re-

cently resigned to go into private practice in California.

Dr. Unis has practiced in Seattle for the past fifteen years.

H. C. R. Norriss has located for practice in Renton.

Previously he was engaged in practice at Kelso.

County Epidemiologist. Bryan Newsom, who has been

chief epidemiologist for Seattle Health Department since

1929, has resigned from that position. The county commis-

sioners have appointed him to a similar position in the

service of King County.

J. Colin Lindsay has located for practice at Ritzville.

He is a graduate of Creighton University Medical School,

and has practiced recently in Spokane. Six months ago he

went to -Alaska on a medical contract. He has been located

for practice in Ritzville by the Procurement and Assign-

ment Service.

Returns to Practice. Percy T. Scott of Seattle, who
has been on active duty as Captain, M.C., of the U. S.

•Army, has returned and resumed private practice. He re-

tired from active duty on account of illness.
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OBITUARIES

Dr. Frank A. Tyler, of Seattle, died March 3, following

cerebral thrombosis. He was born in Wisconsin in 1882.

Later the family moved to Minnesota. He obtained his

medical degree from University of Minnesota Medical

School in 1906, and began practice in Spokane in 1907. His

field of practice was at Molson, a suburb of Spokane. He
also operated a drug store in that town.

Dr. C. W. Jones of Olympia died April 25, aged 63 years.

He was born in Ohio in 1879, and obtained his medical

degree from St. Louis College of Medicine in 1903. During

World War I he served in France as major in the medical

corps. At the close of the war he settled for practice in

Olympia.

Dr. R. G. Kellner of Seattle died April 19, at 71 years

of age. He obtained his medical degree from the College of

Physicians and Surgeons in Baltimore in 1904. For many
years he practiced at Concrete, with an extensive acquaint-

ance in the upper Skagit Valley. He was active in that sec-

tion during the horse and buggy days. He was a friend and

doctor to families in a wide section of the country.

Dr. Clarence P. Gammon of Tacoma died April 24, aged

70 years. He obtained his medical degree from Rush Medi-

cal College in 1909. At one time he practiced in Pomeroy
and Walla Walla, but for many years he has been a well

known physician of Tacoma. He was a veteran of the

Spanish-American War, and was overseas during World War
I in command of a military hospital near Paris.

PHYSICIANS IN SERVICE

Since publication in the May issue of names of Washing-

ton physicians in the armed forces and U. S. Public Health

Serv'ice, names of the following have been received:

ARMY
Behrns, Russell K., Mount Vernon

Stevens, Glenn E., Okanogan

SEMIANNUAL STATE EXAMINATIONS

.Applications for the state basic science and medical ex-

aminations must be made with the Director of Licenses at

Olympia. Basic Sciences Examinations are scheduled to be

held July 8-9; Medical, July 12-14.

SOCIETY MEETINGS

COWLITZ COUNTY MEDICAL SOCIETY
Cowlitz County Medical Society met at a regular dinner

meeting in Columbia Hotel Coffee Shop, Kelso, May 19.

Speakers of the evening were Lyle B. Kingery, Professor of

Dermatology of the University of Oregon Medical School,

and Merle Moore, Internist of Portland. Dr. Kingery gave

an interesting talk on skin diseases affecting the hands,

dealing principally with occupational dermatosis and chron-

ic fungus infections.

Dr. Moore discussed allergic skin manifesations and treat-

ment of infantile eczema. He stressed the importance of

dietetic measures, such as Mull-Soy, some fruits, cereals and

vegetables, and other foods that do not contain the proteins

of milk, wheat or eggs.

M. R. Sathe, Roy C. Reis and Donald E. Clark were

made new members of the Society.

The Ladies’ .Auxiliary met at the home of Mrs. A. F.

Birbeck and were entertained by Mrs. Chas. H. Olson who

gave an interesting talk on the early history of Cowlitz

County.

KING COUNTY MEDICAL SOCIETY

The monthly meeting of King County Medical Society

was held May 3 at United States' Naval Hospital, Seattle,

with an attendance of over 200, President A. J. Bowles

presiding.

The following were elected to membership: H. M. Hacke-

dorn, C. D. Moffatt, R. N. Rutherford, H. W. Shryock and

J. E. Taylor. The following applications were received: T.

P. Geraghty, E. H. Laws, and D. M. Pettibone.

The scientific program was presented by members of the

Naval Hospital staff with Captain F. F. Murdock presiding.

Lieut. Louis Baer presented a report of a white male, 23

years of age, admitted November 4, 1942, with diagnosis of

acute appendicitis. Appendectomy failed to relieve pain. He

died January 21, 1943. Autopsy reported examination of all

organs. Final diagnosis was multiple myeloma (myeloblastic

type).

Lieut. Comdr. M. H. Tibbets presented two cases of

syphilitic bone infection. The first, a 27 year old married

woman, developed pain in the right wrist in 1940. During

the first two years there followed involvement of other

bones, with uncertain diagnosis. She had a plus four Was-

sermann reaction relieved by antisypbilitic treatment. A

normal child was born later. The other patient, a man 35

years, had received antisyphilitic treatment during the

previous ten years. An injury occurred of the right acromi-

clavicular joint. Symptoms disappeared under antisyphilitic

treatment. Lieut. Comdr. Wallace K. Slack reported a case

of a 35 year old shipfitter who developed acute otitis media

followed by acute mastoiditis and a temporal lobe abscess

which was drained through the mastoid cavity. Lieut.

Comdr. David O. Harington discussed ciliary spasm, with

report of four cases. He discussed definitions, symptoms,

etiology, diagnosis and treatment.

WALLA WALLA VALLEY MEDICAL SOCIETY

The May meeting of Walla Walla Valley Medical Society

was held at the Grand Hotel, Walla Walla, Thursday eve-

ning, May 13. The sixty-two visitors and members enjoyed

a pleasant social half-hour before the banquet dinner, fol-

lowing which .Arthur S. Ringle, Health Officer, reviewed

the communicable disease problem for the society.

The annual election of officers chose the following for the

ensuing year: P. D. Brink of Pomeroy, president; J. C.

Lyman of Walla Walla, Vice-President; Harlan P. Kahler

of Walla Walla, Secretary-Treasurer; Wesley V. Frick of

Dayton and C. G. Garrett of Walla Walla, Board Members;

Elmer Hill, Delegate to the State Association Meeting with

Carl J. Johannesson of Walla Walla, alternate.

The scientific program was a paper by Major Paul Bai-

ley, Chief of the Eye, Ear, Nose and Throat Clinic at Mc-

Caw General Hospital, former Clinical Instructor in Oto-

lyringology of University of Oregon Medical School on

“Notes on Ear, Nose and Throat of Interest to the General

Practitioner.”



176 STATE SECTIONS— IDAHO V'ol. 42, No. 6

MEDICAL NOTES

C. R. Lowe, a former practitioner of Boise, has returned

to that city to engage in private practice. Recently he has

served as superintendent of the Nampa State School and

Colony for the feeble minded. C. S. Allen of Boise has left

private practice to accept this position.

.Albert G. Parker of Pittsburgh, Penn, has been ap-

pointed chief medical officer at Fort Hall Indian Reserva-

tion, succeeding Carroll Dewey. He will be the only phys-

ician on the reservation but will have a staff of nurse

assistants.

Alan L. Hart, of Boise, who has been consultant in

tuberculosis for the Idaho State Department of Public

Health and Idaho Tuberculosis Association since 1938, will

be located temporarily in Seattle, where he will serve as

roentgenologist at the induction center for the armed forces.

The State Department of Health has granted a leave of

absence to accept this special assignment.

CLINICAL FORUM
PEDI.\TRIC PROBLEM

G. L. S. was brought into the hospital when four days

old, because of difficulty in breathing. .A few scratches

on face
;

eyes normal except quite prominent and seemed

to be a little resistant to pressure. Nose appeared to be

obstructed. Some mucus coming from right nostril. Elars

and throat appeared normal. Few scattered rales discerned

in back. Wherever stethescope bell touched the skin a

raised welt immediately appeared, which lasted for three

to four minutes. Drawing nail across chest produced large

weals, raised red, white center. Heart sounds normal.

.Abdomen negath'e, chord off, but dried stump remained.

All else negative. Weight six pounds five and one-quarter

ounces.

Considerable difficulty was experienced in feeding baby

since he would become cyanotic so soon as he tried to take

a little food, due to the fact that he seemed unable to

breathe through his mouth. When he exhaled upon crying,

mucus was present the first few days, after which at

times much pus was blown from his nostrils, especially

the right one. He was given calcium gluconate, later cal-

cium phosphate and also atropine to dry up the secretions.

When about two weeks old he gave up eating, and it

was necessary to feed him through a tube. When an at-

tempt was made to pass tube through right nostril, much

pus would follow the tube’s withdrawal. Feeding through

a tube passed through his mouth finally became quite suc-

cessful, although many times it had to be removed because

of cyanosis. So long as he would lie quietly and sleep and

maintain an open countenance, he seemed to breathe quite

easily, but when crying, mucus and pus would fly from

his nostrils and he shortly became quite cyanotic. After

about ten days for over a week he slept easily, took his

bottle with comparative ease, and increased in weight,

gaining most all of the weight lost.

Then a respiratory difficulty again developed and when

his need for oxygen increased, his respirations dropped to

even four a minute. No stimulants seemed to influence him,

he took only fair amounts of
,

fluid and finally was de-

pendent on intramuscular injections for all of his fluids

and nourishment. At one time respirations ceased for sev-

eral minutes and then life continued for about thirty-six

hours. He succumbed when twenty-seven days old. What
is your diagnosis of this condition? How would you

treat it?

COMMENTS ON THE OBSTETRIC PROBLEM
IN MAY ISSUE

First commentator holds these views: A number of years

ago pediatricians informed us that those children with

marked congenital defects usually died within the first

few months or years of life. Those who surived the early

period always succumbed to any obstetric situation because

death supervened before the child bearing jaeriod had far

advanced. The above is not wholly true. Children with
quite pronounced congenital heart defects successfully cope
with their disability through early childhood. They pass

through onslaughts of childhood contagions and proceed to

early adulthood without experiencing difficulty during pu-
berty. Many enjoy a fairly normal employment for a num-
ber of years, more than one would anticipate with such a

cardiac handicap.

This prospective mother should be given all the facts and
dangers of her case. She should be told that observation of

her prenatal period should be more than usually careful.

Probably the last two months she will have to be in bed
and some of that time in the hospital. Labor, if she is able

to continue to the full term, presents a real problem. If the

baby is small, her pelvic measurements ample and the cubic

contents of the pelvis are not disproportionate to those of

the baby’s head, rupture of the membranes two or three

weeks before the expected date of delivery will greatly

shorten the extra stress forced upon the heart. The function

of this heart obviously has limitations, the extent of which
is an unknown quantity, but when reached may cause

death and fairly quickly. If all goes well, the first stage will

not be too hard a test. The second stage, with its involun-

tary general expulsive muscular effort, must be shortened as

much as possible. Forceps are to be used as early as it may
be expedient.

Second Commentator observes as follows: Heart disease

in pregnancy has always presented a serious problem to the

obstetrician. .Authorities agree that a girl with even a slight

decompensation should not attempt a period of gestation.

They also consider that, so long as decompensation has

never occurred to the girl with heart trouble, she will quite

probably go through a normal gestation successfully, but

her prenatal care should be precise.

This particular case, on the other hand, is not an instance

of disease nor the result of an infection. It is a congenital

defect. According to the description it is an unusually

marked one, the exact nature of which was not stated. One
would feel that this girl has just been on the edge of a de-

compensation all her life. One marvels that she has attained

the age of eighteen with so potential a handicap. Her ex-

pectancy of prolonged life surely cannot be assured. Al-

though she probably knows it, her precarious condition
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should be openly explained to her. If she has a firm, fixed

intention to continue the pregnancy, whatever the odds,

then her prenatal care should be particularly guarded. This

‘ should be with the full understanding that, should decom-

I

pensation occur and it could not be relieved (more than

' probable), termination of the pregnancy would be obliga-

tory, also that the seriousness of such a procedure increases

! with the advance of gestation. If she requests advice as to

the safe course to take, interference with the pregnancy

I

must be advised.

I Third Commentator has this positive opinion: The history

of this case indicates a congenital heart; fluoroscope and

j

present examination offer poor prognosis. This is doubtless

a very poor obstetric risk and the pregnancy should be
terminated by the most suitable means least shocking to

the pationt. If possible, hysterotomy and tubal ligation

under local anesthesia would seem most feasible to prevent

any possible recurrence.

Fourth Commentator offers these opinions: I would think
from the history that this patient has a patent ductus arte-

riosis of congenital origin. It would be my opinion that her
heart would not stand the strain of a continuing pregnancy

and delivery. While the patient might go through labor

without cardiac failure, the heart condition could be ad-

versely affected and she might die of cardiac failure later.

If this case had been presented earlier a therapeutic abor-

tion might have been considered.

In view of the fact that the last menstruation was Janu-

ary 9 the patient is now more that four and a half months

pregnant. A therapeutic abortion might put considerable

strain on the heart and I would, therefore, recommend that

she be put to bed or at rest for the remaining part of the

pregnancy and an elective cesarean section be done under

spinal anesthesia slightly in advance of term, depending

upon her condition. The heart would thus be saved severe

strain and a live baby may well be obtained. If I had had

this patient presented to me during the first two months of

pregnancy, I would certainly have considered seriously a

therapeutic abortion.

Conclusion of the case. The girl was informed in full

relative to her situation and the seriousness of the probable

outcome. After some deliberation on her part and adequate

consultations it was decided to terminate the pregnancy.

This was done with the patient recovering nicely.

BOOK REVIEWS
The Kenney Concept of Infantile Paralysis and Its

Treatment. By John F. Pohl, M.D., Clinical Assistant Pro-
fessor of Orthopedic Surgery, University of Minnesota, etc.,

in Collaboration With Sister Elizabeth Kenny, Honorary
Director the Elizabeth Kenny Clinic of Australia, etc. Bruce
Publishing Co., Minneapolis, Minn., 1943.

Sister Kenny outlines symptoms as she saw them in the

acute stage, as muscle spasm, alienation and incoordination.

To overcome the muscle spasm she tried first hot salt bags,

then hot linseed meal poultices and finally hot packs. To
overcome the other symptoms, she developed a system of

muscle stimulation and what she describes as muscle aware-

ness. She also advocates no splinting, thereby preventing

joint stiffness and contractures. She tells of her efforts over

thirty years, attempting to convince the doctors in various

countries of the value of this treatment.

In the Introduction Dr. Pohl points out that the ortho-

dox conception of infantile paralysis was that there was
involvement and destruction of certain anterior horn cells

in the spinal cord, with resulting flaccid paralysis of the

muscles supplied by them. The orthodox treatment was
splinting to rest the paralyzed muscles and prevent stimuli

to the cord and the prevention of deformities. It also ad-

vocated reeducation of the paralyzed muscles.

In the Kenny concept, frequently the nonfunctioning

muscles are not paralyzed but are alienated, due to the

spasm and soreness of the opposing muscles. Actual paralysis

due to death of anterior horn cells does occur in a few

cases. The symptoms and clinical findings are described in

more detail. In even the mild or abortive cases there is

usually an early spasm of the posterior neck and back

muscles and also the hamstrings and gastrocnemeii. If this

spasm is not relieved, early fibrosis and p>ermanent muscle

damage results. This would indicate some direct involve-

ment of the muscles rather than hyperactivity from irrita-

tion of the anterior horn cells. Actual paralysis occurs with

destruction of anterior horn cells and this paralysis is

permanent. There may be other cells which are damaged
and will recover over a long period.

Treatment early for spasm and prevention of shortening

and contractures of muscles is important in case nerve

function returns later. Muscle testing early is discouraged

as it tends to increase the muscle spasm. The presence of

spasm can be suspected by certain characteristic positions

assumed by the patient. Hot packs are applied to relax

muscle spasm, relieve pain in affected muscles and improve

the blood supply. Except in very acute cases, they are ap-

plied every two hours during the day but no attempt is

made to keep them hot during this two-hour period. Pic-

tures show the proper application to various parts of body.

Muscle stimulation is started on the second or third day,

when muscle soreness is disappearing and spasm is decreas-

ing. The methods are described in detail. The neuromuscular

system constitutes a complex mechanism, so in muscle re-

education the person directing this work must have com-

plete knowledge of the anatomy and physiology of the vari-

ous muscles and the ability to impart this knowledge to the

patient. The various skeletal muscles are classified and

typed and their function described. Treatment for restora-

tion of function attempts to accomplish this are presented

in detail.

It is felt that with proper early application of this treat-

ment we will not see the deformities as in the past. There

should be no cases of scoliosis, joint stiffness, contractures

and leg shortening. Some of the paralytic cases may require

crutches or braces but should have no gross deformities.

H. J. Wyckoff

Neurology. By Roy R. Grinker, M.D., Chairman, The
Department of Neuropsychiatry of the Michael Reese Hos-
pital, Chicago. Third Edition, Revised and Largely Re-
written. With Assistance of Norman A. Levy, M.D., As-
sistant Neuropsychiatrist, Michael Reese Hospital. With
Chapters on Brain Tumors by Paul C. Bricy, M.D., Pro-

fessor of Neurology and Neurological Surgery, University

of Illinois, College of Medicine, Chicago. 1136 pp., $6.50.

Charles C. Thomas, Springfield, 111., and Baltimore, Md.,
1943.

It is noteworthy that in the preparation of this work the

author has in association two excellent assistants and has

drawn substantially from extensive bibliography which is

plainly indicated throughout the text. The table of contents

is very brief, but there is compensation in a full index.
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This third edition is an agreeable advance over former edi-

tions. The volume is larger by page number, but this is at

least partially balanced by use of larger type which increases

readability. There is a generous sprinkling of illustrations

and figures throughout the work.

Considerable material that might be classed as too detailed

is not presented. The reason may be that this volume does

not appear to be written for the uninitiated, but instead is

a studied effort at concise statement of facts, sometimes

abbreviating or merely mentioning specific therapeutic pro-

cedures. Satisfying attention is given to such vital subjects

as epilepsy, electroencephalography, the encephalomyelopa-

thies, the vitamins in neurologic disorders, hyperpyrexia in

paresis, Sydenham’s chorea and other topics of present

interest. This is a commendable work, and the evidence of

compilation, though prominent, does not detract from the

author’s credit. H. W. Mikkelsen

Physiology in Aviation. By Chalmers L. Gemmell, B.S.,

M.D., Commander M.C., U.S.N.R., Associate Professor in

Physiology, Johns Hopkins School of Medicine, etc. Charles

C. Thomas, Springfield, 111., 1943.

This is a brief but concise work on physiology as related

to aviation and anyone interested in this subject will find

here all the data of our knowledge up to date. The effect

of high altitudes upon respiration, blood, body temperature,

nervous system and organs of the body are discussed along

with ways and means of meeting the emergencies that arise.

The final chapter is a very interesting one and a practical

discussion of instrument flight that points out many of the

sensory illusions that must be guarded against, particularly

at times when the eyes are unable to orient oneself in space.

B. E. Peden

The Inner Ear. Including Otoneurology, Otosurgery and
Problems in Modern Warfare. By Joseph Fischer, M.D.,
Staff Member, Beth Israel Hospital, Boston, etc., and Louis

E. Wolfson, M.D., Instructor in Eye, Ear, Nose and Throat,

Tufts College, etc. 421 pp., $5.75. Grune & Stratton, New
York, 1943.

Practicing otologists will welcome this book which sum-

marizes and evaluates all the important advances in the

diagnosis and treatment of pathologic conditions of the

labyrinth, which term is applied to the noncochlear part of

the inner ear. The physiology of the labyrinth, together

with a critical analysis and detailed interpretation of laby-

rinthine tests would alone justify the printing of this book.

Additional chapters have condensed the hundreds of papers

written on the petrous pyramid, intracranial labyrinthogenic

complications, chemotherapy in otology, facial palsy, Me-
niere’s syndrome, war trauma and the role of the inner ear

in aeronautics. W. F. Goff

Mind, Medicine and Man. By Gregory Zilboorg, M.D.
With a Foreword by Arthur H. Ruggles, M.D. 344 pp., $3.50.

Harcourt, Brace & Co., New York, 1943.

This book is exceptionally well written and very timely.

It traces development of psychiatry with that of the human
race and shows that in periods which were characterized

by humanism and profound respect of human beings, psy-

chiatry made its greatest strides. Questions which the psy-

chiatric twentieth century has raised are: how does man’s

mind work; what is a human personality; how does it

become mentally ill?

The tentative but bold and revealing answers which our

century has ofiered to these questions have revolutionized

psychiatry. The author stresses the instincts as fundamental

drives, constantly in action, which are as much a prerequi-

site of life as our physiologic functioning. They cannot re-

main inert.

He emphasizes Freud’s contribution to psychiatry as the

greatest single factor for its rapid advancement in the twen-

tieth century. He points out the fact that this did not de-

velop in a short period but rather slowly and laboriously,

always on the basis of clinical facts. He states many fallacies

which, built up around Freud and his teachings, were due

either to complete ignorance or misunderstanding of what

he was really attempting to reveal. Many of the chapters

are exceptionally well written, especially those on crime and

judgment, and psyche, soul and religion. This book is a

worthy contribution to the subject of psychiatry.

N. K. Rickles

ADVICE TO ANGLERS ON REMOVAL OF
FISH HOOKS

“By all odds the ‘push through’ method is the best one

for the removal of a fish hook in which the barb has gone

beneath the skin,” it is advised in The Journal of the Amer-
ican Medical Association for May 22. “Circumstances can

conceivably arise in which it would require pushing the fish

hook through a considerable distance by a curved route

before the barb emerges from the skin. When this occurs,

it would seem better to make a small incision down to the

barb before pulling it out backward.”

The foregoing is in answer to a question from a physician

regarding a statement published in a fishing magazine

wherein it was advised that one “take a pair of small nosed

pliers, take a good hold on the hook yourself or have some

one officiate for you, and yank.”

NEW ADVANCE IN SYNTHESIS OF
SULFA COMPOUNDS

An improved method for preparing the new sulfa com-

pounds known as sulfanilymidines, which avoids use of

expensive chemicals, facilitates manufacture, and makes

these drugs more readily available than ever before, is re-

ported by Dr. C. A. Kwartler and Philip Lucas, of the

Research Laboratories of the Winthrop Chemical Company,

Inc., in the Journal of the American Chemical Society.

The new method of synthesis avoids use of the compara-

tively expensive paranitrobenzenesulfonyl chloride, accord-

ing to the authors. Because the drugs become, in conse-

quence, easier to prepare, supplies will be more readily

available to research workers to investigate their efficacy

in infectious diseases.
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EDITORIALS

UNIQUE HOSPITAL ORGANZATION
Owing to demands incident to the World War,

there has developed all over the country a pressing

scarcity of hospital accommodations, chiefly in in-

dustrial centers. This has become very embarrass-

ing in Pacific Coast cities, where army and navy

camps and war industry plants have developed in

great numbers. For example, the situation became

so acute in Seattle last summer that the Federal

Works Agency offered a grant of $600,000 for con-

struction of a wing to King County Hospital on

condition that the county commissioners should

provide an additional $200,000. At the fall election,

when voters were given an opportunity to register

their approval for appropriating this sum, the

needed two-thirds majority failed by a small mar-

gin. Subsequently the project lay dormant, with

nothing tangible in evidence on the part of the

county commissioners to provide these necessary

funds. When it appeared that no action would be

taken, officials of King County Medical Service

Bureau proposed that the FWA make the grant to

it for the purpose of providing for hospital needs.

King County Medical Service Bureau, organized

for the purpose of providing medical service on a

monthly prepaid basis for low wage earners, is

composed of 480 physicians, included in the 665

members of King County Medical Society. The

Bureau is operated by the corporate body. King

County Medical Service Corporation, composed of

ten members elected by the Bureau. Negotiations

with the federal officials were conducted by this

Corporation. Federal Works Agency made a thor-

ough examination of the Bureau and its corpora-

tion, and became satisfied with its stability and its

ability to meet requirements for hospital construc-

tion.

The Medical Service Bureau has been operated

during the past ten years. Its subscribers number

about 75,000 employees. It has a daily average of

about 80 hospital patients. In addition to caring

for this class of patients the hospital will be avail-

able for reception of patients of all members of
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King County Medical Society. It will be operated

on a nonprofit basis; any surplus will be devoted

to welfare of its patients.

For construction purposes a sightly block of land

has been obtained, located in the area of other

hospitals of the city, together with adjacent lots

for parking purposes. A 200-bed hospital will be

constructed, completely furnished and equipped,

for which FWA makes a grant of $600,000, sup-

plemented by $200,000 to be provided by the

Medical Service Corporation. When completed it

will be transferred to the Corporation for its ex-

clusive ownership and operation. It will be con-

ducted under the management of Dr. K. H. Van

Norman as superintendent, who has served in this

capacity at King County Hospital during its eleven

years of operation. It is anticipated that all pre-

liminary plans will be completed and bids called for

construction some time in July.

This federal grant for hospital construction is

evidence of confidence in the integrity and sta-

bility of the medical profession, whose members

alone will be concerned in the operation of the

hospital. It is also a gratifying recognition of the

permanent establishment of the medical service

bureau system of caring for low wage earners which

has been in operation in the State of Washington

for the past twenty-five years, and is now main-

tained by fifteen county medical societies, King

County Medical Service Bureau having functioned

during its ten years of existence to the satisfaction

of its subscribers and the medical profession. It is

anticipated that the establishment of this hospital

will be of material assistance in relieving the scar-

city of hospital accommodations.

SHALL WE TAKE IT LYING DOWN
During recent years numerous plans to promote

the welfare of the people and improve their health

status have been advocated by social service and

welfare groups, federal and state agencies, as well

as other bodies of citizens. Among various proposed

measures few have failed to advocate certain plans

to regulate the practice of medicine and to regiment

medical practitioners, many distinctly advocating

some form of state medicine. Some of these have

offered specific objectives, while others have been

decidedly nebulous. Of late emphatic opinions on

these proposals have become vocal on the part of

the medical profession. Shall we take it lying down,

or shall we stand and advocate the principles which

we believe vital to successful practice of medicine

and maintain them with a united front? Many

views have been offered in reply to these questions.

In a recent issue of New York State Journal of

Medicine^ they were considered, from which is pre-

sented the following extract;

At a dinner meeting of New York County Medi-

cal Society on May 19, Dr. Nathan Van Etten,

past-president of the A.M.A., gave an address of

which the following was a part;

“Modern medicine and the revelations of science have
upset empiric traditions, so that we are now engaged in

studying new therapies, new methods for restoring the sick

to functional usefulness and new ideas to enlist community
support in the prevention of disease.

“New social forces have risen to disturb medical evolu-

tion by violent explosions which are impatient of normal
adjustment. Elements unfriendly to the medical profession

have been in power for ten years, upsetting the peaceful

progress of a great nation by erecting powerful bureaus,

which rule by fascist decree; which do not serve the people,

but command the people to serve them.

“Although the medical profession has voluntarily enlisted

fifty thousand of its young doctors in the service of the

war emergency, it is reviled for lack of support of the

whims of idealists who claim to be interested in new dis-

tributions of medical service.

“Mr, McNutt shakes his fist at the physicians of the

country in June at Atlantic City, Frances Perkins calls

them obstructionists on January 20, and Mrs. Roosevelt

gnashes her teeth and tells doctors on the third of May
that if they do not voluntarily conform to the wishes of

autocracy they will be compelled to do so.

“No longer are our elected representatives, whose wages

are paid by the taxpayers, no longer are they our servants,

but they are our masters. No longer does the State serve us,

but we slavishly serve the State.

“Let us not forget that this unfortunate situation is the

result of fermentation of agitators who have long been

working at every social level, and that widening cracks are

appearing in the surface and in the foundations of our eco-

nomic, religious and social systems which may engulf us.

“Civilization is sick! It needs good doctors. Shall we be

equal to the task of doing our part toward preventing com-

plete destruction of what we have been proud to call

American Democracy ?

“The answer to this question is yes if we shall wake up

and work.”

At the meeting of New York State Medical So-

ciety in Buffalo, May 2, Dr. Louis Bauer, Speaker

of the House of Delegates, expressed these perti-

nent opinions;

“The medical profession has been accused of being ob-

structionist. This is an unjust accusation, but we must

admit we have been slow in planning for the future. We
have been too content to sit back and wait until we are

faced with definite problems and then endeavor to solve

them, rather than try to anticipate them . . . The danger

we have to face in New York is not complete socialized

medicine, but an extension of phases already in effect, under

the aegis of lay control . . . There are many agencies using

the war effort as a cloak to foster their pet schemes for

further socialization of medicine, and what are we doing

about it?

“Let us inform the public in no uncertain terms that we

are in favor of good medical care for all with freedom of

choice of physician
;
that methods will be found to bring

1. The American Ferment. Editorial, Xew York State .1

Med., 43:1110-1112. June 15, 1943.
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that good care to all
;
that whatever changes are necessary

to accomplish this will be made, but that those changes w'ill

be carried out under the guidance of the medical profession

and not by governmental or lay agencies; and that we have

a program which will meet the situation and at the same

time will protect those high standards of medical care

w'hich have made the United States the healthiest country

in the world.”

Physicians in all our states will endorse the sen-

timents expressed in the above quotations. What

shall we do about it and when?

FAMOUS MEDICAL ASTRONOMER
It has become customary to commemorate anni-

versaries of famous men whose influence and ac-

tivities have determined the progress of mankind.

It has, therefore, been fitting at this time to pay

tribute to one of the greatest and most influential

men of past history, the Pole, Nicholas Copernicus,

astronomer, physician, economist, churchman,

statesman, soldier, who died May 24, 1543, as por-

trayed by Mizwa.^ It was he who solved the riddle

of the universe, determining that the sun was the

center of the solar system, around which revolved

the earth, moon and all the planets. During the pre-

vious fourteen centuries mankind believed the earth

was the center of the universe, around which re-

volved the sun and planets, as evidenced by the

senses, a principle established by the astronomer

Ptolemy in the second century of our era. It re-

quired some two hundred years for the universal ac-

ceptance of the system proven by Copernicus. It

was 1720 when the colonial theologian. Cotton

Mather, conceded that the “Copernician hypothe-

sis is now generally preferred and there is no objec-

tion against the motion of the earth.”

In addition to the attainments of Copernicus as

a distinguished astronomer, he devoted years to the

study of medicine, both in Poland and Italy, giving

much time to healing the poor as well as his atten-

tions to the nobility. At Padua he studied the works

of Galen, Hippocrates, Avicenna. Beside attention

paid to anatomy, the medical student studied rhet-

oric, philosophy and mathematics, indicating the

wide range of attainments acquired by the medical

disciple of those days. Although modem advances

of medical science were beyond the conception of

the medical men of those centuries, their discoveries

and established principles have formed the basis of

medical science through all subsequent centuries.

Copernicus, under the tutelage of his bishop-

uncle, studied theology and for a time carried on

the active duties of a canon of the duchy-bishopric

of Varmia. It seems he was not popular with some

1. Virholas Copernicus, 1543-1943. By Stephen P. Miz-
wa, A.M.. LL.D. The Kosciusko Foundation. New York,
1943.

contemporary religious reformers, as Martin Lu-

ther, who referred to him as “the new astrologer;

the fool will overturn the whole system of astron-

omy.” Among his other attainments he made an

important contribution to knowledge of the mone-

tary law, to the effect that “the principle that when

bad money is in circulation with the good, the bad

regulates the value of all and drives out the good.”

He did not give sufficient publicity to this an-

nouncement, and thirty years later it was promul-

gated as Gresham’s Law on the assumption that it

was derived from the latter’s authorship.

During the conflict between the Polish provinces

and the Teutonic possessions Copernicus, the

churchman, physician and astronomer, became com-

mander in chief of his beloved beleaguered city,

thus demonstrating the varied attainments of this

great, distinguished man. Although it has been

stated that Germany attempted to claim this man

of such varied attainments as one of its citizens, his

eternal fame will remain as an immortal attribute

of his native Poland.

STATE MEDICAL MEETINGS
Owing to demands of the World War and induc-

tion of so many physicians into war service, regular

meetings of many state societies have been can-

celed or abridged. The annual meetings in our

northwestern states have necessarily been altered

from the customs of previous years. So far as in-

formation is now available, the following plans are

in prospect for the coming season.

Oregon State Medical Society will hold a meet-

ing in Portland September 4 and 5, with a program

of papers devoted mainly to tropical and industrial

medicine. A special effort will be made to include

army talent in the Northwest, in addition to papers

by local members. In view of the restrictions on

scientific sessions in adjacent states an attendance

is anticipated of Washington and Idaho physicians.

The usual meeting of the House of Delegates will

be specially stressed.

Washington State Medical Association will can-

cel the usual program of papers, but will hold a

meeting of its House of Delegates in Seattle Sep-

tember 11-12, the details of which will be an-

nounced later.

Idaho State Medical Association will hold a one-

day meeting in Boise August 23, with a meeting of

its House of Delegates on the preceding evening.

It is planned to have some army doctors on the

program from Bushnell General Hospital, Brigham

City, Utah, if obtainable. Details of the meeting and

speakers will be published in next month’s issue.
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ORIGINAL
CONTROL OF BLOOD COAGULABILITY
WITH COUMARIN AND OTHER DRUGS*

USE OF BASAL DOSES OF DICOUMAROL WITH INTRAMUSCULAR
INJECTIONS OF HEPARIN FOR SUSTAINED

ANTICOAGULANT EFFECT

Jonathan E. Rhoads, M.D.

James Walker, M.D.

AND

Lillian Panzer, M.D.

PHILADELPHIA, PA.

Dicoumarol or 3-3' methylenebis (4 hydroxy-

coumarin) was found by to be the caus-

ative agent of a hemorrhagic disease of cattle,

known as sweet clover disease (fig. 1). Outbreaks

H H

O 0

J, y-Meihijlemhis (4-hzjdroxejcoumarin)

Fig. 1. Structural formula of dicoumarol.

of this disease have been known for many years in

the dairying country of Wisconsin and Minnesota

and it was not unknown for a farmer to lose nearly

his entire herd of cattle from this condition.

One of the first descriptions was that of Scho-

field® in 1922 who recognized that the disease was

due to consumption of spoiled clover hay. In 1931

Roderick® in an excellent study showed that the

hemorrhagic tendency was due to deficiency of

prothrombin. This was confirmed by A. J. Quick'^

in 1937.

It remained, however, for Link and his associates

systematically to trace and identify the causative

From Service B, Hospital of University of Pennsyl-
vania and the Harrison Department of Surgical Research,
Schools of Medicine, University of Pennsylvania.
Read before Meeting of North Pacific Surgical Associ-

ation, Tacoma, Wash., Nov. 21, 1942.
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agent. The difficulty of obtaining hay capable of

producing the disease had interfered with previous

investigations. Link, however, was able to obtain

an adequate supply and he found that certain rab-

bits were susceptible to the disease and they could

be used again and again as test animals for bio-

assay of spoiled hays. It was then possible to extract

the spoiled hay in various ways and to assay the

extracts. This led to isolation of the pure principle

and ultimately to its identification and synthesis.

The use of dicoumarol in patients was begun by

Meyer® and his colleagues at the University of Wis-

consin and by Butt® and his associates at the Mayo
Clinic. Both groups showed that it did depress the

prothrombin concentration in man.

The potential advantages of dicoumarol as com-

pared with heparin are its prolonged action and

the fact that it can be administered orally. The

typical effects of coumarin in the dog is shown in

figure 2. The maximum depression in the prothrom-

bin concentration occurs as a rule about forty-eight

hours after the drug is given and the effect persists

in diminishing degree for approximately a week. In

contrast with this the effect of heparin in the dog

lasts but eighty minutes™.

In man it has been found advisable in many

clinics to give heparin by continuous intravenous

infusion and this creates a technical problem which

not infrequently limits its usefulness. Dicoumarol,

on the other hand, may be given as any other oral

medication so long as it is remembered that its ef-

fect is cumulative and must be followed with fre-

quent prothrombin determinations.

The effective dose in man is probably between

300 and 600 mg. Beginning with a dose of 25 mg.

per day, we gradually increased the dose but did

not get satisfactory prolongations of the prothrom-

bin time until a total dose of 600 mg. was admin-

istered within two or three days. Above 600 mg.

we have always obtained considerable effect and

subsequently a good response has occasionally been

obtained with as little as 300 mg.

Undoubtedly the response is subject to consid-

erable individual variation. It is our practice to

8. Meyer, O. O., Bing'ham, J. B. and Axelrod, V. H.

:

Studies on Hemorrhagic Agent, 3,3’-methylenebis-(4-
hydroxycoumarin) ; Method of Administration and Dos-
age, Am. J. M. Sc. 204:11-21, July, 1942.

9. Butt, H. R., Allen, E. V. and Bollman, J. L. : A Prep-
aration from Spoiled Sweet Clover, 3,3’-methylenebis-(4-
hydroxycoumarin) which Prolongs the Coagulation and
Prothrombin Time of Blood: Preliminary Report of Ex-
perimental and Clinical Studies, Proc. Staff Meet. Mayo
Clin. 16:388-390, June, 1941.

10. Jacques, L. B., Charles, A. F. and Best, C. H. : Ad-
ministration of Heparin, Acta Medica Scandinavica, Sup-
plementum XC.
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give 300 mg. the first day of treatment and 200

mg. more in twenty-four hours. The third day no

coumarin is given until the prothrombin time is

determined. If it is over 90 sec., no additional cou-

marin is given. If it is between 60 and 90 sec. 100

mg. more is given, and if it is below 60 sec. 200 mg.

of the drug is given. Prothrombin determinations

are made at daily intervals for several days until

the dose for the individual is standardized. Even

then the prothrombin level must be checked fairly

frequently because repeated small doses sometimes

produce a greater result than anticipated.

Before accepting dicoumarol as an anticoagulant

for clinical work, several questions need be an-

swered. The first of these is, what is its toxicity;

The question of intravascular clotting is the

most difficult of all and has not been completely

answered thus far. With extreme coumarinization

venous coagulation time is usually increased but it

has been our experience that the coagulation time

seldom exceeds the limit of normal unless the pro-

thrombin level is depressed to the 5 per cent level

as determined by Quick’s^^ method. This is a zone

in which there is danger of spontaneous hemorrhagic

phenomena. On the other hand, the fact that it does

not render abnormal the time required for coagula-

tion in vitro does not necessarily mean that it might

not prevent clot formation in flowing blood in vivo.

Certainly hemorrhagic tendency of many hypopro-

thrombinemic patients is beyond dispute.

EFFECT OF 3-3" METHYLENEBIS f4-Hijdroxq coamariu)
ON PROTHROMBIN TIME OF VOG no. 959

Seconds

Fig. 2. Graph of prothrombin time of dog, No. 959, following administration of dicoumarol.

the second, what antidote may be used; the third,

will it prevent intravascular clotting in the doses

that do not cause hemorrhage?

The first may be answered categorically. It has

not been found to be toxic in therapeutic doses nor

in doses near the therapeutic level.

The second must be answered as follows: There

is no antidote in the sense that protamine is an

antidote for heparin. Vitamin K in very large doses

hastens the return of the prothrombin concentra-

tion toward normal in animals at least. But the

hypoprothrombinemia produced by coumarin is

quite resistant to the action of the vitamin and one

is generally forced to fall back on blood transfu-

sions to elevate the prothrombin, if it gets lower

than is desired, as when the patient starts to bleed.

This is a serious disadvantage in patients who are

likely to require surgery.

Convincing animal experiments on this point

have not yet been carried out but some clinical data

are available regarding the effectiveness of cou-

marin. In table 1 are shown the cases in which Ave

have used coumarin in the treatment of throm-

bophlebitis and pulmonary embolism. Out of a total

of fifteen cases extension of the disease process ap-

peared to have taken place in one, possibly as the

result of continuing the drug too short a time. In

the other cases the course was satisfactory but it is

very difficult to evaluate the drug in this condition

because rest and conservative measures have gen-

erally yielded favorable results.

In table 2 are shown several small groups of

cases. The drug seems to have helped two cases of

thrombosis of the central vein of the retina but

11. Quick, A. .1.: On Various Properties of Thrombo-
plastin (Aqueous Tissue Extracts), Am. J. Physiol. 114:
282-296, .Ian., 1936.
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Table 1. Use of 3-3' Methylenebis {A-hydroxycoumarin) in the Treatment of Thrombophlebitis
and Pulmonary embolism.

Patient Age Sex Diagnosis Dosage Prothrombin Time Results

L. E. 22 F. Thrombophlebitis 600 mg. in 6 days 150 sec. after 7 days Improved

R. A. 49 F. Thrombophlebitis 800 mg. in 2 days 28 sec. after 1 day
44 sec. after 2nd day

Improved

P.I. 44 F. Thrombophlebitis 1100 mg. total 88 sec. Improved gradually

L. 0. 63 M. Thrombophlebitis 600 mg. in 2 days 68 sec. after 3 days Improved gradually

E. M. 36 M. Thrombophlebitis 300 mg. daily 93 sec. Improved

B..A. 54 F. Thrombophlebitis 300 mg. daily for 3 days 92 sec. after 3 days Improved slowly; some
heparin

M.U. 34 F. Thrombophlebitis 800 mg. in 3 days 158 sec. after 3 days Improved

J.O. M. Thrombophlebitis 600 mg. in 2 days 28 sec. after 1 day
44 sec. after 2nd day

Improved

C. A. M. Thrombophlebitis 350 mg. 44 sec. after 1 day Had heparin
;
improved

but later relapsed

A.L. M. Thrombophlebitis 1400 mg. in 5 days 154 sec. Heparin given first 3 days

L. E. M. Thrombophlebitis 375 mg. 77 after 5 days Improved

B.L. 67 F. Thrombophlebitis 2200 mg. in 30 days 187 after 1900 mg. Improved

M. C. 40 M. Thrombophlebitis 700 mg. in 4 days 90 sec. after 600 mg. Improved; received

heparin also

K..A. 68 M. Pulmonary embolus 190 sec. after 3 days Ecchymosis of chest wall.

Improved

R. E. 34 M. Pulmonary embolus

Table 1.

500 mg. in 2 days

Use of 3-3' Methylenebis

22 sec. after 3 days

{A-hydroxycoumarin)

.

Improved slowly
;
also

received heparin

Patient Age Sea: Diagnosis Dosage Prothrombin Results

M. A. 20 F. Thrombosis central

vein of retina

800 mg. in 2 days 79 sec. after 3 days Improved rapidly

A.O. M. Thrombosis central

vein of retina

1600 mg. in 5 days 142 sec. after 4 days
187 sec. after 5 days

Some improvement

B. E. 13 F. Subacute bacterial

endocarditis

400 mg. total 240 sec. Unimproved

S. T. 32 F. Subacute bacterial

endocarditis

600 mg. in 14 days 112 sec. after 4 days Unimproved

B.R. 21 F. Subacute bacterial

endocarditis

900 mg. in 3 weeks 10% Unimproved

C.O. 56 F. Coronary occlusion 2000 mg. total 139 sec. Improved

both of these had spontaneous hemorrhagic phe-

nomena, suggesting the drug had been pushed to

an extent that was not quite safe. It definitely failed

as an adjunct to sulfadiazine in three cases of sub-

acute bacterial endocarditis.

It seems probable that coumarin does retard in-

travascular clotting, but as the properties of heparin

and coumarin are somewhat complementary, we

have become interested in combining the use of the

two drugs.

Heparin acts in plasma as both an antiprothrom-

bin and antithrombin. When there is less prothrom-

bin present, it is reasonable to assume that less

heparin is needed to produce a given prolongation

in coagulation time. Mann^^ has taken advantage

of this to save heparin in the animal laboratory at

the Mayo Foundation.

The effect on clotting time in the coumarinized

patient of a single intravenous injection of heparin

was sustained in some instances for twenty-four

hours. It is, therefore, practical to obtain a sus-

tained heparin effect in the coumarinized patient

12. Mann, P. C. : Personal Communication.

without the use of continuous intravenous infusion

which is a great advantage, especially in patients

with coronary occlusion or cardiac decompensation.

It has been known for some years that heparin was

effective when administered intramuscularly as well

as intravenously. The method has not been em-

ployed in man because larger doses are needed and

this results in higher costs. In the coumarinized

patient, however, 5 cc. injections of heparin intra-

muscularly at eight to twelve hour intervals usually

suffice to keep the coagulation time consistently

above normal and fluctuations have been much less

erratic than when the intravenous route is employed

(figure 3).

At present this would seem to be the most satis-

factory method for reducing blood coagulation. It

permits prompt starting (in patients with embolism

the first few doses of heparin may be given intra-

venously). It requires considerably less heparin

than when no coumarin is used. The coumarin dos-

age may be kept at a basal level so that, if the

heparin effect is lost, there will be little likelihood

of hemorrhage. Then, if for any reason hemorrhage
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Use of Methzjlenebis (4-hz^droxq coumariri)
ocad Heparii2 .

Minule‘5 Patieni '.McG.

23cc. S.OCC. .

HEPARIN : h i I—I I IniramuscuIcLr ' ^

Inlravenous. 25cc.in ?days.

ft ft
COUMARII^ 300mg. ^oomg. lOOJvg.ioOmg.

Ran^e of Prottirombin Time
53 -90 szcovd’i

Fig. 3. Graph of the coagulation time on a patient with
symptoms of pulmonary embolism. Heparin was started
by the intravenous route and coumarin was started by
mouth. As soon as the effect of coumarin was established,
heparin was continued by interrupted intra-muscular in-

jections.

should appear, the heparin effect could be counter-

acted with protamine. Furthermore, continuous in-

travenous therapy is not necessary, both the cou-

marin and heparin can be given by nurses as well

as physicians. Daily prothrombin determinations

and coagulation times once or twice a day permit

much more accurate control of the therapy than

was generally possible with heparin alone, even

though the coagulation time was determined much

more frequently.

3-3' methylenebis (4 hydroxycoumarin) is rec-

During the first 36 hours, even though heparin was ad-
ministered by slow intravenous infusion, coagulation time
varied between 22 and 300 minutes. After the effect of
the coumarin was established and the patient was receiv-
ing heparin by the intramuscular route, the range during
the next 6 days was between 27 and 58 minutes as com-
pared with an intended range of 30 to 60 minutes.

ommended as an anticoagulant that promises to be

economical and easily administered. Our experience

with it indicates that it is safe as far as side reac-

tions are concerned but it is capable of producing

hemorrhagic phenomena, if used in large doses or

in small doses if continued over a long period. Fre-

quent prothrombin determinations are essential for

its safe use. The advantages of combining its use

with that of heparin are numerous and for the pres-

ent we feel that this is the most advantageous way

to employ it in clinical work.

AMERIC.AN BOARD OF OTOLARYNGOLOGY
.An examination before the .American Board of Otolaryn-

gology will be held in Los Angeles February 2-5, 1944, if at

least fifty applicants have been accepted. Applications must
be filed with Dr. Dean M. Lierle, secretary-treasurer, Uni-

versity Hospital, Iowa City, Iowa, by November 1, 1943.

AMERICAN BOARD OF OBSTETRICS AND
GYNECOLOGY, INC.

Applications for the 1944 examinations of the Board are

being received at the office of the Secretary, Dr. Paul Titus,

1015 Highland Building, Pittsburgh, Pennsylvania. Book-

lets of information regarding Board requirements and ex-
aminations, together with application forms will be sent

upon request. All applications for the year 1944 must be
in the Secretary’s office not later than November IS, 1943,
ninety days in advance of the Part I examination date.

Candidates are required to take both the Part I and
Part II examinations. The Part I examination consists of
the written paper and the submission of twenty-five case

history abstracts, and will be conducted on Saturday,
February 12, 1944. This examination will be arranged so
that the candidate may take it at or near his place of resi-

dence. Upon the successful completion of the Part I ex-

amination, candidates are eligible for the Part II exam-
ination consisting of a pathology and an oral examination.
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SURGICAL EXPERIENCES WITH
MALIGNANTTUMORS* *

Joel W. Baker, M.D.

SEATTLE, WASH.

In presenting the following cases from the Vir-

ginia Mason Tumor Clinic, I would like to take the

opportunity to express my thanks to the members

of this clinic who have made these reports possible

and particularly to E. B. Potter, surgical patholo-

gist, who has presided so diligently over the weekly

meetings of this body. !• have attempted to select

some of the more interesting cases which I thought

might illustrate certain principles.

facet’s disease of breast

Paget’s disease of the breast is a rare condition.

Out of 5,026 breast carcinomas reported by Har-

rington, only 45 were Paget’s. This patient (fig. 1),

age 52 years, had known for two and a half years

that she had a lump in her right breast. There had

been an open ulcer for ten months. The complete

destruction of the nipple and areola are easily dis-

cernible in this photograph, also the retraction of

the entire breast by a firm mass which replaces the

central position of the breast. Movable lymph

nodes were palpable in the axilla. In May, 1942, an

evxtensive resection with wide removal of skin was

performed through a transverse Stewart incision.

Eight months later the patient was observed to

have a local skin recurrence exactly simulating the

appearance of the initial lesion, except for lack of

gross ulceration (fig. 2). Biopsy (fig. 4) showed

the same Paget’s cells with an involvement of the

superficial skin layers. A wide local excision of this

recurrence was adjudged by the Tumor Clinic to be

preferable to roentgen therapy and this was ac-

complished and a skin graft immediately applied

(fig. 3).

Paget’s disease may be thought of as an epider-

moid type of carcinoma limited to the protective

epithelium of the breast. There is usually, as in

this case, an associated underlying ductal adeno-

carcinoma arising in the nipple. There is some dif-

ference of opinion pathologically as to whether the

malignant lesion originates in the epithelial struc-

tures or in the breast.

The prognosis for cure is essentially the same as

for adenocarcinoma of the breast, a trifle better be-

cause there is a slightly smaller percentage of axil-

lary metastases. The prognosis in this case for five

year cure is estimated at 25 per cent because of the

lymphatic metastases. Had there been no lym-

*From The Virginia Mason Tumor Clinic.
*Read before the Annual Meeting of Seattle Surgical

Society and Puget Sound Surgical Society, Seattle, Wash.,
Feb. 27, 1943.

phatic metastases, the chances for five year cure

would be estimated at 75 to 80 per cent.

PERFORATED GASTRIC ULCER AND MALIGNANCY

Acute complete perforation of peptic ulcer is

treated in this country and in Britain by simple

closure; in continental Europe by gastric resection.

We have adhered to simple closure in all our cases

except for this patient who came in last Christmas

morning. Because this ulcer (fig. 5) was gastric

rather than duodenal and because the “blowout”

was so large as to suggest malignancy and since we

were operating within the first four hours, and peri-

toneal reaction was minimal, we elected to do a

gastric resection. We felt that a secure closure

would offer technical difficulties and we feared that

we might be dealing with an early gastric malig-

nancy.

In reviewing the inside of this resected ulcer (fig.

6 ) ,
one might still feel that we were dealing with a

cleanly punched-out, large peptic ulcer. However,

microscopically (fig. 7) our judgment was justified

in that malignant changes were seen in the per-

iphery of this ulcer. The patient made an unevent-

ful convalescence, left the hospital in twelve days

and will be followed in the Tumor Clinic for re-

currence.

To support the point, however, that despite its

size, the ulcer could have been primarily peptic, I

present the following lesion (fig. 8), an exactly

similar prepyloric perforating ulcer, only this ulcer

perforated posteriorly into the body of the pan-

creas. The opened view (fig. 9) shows an exactly

similar appearing ulcer with clean punched-out

edges. This ulcer was a benign ulcer. These two

cases illustrate the fact that even at the operating

table, the surgeon cannot always delineate between

benign and malignant gastric ulcers.

In passing, I might add that we have found a

transverse incision (fig. 10) to give an easy and

satisfactory exposure of the perforated duodenal

ulcer. In this patient, where gastric resection

proved advisable, it was simple to make a para-

median extension vertically and get adequate ex-

posure without sacrificing the nerve supply of the

rectus muscle. Also it might be mentioned that we

close the perforation by simply tacking omentum

over the ulcer, after the manner of Roscoe Graham.

We take no approximating stitches in the ulcer or

duodenal wall.

TOTAL GASTRECTOMY

In this patient (fig. 11) the entire stomach and

the lower end of the esophagus were removed by

the radical Finister-Ogilvie technic for a high-lying
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Fig. 1. Paget’s ulcerating carcinoma of the breast.
Fig. 2. Local recurrence of Paget’s after one year.
Fig. 3. Local excision of recurrent Paget’s with skin

graft.
Pig. 4. Microphotograph of Paget’s disease.
Fig. 5. Large complete peiforation from a prepyloric

ulcer which proved to be malignant. Arrow points to
pylorus.

Fig. 6. Same as photograph No. 5. The inside view.

Fig. 7. Microphotograph showing the transition fi om
the normal gastric mucosa to carcinoma in the same case.

Fig. 8. A large posterior iierforating prepyloric ulcer
similar to photograph 6, only this proved to be a benign
ulcer. Arrow points to pylorus.

Fig. 9. Inside view of the same.
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Fig. 10. Transverse incision used for acute perforation
of ulcer, extended veitically in this case to permit gastric
resection.

Fig. 11. Total gastrectomy for polypoid ulcerating car-
cinoma of fundus (posterior view).

Fig. 12. Inside view of the same.
Fig. 13. Total gastrectomy for carcinoma, posterior view.
Fig. 14. Inside view showing double carcinomatous ul-

ceration.
Fig. 15. Photograph taken at autopsy ten months after

resection showing the esophagojejunostomy and lateral
jejunojejunostomy without local recurrence and without
stricture.

Fig. 16. Outside view of small involvement by carci-
noma of the kidney.

Fig. 17. The same. An inside view showing involvement
of one calix.

Fig. 18. Photograph of anus, rectum and sigmoid re-

moved by combined Miles operation for epidermoid car-
cinoma of the anus
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Fig. 19. Photograph of anus, rectum and sigmoid re-
moved for adenocarcinoma of the anus.

Fig. 20. Microphotograph of the same lesion.

Fig. 21. An inoperable epidermoid carcinoma which has
destroyed the anus and has metastasized to the inguinal
lymph nodes.

polypoid carcinoma at the cardiac end of the

stomach (fig. 12). In another patient (fig. 13) this

entire stomach and a portion of the esophagus were

removed for what appears to be a double malignant

lesion (fig. 14). Out of five total gastrectomies,

three have lived nine, ten and sixteen months re-

spectively, and we have lost two postoperatively.

The figures are the most discouraging for lienitis

plastica (fibrocarcinoma) type of lesion, most fa-

vorable for the polypoid type. At recent autopsy of

one patient who survived ten months the esophago-

jejunal and jejunojejunal anastomoses are photo-

graphed (fig. 15).

Parenthetically, I might add that in the fall of

1938, while attending the American Surgical Con-

gress in New York, Ogilvie of London called atten-

tion to Finister’s more radical operation for gastric

cancer. This included a wide removal of the greater

and lesser omentum in addition to the conventional

part of the involved stomach. This appealed to us

as logical and we have used it with increasing satis-

faction in resectable lesions since that time.

RENAL CARCINOMA

This (fig. 16) is a photograph of the smallest

carcinoma of the kidney we have removed. Arising

in one calix (fig. 17) it penetrated through the cor-

tex but not through the renal capsule. In renal can-

cer we feel that it is worthwhile to clean out all of

the fat and contained lymphatics in the entire

flank. This can be done with less hazard on the

left side than on the right because the vena cava on

the right side is more easily tom than the aorta on

the left.

CARCINOMA OF THE ANUS

Carcinoma within the anal canal may be either

squamous carcinoma arising on the cutaneous side,

or adenocarcinoma arising on the mucosal side of

the mucocutaneous junction. In favorable cases the

treatment in each instance is a radical combined

abdominoperineal proctosigmoidectomy to remove

the growth and the lymphatics draining the area.

Since the anal canal is also protected by the in-

guinal lymphatics in the low-lying lesion such as

this the inguinal regions should be examined care-

fully for enlarged nodes and, if suspicious ones are

seen, they should be biopsied.

In the case of epidermoid carcinoma it is to be

remembered that these glands may respond to

roentgen therapy, whereas in adenocarcinoma of the

rectum this is of no avail. Figure 18 is that of a

rectum and anus removed for an adenocarcinoma

seated just within the anal canal on the posterior

pectinate line. Figure 19 shows almost an exactly

similar lesion in the gross which, at biopsy before

surgery, proved to be an epidermoid carcinoma

(fig. 20). In this latter case there was bilateral en-

largement of the inguinal lymph nodes and a rad-

ical bilateral resection of these was carried out ten

days after the radical removal of the rectum. None

of these nodes, however, showed demonstrable me-

tastases. However, despite this, the patient was

given deep roentgen therapy over both groins as a

precautionary measure.

Figure 21 is of an advanced inoperable epider-

moid carcinoma of the anus which has extended

into the buttocks and shows positive metastatic

lymph nodes in either groin. This patient was

treated during the operable stages for a “fissure in

ano” and given roentgen therapy for pruritis ani.

The prognosis in this case, contrasted with that in
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the two previous cases, should be a lesson to us all

not only to examine each rectum carefully but to

suspect all deep fissures, polypi and ulcers.

NONUNION OF FEMORAL NECK
ERACTURES*

Louis H. Edmunds, M.D.

SEATTLE, WASH.

We are all familiar with the frequency with

which fractures of the hip occur in the aged. The

newer methods of treatment of this condition by

internal fixation by nails, screws, pins et cetera,

developed in the past few years, have resulted in

a far greater percentage of primary union. How-

ever, nonunion is still fairly common. We are then

confronted with the problem of the unstable hip.

This is a serious problem, for these people are

generally in the upper age group. They are usually

well past fifty, and do not stand extensive surgery

well. Yet we must do something for these old

people. Otherwise, they will be at best semiinvalids,

dependent for their care on friends or relatives, or

confined to old people’s homes.

In the main, two types of surgical procedures

have been done for the relief of this condition;

first, the reconstruction operations of Brackett,

Whitman and Colonna; and, second, the physio-

logic restoration of the fracture by the bone graft

of Albee. Both of these procedures are major surgi-

cal operations that involve considerable operative

risk. The operative mortality is high, for, as said

previously, most of these cases are in old people

of sixty, seventy and eighty years of age. In addi-

tion to these objections, reconstruction operations

do not give a particularly satisfactory functional

result and in many cases the Albee bone graft

cannot be done, due to the fact that the fracture

cannot be reduced and good reduction is necessary

for a successful bone graft.

In recent years the operation that has gained

favor both because of its simplicity and good func-

tinal result is the high Schanz’s osteotomy. In this

procedure an oblique osteotomy is performed in

such a position that, when the distal fragment is

shoved over medially, the upped end will rest

under the head and neck of the femur, thus giv-

ing direct bony support to the head.

The osteotomy is done between trochanters. The

line of osteotomy is obliquely placed so that, even

when distal end is displaced medially an inch or

more, portions of freshly fractured surfaces are still

in contact and early union will take place as we

Read before the Annual Meeting of Seattle Surgical
Society and Puget Sound Surgical Society, Seattle, Wash.,
Feb. 27, 1943.

know that intertrochanteric fractures unite readily

and nonunion here is rare. One of the surprising

things about the operation is that the original frac-

ture of the neck unites too. An entirely satisfactory

explanation cannot be given for this phenomenon.

One explanation is that the shearing stress and

strain, which are responsible for most nonunions

in the first place, are done away with by the direct

bony support under the femoral head. A second

explanation is that the osteotomy itself improves

the blood supply and aids in revascularization of

the head and neck. Whatever the explanation,

there can be no dispute of the fact that bony union

of the ununited fractured neck frequently occurs.

After the osteotomy is done, the leg is abducted

about thirty degrees and a hip spica cast is ap-

plied. The cast is left on some six to ten weeks.

When the cast is removed, weight bearing can be

started, together with heat massage and exercise

to restore the function of the joints.

The functional results that are obtained after

this procedure are rather remarkable. We can ex-

Fig. 1. Schematic drawing from McMurray, a. showing
site of osteotomy and correct displacement of distal frag-
ment : b. showing same after healing of both osteotomy
site and orginal fracture site

pect a Stable, painless hip. There is naturally some

shortening, but this seldom amounts to more than

an inch and a half and it can be compensated for

by raising the heel of the shoe. Eurthermore, al-

though there is some loss of motion in the hip,

we can expect to retain a useful range of motion

in this joint, probably 50 to 75 per cent of the

normal range before the fracture. These old people

can frequently return to a life of activity such as

they enjoyed before their injury.

The site at which the osteotomy is done must

be carefully selected. It must be done at such a

place that, when the distal fragment is shoved

over medially and abducted, it will come to rest

directly beneath the femoral head and thus fur-

nish direct bony support to the head (fig. 1). If

the osteotomy is done at too high a level, the distal

fragment cannot be shoved over beneath the head

but will come to rest against it and will not fur-
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Fig. 2. Nonunion of one year duration.

Fig. 3. Same as figure 2, four months after osteotomy.
Fig. 4. Anteroposterior (a) and lateral (b) view of non-

union of seven weeks duration.

Fig. 5. Same as figure 4, ten weeks after osteotomy.

nish the support necessary for success of the opera-

tion. If, on the other hand, the osteotomy is done

too low, the distal fragment, when shoved over

medially, will not give direct bony support to the

head and hence the hip will still be unstable.^

The chief advantage of this procedure is its sim-

plicity. The operation is easily done in a short

time and with a minimal operative risk and post-

operative complications. This is a major factor

in these debilitated people.

Roentgenograms of three cases of nonunion of

the femoral neck treated by the high Schanz oste-

otomy are presented.

The first of these (fig. 2) is a man seventy- three years

of age with nonunion of one year’s standing. Figure 3

shows the same case four months after an osteotomy.
Figure 4 presents the anteroposterior (a) and lateral or

oblique view (b) of a fracture of the neck of the femur in

a man seventy years of age. This fracture had gone un-
treated for seven weeks. It has been conclusively shown
that fractures of the femoral neck that are unreduced for

seven weeks always develop nonunion. This fracture was,
therefore, treated as a primary nonunion. Figure S shows
the result ten weeks after osteotomy.

Figure 6 shows a case of fracture of the neck of the

Fig. 6. Fracture four months old. Fracture is not re-
duced. The nail is incorrectly placed and nonunion is pres-
ent.

Fig. 7. Same as figure 6 after removing the nail and
performing osteotomy.

Fig. 8. Same as figure 7 ten weeks later.

femur in which a Smith-Peterson nail has been inserted.

The nail, however, was inserted before the fracture was re-

duced. Therefore, it was incorrectly placed. If this film had
been studied in the stereoscopic view, it could have been

seen that the head has rotated so that the fractured sur-

faces were not in contact and no attempt at union had
been made. Therefore, nonunion was thought to exist and
consequently the Smith-Peterson nail was removed and an

osteotomy performed. Figure 7 shows the result immediately

after the operation while figure 8 shows the result ten

weeks later.

It is interesting to note that in all three of these

cases union appears to be taking place not only

at the site of the osteotomy but also at the site

of the original fracture in the neck. Of course, it

is desirable that union take place at the site of the

original fracture in the neck but the success of the

operation is not dependent on this occurring. If

the osteotomy is correctly placed, a stable painless

hip will result, even though nonunion of the neck

persists.

1. McMurray, T. F., Ununited Fracture of the Neck of
the Femur. J. Bone & Joint Surg. 18:519-527, April. 1936.
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ENDOMETRIOMA OF THE SIGMOID*
Captain Robert S. Smith

MEDICAL CORPS, ARMY OF THE UNITED STATES

BRIGHAM CITY, UTAH

Endometrial growths of the sigmoid colon occur

frequently enough to justify a consideration of their

significance as a cause of obstruction of the lower

bowel. The fact that a preoperative diagnosis is

seldom made serves to emphasize the clinical im-

portance of this disease, and suggests the advisa-

bility of further study of its pathologic character-

istics.

A voluminous literature has established the gen-

eral facts of endometriosis. The menstrual regurgi-

tation theory of Sampson^ does not explain all of

the sites at which endometrial growths have been

found, but it does explain most of them, particu-

larly the pelvic foci. Endometrial implants have

been found most commonly in the ovaries, tubes,

uterus, round ligaments, uteroovarian ligaments,

uterosacral ligaments, rectovaginal septum and sig-

moid flexure. Endometriomata may occur, however,

at any site within the abdominal cavity or its wall,

where they may be spread by intestinal motility,

posture, free fluid or operation. The clinical picture

of endometriosis is easily understood when it is

considered that ectopic endometrial tissue under-

goes periodic changes which are physiologically

identical with those of normal menstruation. The

abdominal tissues, which serve as a bed for these

alien cells, react against them according to an in-

flammatory pattern. The result is congestion, fibro-

sis and pain in the pelvis, and, when the bowel is

involved, invasion, stricture and obstruction occur.

A good description of the pathologic processes

by which an endometrial growth may produce an

obstruction of the bowel has been given by Hosoi^.

According to this investigator, endometriosis of the

tissues of the pelvis results in the formation of

hemorrhagic cysts or hematomas by the extravasa-

tion of blood with periodic menstrual activity. In-

testinal obstruction may take place when these

hematomas become large enough to protrude into

the lumen of the intestine, or constriction may be

produced by actual invasion of the wall of the

bowel by proliferating endometrial tissue. As a late

result of these processes, angulation and puckering

of the bowel wall occur by contratcion of fibrous

elements and formation of adhesions. During men-

struation, an acute intestinal obstruction may be

From Bushnell General Hospital.
1. Sampson, J. A. : Intestinal Adenomas of Endometrial

Type, Their Importance and Their Relation to Ovarian
Hematomas of Edometrial Type (Perforating Hemorrhagic
Cysts of the Ovary). Arch. Surg., 5:217-280, Sept., 1922.

2. Hosoi, K. : Endometriosis. Internat. Surg. Digest, 13:
323-343, 1932.

produced by swelling which is incident to conges-

tion, hemorrhage and proliferation of aberrant

endometrial tissue.

While it is true that endometrioma of the sigmoid

occurs rarely, instances of involvement of the lower

bowel by ectopic endometrial tissue have now been

reported in important numbers. Mayo and Miller^

recently analyzed a series of thirty-eight cases of

endometriosis of the sigmoid, rectosigmoid and rec-

tum, in thirteen of which the sigmoid alone was

involved. Isolated cases of endometrioma of the

sigmoid have also been reported in detail by Bart-

lett^, Hepburn’, Schofield and Bacon®, Patton and

Patton’^ and others. The difficulty of making a

diagnosis of endometrioma of the sigmoid before

and even at the time of operation has been men-

tioned in the literature repeatedly. The endometrial

growth usually appears at operation as an annular

constricting mass or nodule, associated with con-

siderable puckering and scarring of the serosa, and

is commonly confused with a scirrhous carcinoma.

Josefsson® has described well the cardinal points

in the roentgen diagnosis of intestinal endometri-

oma, emphasizing particularly the importance of

demonstrating a normal mucosal pattern at the site

of the filling defect. He has suggested the value of

roentgen study of a questionable lesion at the time

of menstruation, when stenosis of the bowel may
appear more marked than in the interval between

periods. Judging by the cases which have been re-

ported, endoscopic examination has rarely been of

value in making a diagnosis of endometrioma of

the sigmoid.

The clinical picture of a well developed case is

very characteristic, and a correct preoperative diag-

nosis in a given case will be made more frequently,

if the possibility that a growth of this nature may

be present is kept in mind. Endometriosis occurs

during the years of active menstruation. Patients

with this condition are relatively sterile, and show

a definite lowering of reproductive capacity. Their

symptoms consist of dysmenorrhea, constipation,

pain in the left lower abdomen, rectum and sacral

region, with dysuria, diarrhea or rectal bleeding

3. Mayo, C. W. and Miller, J. M. : Endometriosis of
Sigmoid, Recto-sigmoid and Rectum. Surg. Gynec. & Obst.,
70:136-139, Feb., 1940.

4. Bartlett, R. W : Endometriosis of Sigmoid. Am. J.

Surg., 29:122-123, .luly, 1935.
5. Hepburn, J. J. : Endometriosis as Cause of Acute In-

testinal Obstruction. New England J. Med., 217:6-8,
July, 1937.

6. SchofielcT J. D. and Bacon, H. E : Endometriosis of
Rectum and Sigmoid

;
Review of Literature and Case Re-

port. Ann. Surg., 107:1022-1028, June, 1938.
7. Patton, C. L. and Patton, R. J. : Endometriosis of

Sigmoid as Cause of Acute Intestinal Obstruction. Am.
J. Surg., 53:265-270, Aug., 1941.

8. Josefsson, H. : Contribution to Diagnosis of Strangu-
lating Endometriosis in Sigmoid Colon, With Reference
to Case Observed. Acta Obst. et Gynec. Scandinav., 19:
256-273, 1939
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rarely. There is a marked accentuation of symp-

toms at the time of menstruation, and attempts at

defecation may bring on a rectal spasm. The gen-

eral health of patients with this condition is ordin-

arily good. In contrast to patients having a

malignant growth of the lower bowel, they give a

history of a relatively longstanding constipation,

with symptoms of obstruction gradually becoming

more severe and prolonged over a period of months

or years.

At the time of operation it should be possible to

differentiate accurately between endometrioma and

a malignant neoplasm in most cases. An endome-

trioma characteristically produces a puckered an-

nular mass which constricts but does not encircle

the bowel, and frequently is adherent to pelvic or-

gans, such as the uterus, ovaries or tubes. Diagnosis

is aided, if typical endometrial cysts can be found

on any peritoneal surface in the pelvis. The lack of

visible implants at the time of operation does not

mean, however, that endometriosis is not the un-

derlying causative factor in the pathologic picture

presented. Obvious involvement of lymph nodes in

the region of a tumor growth will usually be con-

clusive evidence of malignant disease. Occasionally

obstruction of the lower bowel will be produced by

a large matted mass of inflammatory tissue, result-

ing from a diffuse pelvic endometriosis. While en-

dometrial growths have usually been resected under

the mistaken impression that the surgeon was deal-

ing with a scirrhous carcinoma, the opposite situ-

ation, in which a carcinoma simulated an endo-

metrioma, has been reported by Dukes®.

^Microscopic sections from an endometrial growth

of the sigmoid colon generally leave no doubt as to

the true nature of the lesion. Ordinarily the bowel

mucosa is intact, but may show scattered areas of

atrophy. The muscular layers of the bowel wall

are infiltrated by endometriumlike tissue, bearing

characteristic glands, stroma and occasionally

smooth muscle. The glands are lined by low colum-

nar epithelium, and commonly are deformed and

dilated by accumulations of blood. The serosa of

the bowel usually is infolded by an excessive

amount of fibrous tissue which gives a gross ap-

pearance of puckering.

The principles of the operative treatment of

endometrioma of the sigmoid have now been well

established by the work of Masson^®, MacLean^^,

9. Dukes, C. E : Endometrioma of Pelvic Colon. Proc.
Roy. Soc. Med., 31:693-694, April, 1938.

10. Masson, J. C. : Surgical Significance of Endometri-
osis. Ann Surg., 102:819-825, Nov., 1935.

11. MacLean, N. J. : Endometriosis of Large Bowel.
Canad. M. A. J., 34:253-258, March, 1936.

CattelP'^, Mayo and Miller and others. If a diag-

nosis of endometrioma can be made at the time of

operation with a fair degree of certainty, elliptical

excision of the tumor, with transverse suture and

omental graft, may be the procedure of choice. In

a case of this type, marked obstructive symptoms

may render a temporary colostomy mandatory and

life-saving. When the sigmoid lesion has the char-

acteristics of a malignant neoplasm, when metas-

tases cannot be found, and when there is no evi-

dence of endometriosis elsewhere in the pelvis,

conservative resection of the bowel should be car-

ried out, especially if the patient is of child-bearing

age. The plan of treatment is somewhat different

in patients near the menopause. In this group, bi-

lateral oophorectomy, or sterilization by radium or

roentgen ray will result in the regression of an

endometrial growth. A temporary colonic stoma

may also be necessary to relieve an acute intestinal

obstruction.

Roentgen therapy alone should not be utilized

in the treatment of endometriosis of the sigmoid,

since carcinoma can be definitely excluded in many

cases only by laparotomy and biopsy, and it is de-

sirable in young women to preserve ovarian func-

tion whenever possible by resection of all involved

tissues, without castration. Furthermore, irradi-

ation may aggravate a latent pelvic inflammatory

process, and in certain cases may not produce a

total and permanent castration.

The following case illustrates many of the clin-

ical characteristics of endometrioma of the sigmoid.

A. S., age 39, school teacher, presented herself on October

25, 1939, with the complaint of constipation of long stand-

ing and becoming definitely more pronounced in the pre-

ceding four months. She stated that her constipation had
become so obstinate that she was usually able to have only

one or two bowel movements a week. At the time of her

menstrual periods she was invariably very constipated and

frequently had attacks of severe pain in the lower bowel

and rectum. Between periods she had an almost constant

feeling of discomfort in the pelvis. Her general health had

always been good except for a pelvic peritonitis in 1928,

from which she apparently made a complete recovery

following a laparatomy.

Physical examination was essentially negative apart from

a lower midline abdominal scar, and a questionable mass

deep in the lower left quadrant. The pelvic findings were

considered to be within normal limits. Routine blood and

urine examinations were normal. Test of the feces for

occult blood was negative. Roentgenograms following a

barium enema demonstrated a constant filling defect of

the lower sigmoid (fig. 1), but it was noted that the

mucosa at the site of the filling defect appeared to be in-

tact.

While the patient was under observation, her symptoms
increased in severity, and a barium enema on November
2 showed complete obstruction of the sigmoid colon. She

12.

Cattell, R. B. : Endometriosis of Colon and Rectum
with Intestinal Obstruction. New England J. of Med.
217:9-16, July 1, 1937.
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Fig. 1. Roentgenogram of sigmoid colon following bar-
ium enema. Arrow indicates filling defect produced by
endometrioma.

was admitted to St. Luke’s Hospital, Boise, Idaho, on No-
vember 6, and laparotomy was performed on November 8.

Under general anesthesia, the abdomen was opened by a

left paramedian incision, and a constricting growth of the

lower sigmoid found. This lesion was associated with ex-

tensive serosal scarring, and was adherent to the fimbriated

end of the left tube and to the parietal peritoneum. No in-

volvement of regional lymph nodes could be demonstrated,

and no endometrial cysts were obvious in the pelvis.

Fig. 2. Segment of sigmoid colon removed at operation,
showing endometrioma with left fallopian tube attached.
Tube and tumor growth are opened by transverse incision.

After dividing the left tube at the uterine cornu and dis-

secting it free from its ligamentous attachments, the ob-

structed segment of bowel, with tube attached, was brought

outside the abdomen and the incision closed. Subsequently

the exteriorized loop of sigmoid was excised, to produce a

double-barreled colostomy.

The pathologist’s description of the operative specimen

is as follows: “Segment of sigmoid is 10 cm. long. On one

side there is adherent a portion of fallopian tube 4 cm. in

length. Tube is dark purplish in color. Beneath this tube

there is a tumor mass, approximately 3 cm. in diameter,

which projects into the lumen of the bowel. The mucosa is

not attached to the tumor mass. On cut section, there is

grossly an extensive area of necrosis underneath the tube.

Extending into the wall of the gut from this point is a very
firm, pinkish gray tumor. Multiple small striations radiate

fanwise through the tumor mass (figs. 2 and 3).

“Microscopic sections show nests of endometrium im-
bedded in the muscle wall. Many of the glands are dilated,

some containing blood. There are bands of connective tissue

throughout the wall, and many areas of hemorrhage. Diag-
nosis, endometriosis of sigmoid.”

The double-barreled colostomy closed spontaneously

after repeated applications of a clamp to the septum be-

tween the two loops of bowel. The patient resumed her

classroom duties in February, 1940, and has been able to

carry on her work as a teacher satisfactorily ever since.

In June, she was given deep roentgen therapy to the pelvis

in castrating doses, after she had complained of continued

severe dysmenorrhea.

With the cessation of menstruation her pelvic organs

showed a definite regression, and all induration and ten-

derness in the pelvis gradually subsided. Roentgen exam-
ination after barium enema, on November 2, 1940, showed
a sigmoid which was shortened but had a lumen of nor-

Fig. 3. Photomicrograph of section from endometrioma.
Endometrial tissues are shown, with dilated glands con-
taining blood

mal diameter; there was no evidence of a persistent sep-

tum and no angulation. At the present time this patient

reports good bowel function and excellent general physical

condition.

DISCUSSION

In the case presented, the symptoms, preopera-

tive roentgen findings and gross pathologic char-

acteristics of the lesion are considered in retrospect

to be typical of endometrioma of the sigmoid. At

the time of operation, however, it was considered

that the tumor could be a scirrhous carcinoma. A
conservative resection of the bowel was, therefore,

carried out and when the true nature of the growth

was revealed by microscopic examinations, radia-

tion was employed as an adjunct to the surgical

treatment. This patient reacted well to all of her

therapy, and the result in this case is completely

satisfactory after three years of observation.
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SUMMARY

1. Endometrioma of the sigmoid is a relatively

infrequent but important cause of intestinal ob-

struction.

2. Appreciation of the pathologic processes in-

volved in an endometrial growth of the lower bowel

will insure proper interpretation of symptoms,

physical signs, and roentgen findings, and will lead

to a more perfect preoperative diagnosis.

3. The surgical problem presented by an endo-

metrioma of the sigmoid should be handled as con-

servatively as possible in the child-bearing group

of patients; more radical operative treatment is

indicated in the premenopausal group. When the

sigmoid is inv'olved minimally in cases in which

the preservation of fertility is not a consideration,

it is not necessary to resect the tumor; resolution

of the obstructing growth will follow castration by

bilateral oophorectomy or deep roentgen therapy.

In any case of acute intestinal obstruction by an

obvious endometrioma, temporary colostomy may
be required. When doubt exists regarding the true

identity of a tumor, and malignancy is suspected,

resection of the bowel is justifiable.

FUNXTIONAL SUPERNUMERARY
MAMMARY GLANDS

Justin V. Schwind, M.D.
TACOMA, WASH.

This is the case of a girl, 23 years of age, who

came to my attention recently with her third preg-

nancy. She had two normal children before, and on

February 18, 1943, delivered a normal male child.

Examination revealed that she had three extra

breasts with small nipples on them. Shortly after

delivery there was found in each axilla a soft mass

about the size of a small egg. Pressure upon these

masses would cause milky fluid to come forth. On
her right chest over the lowest ribs was another soft

mass with a small nipple, from which milk could be

expressed. All five of her breasts were situated in

the “milk line” or the area in which the rows of

nipples are found in the lower mammals (fig. 1).

Every human embryo goes through a stage that

seemingly imitates or recapitulates a quadrupedal

ancestor that had an entire row of milk gland tis-

sue running down each side of the abdomen. The
mammary tissue extends from the front limb bud

to the hind one just as it does in the embryo of the

pig or dog. In the pig, the entire row of mammary
tissue remains, while in the cow only the rear ele-

ments remain; and in the elephant the front (or

anterior) elements develop. In the human being the

part of the mammary line over the upper part of

Figr. 1. Three supernumerary breasts that lactated with
the normal pair.

Fig. 2. Embryos in undifferentiated stage with complete
row of milk gland tissue, most of which normally degen-
erates in man.

the chest develops and the rest ordinarily degene-

rates and disappears (fig. 2).

Occasionally nature forgets to suppress the an-

cestral urge to form a whole row of nipples and

thus one or more extra nipples may be found at

birth. There is one case reported of a woman with

five pairs of nipples. Cases of single supernumerary

nipples are very common as any examiner of large

groups of men will testify. Some of the more spe-

cialized animals will also revert back to their primi-

tive ancestors as, for instance, at times cows can

be found with several extra teats.

The case reported in this article had functional

gland tissue in all five of her breasts. She had

nursed her two previous children with no serious

consequences and, since she insisted on nursing the

present child, she was allowed to do so and had

only a slight discomfort in the two axillary breasts.

None of her children were adorned with any of her

relics of her remote prehuman ancestors.

The tuberculous person of the chronic pulmonary type
in a quiescent state is safe to mingle with others provided
there is assurance that no activation exists. Placement of

such persons in well ventilated work rooms with medically

controlled assignments requiring minimal physical effort is

permissible. Many tuberculous persons employed in suit-

able jobs react favorably and do effective service under
proper industrial medical supervision. Periodic X-ray ex-

amination, sputum analysis and clinical examination to

safeguard patients and contacts are, of course, highly

essential (Harvey Bartle, M.D., J. A. M. A., March 27,

1943).

The “early discovery” of pulmonary tuberculosis, by
which is meant discovery of the disease in a minimal stage,

is almost useless unless it can be followed by adequate

treatment (Samuel C. Stein, M.M., Pub. Health Nursing,

March, 1943).
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ADMINISTRATION OF HISTAMINE IN

ALLERGIC CONDITIONS
W. N. Moray Girling, M.D.

SEATTLE, WASH.

For several years I have observed that the vast

majority of patients complaining of what is termed

chronic sinus disease have a definite allergic back-

ground, in that they could be shown to be sensitive

to foods, dust, etc. Recently I published an article

on “Lower Half Headache”^, in which reference

was made to the use of histamine in treatment.

While studying these cases, I observed that there

was a cessation of the associated nasal symptoms.

Following this, I decided to experiment with a

series of cases taken at random from my practice.

The vast majority were cases of proven allergy,

many of whom had responded temporarily to the

use of potassium chloride, and others having shown

eosinophilia.

This is a report of 120 cases divided as follows:

( 1 )
postnasal drip with other evidence of allergy

such as intermittent nasal obstruction, 73 cases;

(2) nasal allergy with conductive deafness, 14

cases; (3) lower-half headache, 20 cases; (4)

asthma, 6 cases; (5) allergic dermititis, 5 cases;

(6) laryngitis, 2 cases.

In addition to the investigation of early and

present history, together with careful examination

of the nose and throat and in conductive deafness,

careful audiometric readings for air and bone con-

duction, a skin test was made on all patients prior

to treatment as follows: A dilution of histamine

diphosphate, one in 100,000, was used. Of this,

100th part of a cc. was injected intradermally.

Careful measurement was kept of the erythema

produced and the size of the bleb. Skin reaction oc-

curred and reached its maximum within ten min-

utes of time of injection. The extent of the eryth-

ema varied in size from 25 to 75 mm. in diameter.

Careful observation has indicated that a positive

reaction could be taken to be anything over 35 mm.
in diameter or about the size of a 25-cent piece.

The depth of the erythema and the area varied in

direct proportion to the chronicity of the allergy.

It was found that in lower-half headache, particu-

larly of the pre- and postmenstrual type, very deep

and extensive erythema occurred.

Proportionately, the treatment of these cases

must be carried out with much closer observation.

At all times treatment was kept below the reaction

point, it having been observed that where severe

1. Girling, M. ; Lower Half Headache. Northwest Med.,
41:418-419, Dec., 1942.
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reaction occurred, the clinical results were definitely

unsatisfactory.

Dilutions were as follows: dilution 1, 1:100,000;

dilution 2, 1:75,000; dilution 3, 1:50,000; dilution

4, 1:25,000. Ampoules of 0.275 mg. per cc. or one

in 10,000 dilutions were used.

In these dilutions, dosage wcis as follows: Every

second day 0.3, 0.6 and 0.9 cc. of each dilution was

given. This continued in the 1:10,000 dilutions,

followed by 1 cc. of one in 10,000 or one ampoule.

This treatment was continued until the first evi-

dence of reaction occurred, when the dosage was

reduced to two-thirds of the last dose and further

reduced if reaction continued. At this point, the

treatment was reduced to two doses a week and

then one a week.

The number of doses varied from 25 to 40. At

the end of this course of treatment, the skin reac-

tion was found to be considerably reduced or prac-

tically negative. In children below the age of

twelve, two-thirds of the adult dosage was used,

and in infants dosage of 0.1, 0.2 and 0.3 cc. in each

dilution, the maximum dosage being in the first in-

stance 0.6 cc. and the second 0.3 cc.

The nature of the reaction experienced was one

of flushing of the face with a varying degree of

frontal or occipital headache. In the more severe

cases, flushing was extreme over the whole body

and the headache was in proportion. This was ac-

companied in some instances by a mild degree of

vertigo. These symptoms lasted on the average of

from fifteen to thirty minutes. They can be easily

controlled by the use of from 0.2 to 0.3 cc. adrena-

lin. This was only found necessary in two cases of

the earlier series.

The results were extremely gratifying. This was

particularly noticeable in cases of postnasal drip

and in several cases of conductive deafness. Lower-

half headache responded in a large percentage of

cases as did all of allergic dermititis and the few

asthmas treated. Results obtained were as follows:

Type of Number Complete Slight

Case Treated Relief Relief Unrelieved

Nasal Allergy 73 70 2 1

Lower-half headache . 20 IS 4 1

Conductive deafness 14 5 8 1

Asthma 6 S 0 1

Dermatitis ...« S 4 1 0

Laryngitis 2 2 0 0

The following case histories are taken at random

from my records:

Case 1. Mr. O. S., age 36, occupation truck driver. Diag-

nosis, nasal allergy; 45 mm. skin reaction.

First seen March 16, 1939. Complaint postnasal drip,

morning cough, occasional epistaxis, very frequent colds,

occasional vertigo, attacks of eustachian catarrh. Com-

plained that certain foods gave him attacks of abdominal

pain. This patient consulted me each winter with the same

ALLERGIC CONDITIONS—GIRLING
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complaints, also reported that he was considerably better

in the summer.

Treatment w'as started on July 16, 1942, and was dis-

continued on September 3. Patient reports that he is en-

tirely free of colds, is able to eat anything without discom-

fort and has gained in weight. There is no further post-

nasal drip and there has been no catarrhal condition of the

ears.

Case 2. Miss T. M., age 32. Diagnosis, conductive deaf-

ness. SO mm. skin reaction.

Consulted me concerning an attack of acute allergy. Re-

ported that for the previous five or ten years, hearing had
been gradually reduced and she finally resorted to the use

of a hearing aid.

Gave a history of nasal allergy extending over a greater

part of her life. Had had attacks of acute catarrhal otitis

media. Audiometric readings taken in April showed a

marked degree of conductive deafness, together with some
nerve loss in the higher tones as shown in figure 1. Figure

2, taken November 2, shows an increase in hearing of

25 per cent in left ear and 31 per cent in right for air

conduction.

Fig. 1. Case 2. Shows degree of conductive deafness.
Fig. 2. Shows increase in hearing.

Nasal symptoms had completely disappeared and there

has been no recurrences. Patient is a nurse and passed the

army hearing requirements, but was rejected on the ground
that she had a chronic ailment. She has discarded her hear-

ing aid.

Case 3. Mr. T. H. O., age 42. Occupation, saw mill shop
foreman. Diagnosis, rhinitis and laryngitis; 4S mm. skin

reaction.

Complaint, periodical loss of voice, duration, ten years.

Unable to speak above a hoarse whisper for past two
years. Complaint of perpetual postnasal drip with cough.

He stated that until two years ago he suffered from severe

headaches.

Distribution was typical of lower-half headache. Hista-

mine treatment started in July, and was continued until

the end of December, 1942. Results, complete recovery of

voice; loss of post-nasal drip, almost total cessation of

cough. No headaches. Considerable improvement in his

general condition.

Case 4. N. G., age 4. Diagnosis, generalized eczema; SO

mm. skin reaction.

First seen January 27, 1942. Complaint, catarrhal otitis

media. Again consulted me November, 1942. Complaint,

generalized eczema of the torso and extremities. Had been

treated by family physician for scabies without positive

diagnosis. Treatment extended to the end of January, 1943.

Results, cessation of eczematous condition.

Case S. Mrs. C. D. R., age 36. Diagnosis, lower-half

headache.

First seen October, 1939, complaining of frequent head-

aches, worse at menstruation. Attacks of sneezing, watery

discharge from nose, worse attacks occurring three days

before menstruation. Distribution typical of lower-half

headache. Treatment was started June 2, 1942, discontinued

August 10. Results, cessation of headache and nasal symp-
toms. Patient seen recently and has had no recurrence.

From observations which I have made, it will

appear that the use of histamine in treatment of

these allergic states is of definite value, and,

whereas it is yet too early to speculate as to the

permanency of these apparent cures, I have reason

to suppose that these results may be of a more or

less permanent character.

In cases of conductive deafness it is obvious that

the sooner treatment is undertaken, the greater is

the possibility of complete return to normal, and

for this reason I have undertaken treatment of a

number of school children so afflicted.

The nature of my particular speciality does not

warrant the greater investigation of dermatitis and

asthma. This I have had to leave to my colleagues

in general practice. Those who have undertaken this

treatment have reported uniformly satisfactory

results.

MENINGOCOCCIC MENINGITIS*
A BRIEF OUTLINE OF THE PRINCIPLES

GOVERNING TREATMENT

Paul V. Woolley, Jr., M.D.

AND

Thomas Parry, M.D.

PORTLAND, ORE.

Recent months have provided an opportunity to

observe the effects of newer therapeutic measures

on seventy-five patients with meningococcic menin-

gitis and, since an incidence greater than normal

can be expected for this area for some time to

come, it has seemed worthwhile to summarize our

experiences.

The basis for modern treatment is the sulfa group

of drugs, most of the members of which are known

to be bactericidal for the meningococcus. Sulfadi-

azine and sulfapyridine have been widely used and

in our opinion they are equally effective. The for-

mer was employed in the present series. Sulfathi-

azole has not been popular, since it diffuses poorly

into the cerebrospinal fluid, an objection of at least

•From the Department of Pediatrics, Lfniversity of Ore-
gon Medical School Hospitals and Clinics ,and the Isola-
tion Hospital of the City of Portland
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Table I. Recommended Schedule of Doses for Children and Adults.

Initial Remainder Next Two Next Three Next Foi
Dose of First Day* Days** Days** Days**

Children 0.1 Gm. .275 Gm. .275 Gm. .20 Gm. .125 Gm
per kg. per kg. per kg. per kg. per kg.

(gr. M per (gr. ii per (gr. ii per (gr. iss per (gr. i pe

pound) pound) pound) pound) pound)

Adults 4 to 6 Gm. IS Gm. 12 to 18 Gm. 8 to 12 Gm. 6 Gm.
*This amount should be divided into five equal portions and administered at four-hourly periods, the first being

given four hours after the initial dose.
•’Each figure is the recommended amount for an entire day and should be divided into six equal amounts and

administered at four-hourly intervals.

theoretic validity. Sulfanilamide has been largely

replaced by the more recently introduced deriva-

tives, a change justified on both clinical and experi-

mental premises.

Table 1 summarizes our recommendations for

dosage. The amounts are larger than those com-

monly used earlier, but it is our belief that the

danger from complications due to more strenuous

therapy is more than offset by improvement in re-

sults. We have adhered fairly strictly to body
weight as a guide in children, while adults have

been treated along more empiric lines.

It should be remembered that there is a wide
variation in the severity of manifestations during

meningococcic meningitis and often the schedule

outlined is more intensive than necessary. In such

instances treatment can be abridged, especially

with regard to its duration. With several mildly af-

flicted patients we have recently limited medication

to a total of three days and have noted no recur-

rence of symptoms.

Blood levels of sulfadiazine have ranged between

IS and 25 mg. per cent during the period of maxi-

mum treatment and the cerebrospinal fluid levels

have approximated closely those of the blood. The
adequacy of medication in the recommended mag-

nitude can be judged from the fact that in no in-

stance have we been able to demonstrate viable

organisms in blood or cerebrospinal fluid after

twenty-four hours of therapy.

The route by which the drug is administered is

of importance. It has become the custom here to

give the initial dose intravenously as a five per cent

aqueous solution of the sodium salt of either sulfa-

diazine or sulfapyridine. Earlier this was reserved

for the patient critically ill with septicemic mani-

festations but, when no harmful reactions were ex-

perienced, we extended it to include all cases. It

possesses the advantage of an immediate saturation,

regardless of cooperation, nausea or diminished

absorption, and allows the physician to proceed

with his other measures in a more leisurely manner.

The recommended initial dose, when given intra-

venously, provides an adequate blood level for six

hours. Subsequent administrations are individual-

ized to fit the patient. Many are able and willing

to take and retain the drugs by mouth, while others

cannot and may be given a trial through a gavage

tube.

When vomiting is an outstanding symptom it is

necessary to continue intravenous injections and in

such cases a slightly smaller dose or a greater spac-

ing of doses is advisable. Rectal administration has

been employed with sulfapyridine only and then the

calculated dose has been increased by one-third.

It is our belief that intraspinal infusion of chemo-

therapeutic agents has little place in the treatment

of meningococcic infections; it is unnecessary and

we are not convinced that it is free from danger or

that it adds to the patient’s chance of survival.

Neither sulfadiazine nor sulfapyridine is adaptable

to subcutaneous or intramuscular injection and this

is also true of the soluble salts.

The dramatic results to be accomplished with

chemotherapy should in no way detract from the

importance of less spectacular secondary measures.

Maintenance of an adequate intake and output of

fluid deserves special emphasis and often it is nec-

essary to resort to intravenous or subcutaneous in-

fusions. An intake half again as large as would be

received, were the patient well, should be provided

during the period of maximum drug therapy. Trans-

fusion has appeared to be a worthwhile adjunct in

several instances, where symptoms of septicemia

were prominent.

Preparations of adrenal cortex have been given

to those infants with the so-called Fridericksen-

Waterhouse syndrome but we are not in position

to make claims for its value. Spinal drainage as a

therapeutic aid was fairly well in disrepute before

the advent of chemotherapy and is now rarely men-

tioned. There are, however, a certain number of

patients in whom headache, accompanied by either

drowsiness or restlessness, is an outstanding symp-

tom, even after clearing of the cerebrospinal fluid

is apparent. Manometric evidence of increased in-

tracranial pressure is present in many of these and

they are definitely more comfortable after the re-

moval of a moderate amount of fluid. Except for

this indication, lumbar puncture is usually neces-
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sary only to establish the diagnosis of meningo-

coccic meningitis, although one should not hesitate

to repeat the procedure in order to obtain fluid for

analysis when clinical improvement is not as rapid

as might be expected.

Meningitis notoriously gives rise to cortical stim-

ulation, so extreme at times that the victim is re-

garded as an alcholic or psychotic for days before

the true pathology is suspected. Sedation is, there-

fore, a major problem. Paraldehyde has proved to

be the most satisfactory drug and is administered

either by mouth or by rectum. Barbiturates, intra-

venously or orally, have also been of help in the

milder cases. Opiates are viewed with some disfavor

because of the possibility of adding further de-

pression to already handicapped vital centers, an

argument of doubtful validity.

The use of serum or “antitoxin” has been dis-

continued here. The rapidity with which bacterici-

dal action is obtained by drugs alone has left little

room for the biologies and we have met with no

strains of meningococcus, here or elsewhere, re-

sistant to the sulfa drugs in adequate amounts.

ANALYSIS OF DATA

An analysis of the data in our present series

shows that of the seventy-five consecutive admis-

sions nine died, a gross mortality of 12 per cent.

Table 2. Age Distribution oj Seventy-five Patients

with Meningitis^

Age Number Deaths
Under 6 months 3 2

6 months to 2 years 9 2

2 years to 5 years 10 0

5 years to 14 years 18 2

14 years to 30 years 17 1

30 years to 50 years 11 0

Over 50 years 7 2

75 9

Two died within an hour of admission and received

no treatment, while one had been handled for ten

days as a psychiatric patient and was moribund on

arrival. Correcting our figures by eliminating these,

our mortality was 8.1 per cent. Of the other deaths

1. Since the submission of this communication, 25 addi-
tional patients have been handled with the same regime
of treatment. There were three deaths in this additional
group; a woman of 87 years, a man of 47 with concomi-
tant lobar pneumonia under therapy for only three hours,
and an infant of two whose course was complicated by a
generalized peritonitis. These figures do not alter essen-
tially the mortality rate for the original 75 cases

two were babies under six months of age and sick

only a matter of hours. At autopsy both showed

extensive hemorrhage into adrenals and other or-

gans. The remaining four were of the septicemic

type and died in from one to forty-eight hours after

beginning therapy (table 2).

Even more gratifying than the reduction in mor-

tality was the relative freedom from crippling and

disabling complications. Arthritis was observed in

three children and all recovered without sequelae.

In two of these we were able to examine the joint

fluid after therapy was instituted; both specimens

showed polymorphonuclear cells in abundance but

no organisms, while the level of drug was com-

parable to that in the blood.

Neurologic complications were one strabismus,

one unilateral nerve deafness and one hydroceph-

alus which occurred in an infant sick four weeks

before adequate treatment was instituted. Compli-

cations secondary to drug therapy was limited al-

most entirely to the urinary tract. Hematuria, gross

or microscopic, was present in about half of the

children and several of the adults. This has ap-

peared to be a benign condition and it is our im-

pression that it is ureteral in origin. Only one

patient showed retention of nitrogen and all cleared

rapidly as the fluid intake was increased. In no in-

stance was it necessary to discontinue treatment

because of renal symptoms^.

CONCLUSIONS

Our conclusions can be summarized briefly. Sul-

fadiazine or sulfapyridine in full therapeutic

amount is the best available treatment for menin-

gococcic meningitis and, when employed in con-

junction with adequate supportive measures, results

in marked reduction of both mortality and compli-

cations of the disease. Chemotherapy has not re-

placed clinical medicine and an early diagnosis and

immediate treatment are essential. Infants with the

fulminating type of disorder and the aged remain

poor risks, despite heroic therapy.

3181 S.W. Marquam Hill Road.

2. We have not used akaline salts during sulfadiazine
therapy but the encouraging report of Fox and collabora-
tors (J.A.M.A., 121:1147-1150, April 3, 1943) would sug-
gest it to be a valuable adjunct in preventing renal com-
plications due to crystallization of the drug.

The American Congress of Physical Therapy will hold
its twenty-second annual scientific and clinical session

September 8, 9, 10 and 11, 1943, inclusive, at the Palmer
House, Chicago. Rehabilitation is in the spotlight today.
Physical Therapy plays an important part in this work.
The annual instruction course will be held from 8:00 to

10:30 A.M., and from 1:00 to 2:00 P.M. during the days
of September 8, 9 and 10, and will include a round table

discussion group from 9:00 to 10:30 A.M., Thursday,
September 9. The scientific and clinical sessions will be

given on the remaining portions of these days and eve-

nings. A feature will be an hour demonstration showing

technic from 5:00 to 6:00 P.M. during the days of Sep-

tember 8, 9 and 10. All of these sessions will be open to

the members of the regular medical profession and their

qualified aids. For information concerning the instruction

course and program of the convention proper, address the

American Congress of Physical Therapy, 30 North Michi-

gan .4venue, Chicago, Illinois.
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SIXTY-NINTH ANNUAL MEETING

PORTLAND, SEPT. 4-5, 1943

IMPORTANT ACTION CONCERNING
MATERNITY AND INFANT CARE FOR

THE WIVES AND INFANTS OF
ENLISTED MEN

The following report of the Committee on Maternal

Welfare and the Committee on Child Health was

adopted by the Executive Committee of the Council on
May 2. This action of the Executive Committee was
approved by the Council on June 12.

.\t its meeting on April 3, the Council of the Oregon

State Medical Society received from the Division of Mater-

nal and Child Health of the Oregon State Board of Health

a proposed plan of maternity and infant care for the wives

and infants of enlisted men, to be furnished by Federal

funds to be made available through the Children’s Bureau

of the U. S. Department of Labor. The Council referred

this proposal to the Committee on Maternal Welfare and

the Committee on Child Health jointly for study and

recommendations to be submitted to the Executive Commit-

tee of the Council.

The proposed plan is outlined in MCH Information Cir-

cular No. 13 issued in March, 1943, and subsequent revi-

sions contained in a memorandum issued on April 10.

Briefly, the plan contemplates the provision of medical,

nursing and hospital maternity and infant care for the wives

and infants (up to one year of age) of enlisted men in the

armed forces in the 4th, 5th, 6th and 7th grades, when

these services are not otherwise available from the medical

or hospital facilities of the Army or Navy or from facilities

provided by or through official state or local health agen-

cies. The services contemplated under the plan would be

rendered by private physicians who would be paid on a

specified, uniform fee basis, following approval by the

Division of Maternal and Child Health of the Oregon

State Board of Health.

The Committees concluded that, before formulating any

recommendations it was imperative to obtain the opinions

concerning the plan of the physicians who would render the

medical services. Therefore, the Committees prepared a

questionnaire designed to elicit the opinions of the physi-

cians of the state and sent it to every physician engaged in

general practice and in the specialties of obstetrics and pedi-

atrics. The response to this questionnaire was excellent and

provided the Committees with opinions that were most

helpful in assisting them to formulate their recommenda-

tions.

-After careful consideration, the Committees submit the

following recommendations:

1. That the action of the Federal government in making
funds available for maternity and infant care for the wives

and infants of enlisted men be approved.

2. That the plan as submitted be disapprov'ed, for the

reason that it involves the establishment of fixed, uniform
fees for the services of attending physicians.

3. That the adoption of a substitute plan be urged, under
which the Federal government will provide to the wives of

enlisted men a stated allotment for medical and hospital

maternity and infant care, similar to the allotment already

provided for the maintenance of dependents, leaving the

arrangement between the wife and the physician of her

choice.

4. That all possible influence be exerted to obtain the

approval of this alternate plan by the medical societies

of the other 47 states.

Committee on Maternal Welfare

L. S. Kent, Eugene, Chmn. E. H. Kelley, Corvallis

C. E. Hunt, Eugene B. A. Van Loan, Portland

.A. W. Holman, Portland D. H. Osborn, Klamath Falls

Committee on Child Health

L. H. Smith, Portland, Chmn. J. L. Brodie, Portland

R. S. Waltz, Forest Grove. J. S. Backstrand, Salem

Inasmuch as the Oregon State Medical Society has dis-

approved the proposed plan of the Children’s Bureau, pro-

viding for the establishment of fixed uniform fees for the

services of attending physicians, no program of Federal aid

is in effect in Oregon at the present time. It is hoped that

further negotiations with the Division of Maternal and

Child Health of the Oregon State Board of Health will re-

sult in modification of the plan in accordance with the

recommendations in this report.

RESOLUTION ADOPTED BY THE PACIFIC STATES
MEDICAL EXECUTIVES’ CONFERENCE

Resolved: That approval be expressed of federal assist-

ance to the wives and children of service men as outlined

in the plan under consideration by the Federal Children’s

Bureau, provided, however, that the constituent state medi-
cal associations which are members of the Pacific States

Medical Executives’ Conference be requested to consider

carefully the merits of the procedure proposed by the Ore-

gon State Medical Society, wherein any allocations for

professional services agreed upon as compensation for ob-

stetric work involved shall be given to the wives of enlisted

men, such patients then to secure the services of physicians

as they themselves deem proper, the fee for professional

services to be decided by mutual agreement between the

patients and the attending physicians
;
and

Resolved: That the Conference Secretary send outlines

of the Oregon plan to the constituent state associations

;

and futher

Resolved: That the suggestion be made that a special

committee composed of representatives of the Pacific States

Medical Associations be brought into being if possible, to

further consider the above Oregon plan.

HEALTH RESTORED
Health may be restored and life prolonged if the public

is educated to seek early liagnosis and treatment of abnor-

malities of the urinary tract. Maurice Meltzer, M.D., New
York, declares in a recent issue of Hygeia, The Health

Magazine.
The urinary tract includes the ureters, or tubes leading

from the kidneys into the bladder, the bladder itself and

the urethra, which is the canal leading outward from the

bladder.
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MEDICAL NOTES

Registration is Compulsory in all tourist camps and

auto courts, no matter how long the occupancy. The Ore-

gon Board of Health is making an effort to stamp out the

use of the camps for “certain short-timed lodging for im-

moral practices,” especially near Army camps. Registration

includes names and addresses, automobile licenses, length of

stay, number of persons and sleeping units.

Federation of Garden Clubs. The home of Donald

Wair, Superintendent of Eastern Oregon State Hospital was

an interesting feature of the convention of members of

Oregon Federation of Garden Clubs. The Wairs have a rock

garden designed to duplicate a high mountain meadow with

nearly 200 varieties of plants. They also have a wild flower

garden containing native plants and also plants from other

localities. Included is a large variety of ferns and violets,

set off by a very charming pool. After the tea in their

lovely home the guests were entertained by the Wair family

orchestra; Mrs. Wair playing the piano. Dr. Wair the man-

dolin, Margaret the violin and Jane doubling on the piano

and clarinet.

.\lfred B. Peacock of Marshfield was inducted as a fel-

low of the International College of Surgeons at the fourth

international assembly which met jointly with the eighth

national assembly in New York City June 15. Only two

other Oregon Medical Members have fellowships in the

International group. They are A. F. Sether of Eugene and

Ralph Matson of Portland. Before returning home Dr. Pea-

cock will stop at Rochester, Minn., and possibly in Seattle

for short periods of study.

Paul I. Carter was honored by all the Multnomah

County posts of the American Legion on May 31. He came

to Portland fifteen years ago to organize the Veteran’s hos-

pital and has been its manager ever since. In World War I

he entered as a first Lieutenant and was discharged with

the rank of a Major. Recently he received his commission

as a Colonel in the reserves. During fifteen years the hos-

pital has served 38,881 veterans who have been patients;

also there has been a large outpatient group. Dr. Carter is

a charter member of the American Legion and carries

a twenty-five-year membership card.

Ralph A. Fenton, prominent Portland E.E.N.T. special-

ist and professor in the Oregon Medical School, was granted

an honorary degree of Doctor of Science by the University

of Oregon for his achievements and contributions in the

field of otolaryngology.

Arthur M. Compton of Portland has been promoted to

rank of Major and is commanding officer of the 88th sta-

tion hospital at Fort McClellan, Alabama.

Raymond L. Kessler, formerly on the staff of Eastern

Oregon State hospital at Pendleton, is now in charge of the

psychiatric section at Fort Lewis. He has been elected a

member of the American Psychiatric Association.

Donald J. Bourg is leaving his post as director of Wasco-

Sherman public Health unit in the Dalles for a commission

in the U. S. Public Health Service.

W. H. Snook of Madras attended the annual conference

of city and county health oflicers in Portland May 28-29.

OBITUARIES

Dr. Clyde Hockett, age 65, died in his office at Enter-

prise June 11. He had just come in from his farm and

started to get ready to see patients when he died. Because

of ill health lately Dr. Hockett did not run for the state

legislature the past year. He was a member of the House of

Representatives from 1935 to 1941 and had been chairman

of the major committee on taxation and revenue. Dr. Hock-

ett was born in Douglas county and graduated from the

public schools at Grant’s Pass, and from Southern Oregon

Normal School. He graduated in 1904 from Willamette Uni-

versity. He practiced in the environs of Salem until he went

to Enterprise in 1914 as principal owner of the hospital. He
was active in civic affairs, lumber companies, livestock

projects, church and railroads. He was a past president of

the Eastern Oregon Medical Society.

Dr. Viola May Coe, age 80, died in her home at 742 S.

W. Vista Ave., Portland on May 27. She had been attending

to her usual business and social affairs, apparently well,

when she suddenly became ill and died. Dr. Coe was born

in Indiana in 1863 but as a small child was moved to the

middle wilds of North Dakota. She married Dr. Henry

Waldo Coe and graduated from Northwestern University

Woman’s Medical School, Chicago, in 1890. They came to

Portland in 1891. Dr. Coe was very active in church and

philanthropic work. She was active in establishing a home
for unemployed girls, and was an ardent worker for woman
suffrage. She was an active member of the .\merican Wom-
en’s Medical Association.

Dr. Thomas W. Hester, age 65, died from a cardiac ail-

ment in Newberg on June 1. He had retired but returned to

practice because of the war emergency. He was very active

in the Friends Church and was on the board of Pacific Col-

lege for twenty-six years. Dr. Hester was born in Fountain

City, Colorado, and early moved to Vermillion Grove, 111.

In 1895 he graduated from the Vermillion academy and in

1898 from Pacific College in Newberg and in 1899 from

Earlham College at Richmond, Ind. The following year he

taught at Vermillion academy and the next year in Winter-

set, Idaho. He graduated from Oregon University Medical

School in 1905 and practiced in Lents, Jacksonville and

since 1911 in Newberg.

SOCIETY MEETINGS

CENTRAL OREGON MEDICAL SOCIETY

Central Oregon Medical Society held a meeting at Bend

June 18. The following officers were elected for the ensuing

year: President, Paul C. Woerner of Bend; Secretary, Har-

vey E. Mackey of Bend.

CENTRAL WILL.\METTE MEDICAL SOCIETY

Central Willamette Medical Society met at Eugene June

3 at Hotel Osborn. G. C. Bellinger of Salem spoke on the

subject: “The Tubercle in Relation to Clinical Medicine.”
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OREGON TUBERCULOSIS ASSOCL4TION

Dr. Herman E. Hilleboe, surgeon in charge of tuberculosis

control for the United States Public Health Service, was

the main speaker at the Oregon Tuberculosis Association

meeting at Portland May 27-28. His subject was “The

Front Line of Action; the Community,” and “Tuberculosis

in Wartime.”

Also scheduled speakers Thursday afternoon were Martha

Shamberger, statistician and field representative of the

O.T..\.
;
Miss Marion Growe, superintendent of the Visiting

Nurse Association; Dr. Harold M. Erickson, assistant state

health officer, and Mrs. C. I. Dunlap, president of the Des-

chutes County Public Health association.

On the Friday afternoon program were Dr. James Speros,

director of the tuberculosis control division of the Portland

city health bureau; Captain H. T. Castberg, director of the

industrial hygiene division of state board of health
;

Dr.

Erickson; Dr. G. C. Bellinger, superintendent of the state

tuberculosis hospital at Salem; Dr. James M. Odell, super-

intendent of the tuberculosis hospital at The Dalles; Dr.

Charles P. Wilson, president of Multnomah County Medical

Society; Dr. Thomas Meador, city health officer; Dr. Peter

H. Rozendal, Klamath county medical director; Harriet

Brenenstall, communicable diseases consultant for the state

board of health, and Mrs. Sadie Orr Dunbar, executive

secretary of the O.T.A.

PACIFIC STATES MEDICAL EXECUTIVES’
CONFERENCE

The fifth annual session of the Pacific States Medical

Executives conference was held at Hotel Benson in Portland

May 29-30. President Philip K. Gilman, Captain, Medical

Corps, U. S. Naval Reserve, San Francisco, California, pre-

sided. The following subjects were on the program:

“The Procurement and Assignment of Medical Officers.”

“Programs of Maternal and Infant Care for the Wives
and Infants of Enlisted Men through Federal Grants-in-
Aid to the States.”

“Organization, Progress and Problems of Medical Service

Plans Sponsored by the State and County Medical So-
cieties.”

“Features and Trends of Blue Cross Hospital Service

Plans Affecting Medical Service Plans and Medical Prac-
tice.”

“Medical Service Plans in War Industrial Centers and
Federal Housing Projects.”

“Medical Service Plans for Farmers and Agricultural

Workers.”
“State Legislation Affecting the Public Health and Medi-

cal Practice.”

WASHINGTON STATE ffl^f
FIFTY-FOURTH ANNUAL MEETING

1^ 1 |S) HOUSE OF DELEGATES
MEDICAL ASSOCIATION — ^7 SEATTLE, SEPT. 11-12, 1943

MEDICAL NOTES

New Hospital Opened. The new Baxter General Hos-

pital, which was constructed at a cost of $4,000,000, has

been opened in the suburbs of Spokane. Originally planned

for 1000 beds, it was increased to ISOO. Construction began

in July of last year and was completed in spite of diffi-

culties in obtaining material. The hospital was named for

Jedediah Hyde Baxter of Stratford, Vermont, who began

practice in 1860. Having served through the Civil War, he

was appointed lieutenant colonel in the regular army in

1867. He was appointed surgeon general August 16, 1890,

and died the following December.

New Veterans Hospital in Prospect. A national com-

mitteeman of the American Legion asserts that Washington

will be provided with a new veterans hospital, with a ca-

pacity of at least a thousand beds, which has been con-

firmed by General Frank Hines, head of the Veterans Ad-

ministration. Various sites have been proposed for this

institution. It has been announced that King County com-

missioners have offered for the construction of this hospital

a 70-acre tract of county property overlooking Puget

Sound from a hill in West Seattle.

New Commander of Naval Hospital. Capt. Joel T.

Boone has been appointed commander of the U. S. Naval

Hospital at Seattle, replacing Capt. F. F. Murdoch who has

been in command since opening of the hospital last August,

and who has been transferred to a station overseas. Comdr.

Boone was personal physician to three presidents, Harding,

Coolidge and Hoover. He holds many medals for distin-

guished service.

Hospital Lease Renewed. Grays Harbor county com-

missioners have renewed for three years the lease to the

Inter-city Hospital Association of Grays Harbor for the

Aberdeen General Hospital building.

Larger Hospital Opened. Reconstruction of St. An-

thony’s Hospital, Wenatchee, following the recent fire, has

been completed. An addition of fifteen beds was provided,

making a total of 65 beds in the S-story structure. New
laboratories and other equipment were provided.

New Isolation Hospital. County commissioners of

Clark County have received approval from the Federal

Works Agency to remodel the W.P.A. building near the

county hospital at Vancouver for the establishment of an

isolation hospital. Bids for the erection of the institution

have been called.

Civilian Defense Units. Thirteen units of civilian phy-

sicians in Washington have been organized to assist the

army in case of sudden influx of war casualties or other

military emergencies. Each unit in the larger centers will

consist of fifteen physicians. There will be three groups in

Seattle, three in Spokane, two in Tacoma, one each in

Everett, Bellingham, Walla Walla, Yakima and Wenatchee.

The function of the unit is to provide emergency staffs for

temporary hospitals in relatively safe areas in coastal states

in case patients must be moved because of air raid or other

disaster.

New Hospital Opened. Washington Memorial Hospital

has been opened at Madison St. and 16th Avenue, Seattle.

This is a 30-bed institution, and includes complete obstetric

and surgical departments. It is prepared to receive patients

from doctors of the city.

Proposed Camp for Social Diseases. It is proposed to
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establish an “emergency camp” for treatment of women

afflicted with venereal disease. It is being promoted by

Ragnar T. Westman, Seattle health commissioner, and

Mayor Devin. This will be a state center created jointly

with state and federal funds. Under the Lanham Act the

federal government will provide $1000 a year for each bed.

It is planned to establish a camp to accommodate between

150 and 300 women. Various sites have been proposed, but

that most favored is at Grand Mound, Thurston County.

President of County Health Officers. A. E. Lien of

Spokane has been elected president of Washington State

Association of County Health Officers, at the convention

held in Seattle in May.

Japanese Prisoner. Lieut. Comdr. Clyde L. Welsh of

Seattle, reported missing since last July, is declared a pris-

oner of the Japanese, probably in the Philippines. When
action began in the Philippines he was stationed at Cana-

cao Hsopital, near Cavite.

Health Officer Reappointed. At a meeting of -4sotin

County commissioners J. S. McElvain, of Asotin, was re-

appointed county health officer for a period of two years.

New Director of Health. Cecil R. Fargher, who has

been head of the Clark County Health Department for the

past three years, has resigned and accepted the position of

Director of Health in Tacoma.

R. C. Fisher, who has been located at Bremerton for

the past year, has moved to Poulsbo for practice^ where he

will be associated with Harold V. Larson in operation of

the Port Gamble Hospital. This hospital has recently been

remodeled and rearranged for reception of more patients.

R. J. J. Tipler, who has practiced in North Bend and is

now a flight surgeon in the Army Air Corps, has been

assigned to duty at Rapid City, South Dakota.

OBITUARIES

Dr. Arthur F. Edwards, of Seattle, died June 23, age

71. He obtained his medical degree from the Royal College

of Surgeons in Edinburgh, Scotland, in 1897. For thirty

years he was a member of Seattle Health Department, of

which he had been chief of staff for contagious diseases.

Recently he has been contract surgeon with the Seattle

.\rmy Service Forces Depot.

Dr. Simon Warmenhoven of Sunnyside was killed in

action at New Guinea, age 33. He had been serving in the

jungle hospitals on that island. He was born in 1910 and

obtained his medical degree from Marquette University

School of Medicine, Milwaukee, in 1939. .\fter a year’s

residence at St. Mary’s Hospital, Grand Rapids, he en-

listed in medical service in 1940. He held the rank of lieu-

tenant colonel and was division surgeon at the New
Guinea headquarters.

Dr. Warren E. White of Spokane died May 25, aged 70

years. He was born at Colfax in 1873, and obtained his

medical degree from Kansas City Medical College in 1902.

He practiced in Spokane for about thirty years.

Dr. V. De Leon, age 53, died in Seattle March 1. At the

time of his death he lived in Seattle, but for many years

has been a resident of Port Townsend where he operated

Bay View Hospital. He was bom in the Philippine Islands,

and obtained his medical degree from Northwestern Univer-

sity Medical School in 1910. During World War I he served

as major in the medical corps of the American Army in

France. For a time he engaged in public health work and

then located at Chimacum, later moving to Port Townsend.

Dr. Andrew W. Stevenson of Vancouver died May 16,

age 61. He was born in Albert Lea, Minn., in 1882, and
spent his early life in that region. He received his medical

degree from the University of Illinois Medical College,

Chicago, in 1906. In 1907 he came to Clark County and
located at Yacolt as surgeon for the Weyerhaeuser Timber
Company, where he remained for a number of years. Then
he located at Vancouver, living there the rest of his life.

SOCIETY MEETINGS

King County Medical Society held its regular meeting

June 7 in the auditorium of Medical & Dental Building,

Seattle, at 8:15 p.m., president A. J. Bowles presiding.

T. P. Geraghty, E. H. Laws and D. M. Pettibone were

elected to membership. Application for membership was

read of E. W. Roberts. This was announced as the last

meeting of the society until the next regular meeting Octo-

ber 4. A large number of members in the armed forces were

present at the meeting.

Frank J. Clancy discussed “Recent Advances in Treat-

ment of Cancer of the Prostate.” He mentioned the recog-

nition of this form of cancer among men as very frequent.

The development of its treatment was described with sta-

tistics of castration as the approved present method of cure.

The paper was discussed by O. A. Nelson, Pius Rohrer and
Jack Nelson.

A resolution was passed requesting that the Board of

Trustees of King County Hospital confer with the trustees

of King County Medical Society regarding appointment of

a new superintendent of the hospital to succeed Karl Van
Norman, recently resigned.

WASHINGTON SOCIETY FOR MENTAL HYGIENE
Washington Society for Mental Hygiene hald its annual

meeting in Medical & Dental Building, Seattle, May 22.

Special subjects for consideration included rehabilitation

of rejected and discharged personnel with mental disabili-

ties, also need for psychiatric screening in relation to Selec-

tive Service and public health agencies.

WASHINGTON PUBLIC HE.ALTH ASSOCIATION

Washington Public Health Association held a meeting in

Harborview Hall of King County Hospital, Seattle, May

31-June 1, attended by more than 200 public health offi-

cials from all sections of the state. The special theme of

the meeting was “Public Health in Wartime.” A notable

speaker of the program was Dr. Robert Hughes Parry,

Professor of Preventive Medicine at University of Bristol,

England.

WASHINGTON SOCIAL HYGIENE ASSOCIATION
Washington Social Hygiene Association has been organ-

ized, one of its special functions being to combat venereal

diseases. Donald G. Evans was elected president. It was

stated that the officers and board of the Association planned

to coordinate work of the local branches and individuals

interested in control of venereal disease. One purpose of

the Association will be to repress commercial prostitution

and other conditions that promote the spread of venereal

disease.
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IDAHO STATE

MEDICAL ASSOCIATION

FIFTY-FIRST ANNUAL MEETING

BOISE, AUGUST 23, 1943

MEDICAL NOTES

State Hospital May Be Donated. At a recent conference

between heads of Idaho’s charitable and mental institutions

and Gov. C. A. Bottolfsen, it was proposed that the partly

completed state tuberculosis hospital at Gooding be turned

over to the army and navy for use as a hospital for shell-

shock victims.

St. Lukes Hospital Staff in Boise, at a recent meeting

elected to associate membership the following dentists: P.

G. Flack, Donald J. Harrison, E. F. Seibert and H. B.

Colver. Dr. Seibert is an extractionist and Dr. Harrison an

orthodontist.

G. C. Halley of Twin Falls has been unable to practice

recently because of illness.

E. N. Roberts of Pocatello attended the .A.M..A. meeting

as the Idaho State Delegate.

Dave Springer was recently home for a short visit from

his duties as a flight surgeon somewhere in the Southwest.

Major Harold Stone is at present on a short furlough

from his duties with the regular army.

Cincinnati, Ohio, in 1888. He practiced over fifty years,

most of the time in Boise. He wa a pioneer in radiology in

the Inter-Mountain country.

Dr. T. Ellison of St. Anthony, age S7, died recently

from drowning. He obtained his medical degree from West-

ern Reserve School of Medicine in 1918. He was a member
of the Idaho State Board of Medical Examiners.

Dr. Henry Goodfriend of Boise died May 14, age 67

years. He was born in 1876, and obtaned his medical degree

from Columbia University College of Physicians and Sur-

geons in 1898. He was a former president of Idaho State

Medical Association.

SOCIETY MEETINGS

BOISE PHYSICIANS CLUB
During the month of May the medical unit at Gowen

Field entertained the Boise Physicians Club with an inter-

esting program of medical and surgical cases followed by a

banquet. Sf>eakers were Lt. Wells, Captain Zucker and

Major McLaughlin.

Major Lowell Privett was home recently from foreign

service.

OBITUARIES

Dr. Charles V. Genoway of Boise died June 18, age 81.

He obtained his medical degree from Medical College of

SOUTHWESTERN DISTRICT SOCIETY
On June 3, Dr. Robert Hughes Parry of Bristol, England

spoke before a combined meeting of Southwestern District

Society and Idaho Public Health Association at Boise. He
discussed health problems of heavy bombing and some

aspec.s of postwar insurance. He was a brilliant and en-

tertaining speaker.

CLINICAL FORUM
OBSTETRIC PROBLEM

Mrs. R. L. came under observation for care in her eighth

month of pregnancy. Check-up at that time revealed nor-

mal blood pressure, heart and lungs clear, no kidney pathol-

ogy. The patient was in a reasonable degree of comfort

and was apparently in the best of health. She visited the

office for regular check-ups each week during the last

month of gestation, and on all of these occasions reports of

blood pressure and general condition were entirely normal.

On May 18 she stated she had considerable pain in her

right abdomen and vomited. She went into labor in the

evening of the 19th about eight o’clock with average con-

tractions and fair progress. She was but slightly dilated and
did not enter the second stage of labor until the next morn-
ing about eight o’clock. This stage lasted perhaps one and a

half hours and significantly at this time there was more
than an average amount of pain, but only accompanying
contractions.

During the last half or three-quarters of an hour previous

to delivery it was observed that she did not receive an aver-

age amount of relaxation from her contractions between

pains. This, however, was not enough to call for anything

but casual comment and she proceeded with her delivery

in an entirely normal manner, the entire process being un-

complicated up to this point.

Prior to delivery, she had mentioned that she frequently

had very severe afterpains and asked for assurance that

she be given adequate protection against this distress. There

was, therefore, no particular surprise when she mentioned

that evening that her afterp>ains continued to be very sharp.

They were also of a rhythmic nature, suggesting their very-

definite identity with uterine contractions.

On the second morning there was still tenderness in her

abdomen with no definite localization except as it seemed

to center around the lower pelvis, There was, however, a

tendency to distention. She complained that she always

had difficulty with her bowel regularity and that seemed to

be bothering her especially at this time. She was given low

enemas which did not appear to give the results which the

fullness suggested she should receive.

On the third morning the nursing home called that this

patient was running a temperature of 100°, that her tym-

panites was increasing, and that she was definitely more

uncomfortable than previously. Examination revealed a

marked increase in abdominal size. Also the fact that infla-

tion now seemed to include the entire abdomen. A white

blood count and differential was done, revealing a leucocyte

count of 3,900 and a differential of 60 per cent polys.

With this contradictory condition, she was moved to a

hospital, where consultation was sought from an internist,
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a surgeon and an obstetrician. Opinions of the condition

based on the history of the case and clinical evidence at

hand varied from ileus to lower gastrointestinal obstruc-

tion, the internist advising against surgery, the surgeon

and obstetrician advising surgery to relieve the probable

obstruction.

.\nother blood count was taken about four hours after

the previous one, and found to be 4,300; her pulse was
rapid; lungs sounded normal; her abdomen was markedly
filled with gas, and the outlines of the uterus could be de-

scribed as normal involution. Her abdomen was acutely

tender, she complained of pain, and was particularly sore

over McBurney’s area. Pressure over the quadratus on the

right side and somewhat on the left was markedly dis-

tressing. The peritoneum reflex was absent (i.e., pressing

on the abdomen and releasing it quickly) . She did not com-
plain of pain when this was done. Her bowels had not

moved since just before her delivery, and enemas had not

produced any results. The picture seemed to depict a bowel

obstruction of some nature, the cause of which was not

apparent.

What would be your diagnosis and suggestions for treat-

ment ?

COMMENTS ON PEDI.\TRIC PROBLEM
IN JUNE ISSUE

First commentator offers these suggestions: In studying

the case presented, one feels that an allergy existed. Where
so much pus came from later is hard to surmise. Ethmoid
cells and axillary sinuses are practically never present at

birth. Here is a child that is below the average in develop-

ment; therefore, the likelihood of sinuses is still more re-

mote. It is not stated, but examination of the nasal dis-

charge might have shed some light on the situation. That

would have been especially true, if the pus was made up in

large part of eosinophiles. There was no suggestion that a

Wassermann was taken. It would also be interesting to learn

if one had been taken from the mother during her gesta-

tion. Considerable laboratory work could have been done

here with much profit.

Reports have been made of infants suffering from nasal

pus discharge who have developed a blood stream infec-

tion. An organism was isolated which tallied with the one
predominant in the upp>er air passages. It is also fx)ssible

that inhalation of the upper respiratory pus could have de-

veloped into pneumonia, which is more than likely the

cause of the child’s death. Consequently my diagnosis of

this case would be probably a blood stream infection and
more likely pneumonia, either one being secondary to the

infection of the upper respiratory tract.

Second commentator has these views: One should know
something about the family history in this case. Is there a

history of allergy in the family? The history of dermo-
graphia is strongly for allergy. The condition obviously ap-

pears to be allergic and involves especially the upper

respiratory tract. One would suspect inhalant allergens and

also possibly foods. As the skin is obviously too irritable to

make satisfactory skin tests to various allergens, the only

method available would be the Prausnitz-Keustner passive

transfer test. In the absence of the possibility of performing

this test one would have to treat the case immediately on

a symptomatic basis while trying to determine the causes

of the allergy.

I double the value of calcium gluconate given intraven-

ously. I disapprove the use of atropine because it dries up
the secretion, causing the formation of tough mucus which

really increases the difficulty in respiration. I should sug-

gest the use of 1:10,000 epinephrin hydrochlorid starting

the dose at 0.10 cc. and repeating at ten to twenty-minute

intervals until some physiologic effects were noted, in-

creasing each repeat dose by 0.10 cc. Since dusts of various

kinds are to be suspected, as nearly as possible dustless

conditions should be maintained.

Inhalations of helium 20 per cent and oxygen 80 per cent

have been of such value in adults in status asthmaticus that

such treatment should be tried in a case like this. If bron-

choscopy were available a bronchoscopic aspiration would

be the ideal method of ridding the tracheobronchial tree of

obstructive mucus. If symptomatic treatment would bring

such a case under contro'l, intracutaneous tests to house

dust and various inhalants might definitely determine some

of them as the causes and hyposensitization treatment with

sterile mixtures of the dust allergens (such as cannot be

avoided) would be proper and ought to yield results.

Conclusion to the case. The actual conclusion of the prob-

lem presented in last month’s issue has already been given.

The specific diagnosis is anyone’s decision. In these days of

stress, lack of time in doing even the necessary things and

absence of sufficient pathologists to do autopsies compel us

to allow many cases of unusual interest to go by without

thorough investigation. It is a great regret that full scien-

tific medical research is forced aside during these times. This

is one of those instances.

This case was considered one of very' marked allergy d -

veloping at birth, due to an irritative agent, probably not

food nor bacterial. There was a probability of some con-

genital anomaly of the upper respiratory tract being pres.nt

but none was revealed. As the tiny life progressed, bacteri il

infection invaded the much affected delicate respiratory-

membranes which ultimately caused the baby’s death. It

is a recognized fact that even normal children have a certain

degree of atelectasis at birth, the extent of which is un-

doubtedly relatively greater in infants who are under aver-

age at birth. From the history, one would conclude that

there was quite a marked degree of this present and that it

never fully cleared up. It was undoubtedly of some influ-

ence in the termination. A number of instances quite similar

to this have been observed, but no diagnosis definitely has

been determined.

BOOK REVIEWS
4tlas of Obstetric Techxic. By Paul Titus, M.D., Ob-

stetrician and Gynecologist to the St. Margaret Memorial
Hospital, Pittsburgh, etc. Illustrated by E. M. Shackelford,
Medical Illustrator, St. Margaret Memorial Hospital, Pitts-

burgh. 180pp. $7.00. The C. V. Mosby Company, St. Louis,
1943.

This volume is a reference work supplementing the au-

thor’s previous book, “The Management of Obstetric Dif-

ficulties.” It presents in pictorial form with short titles the

subject of modem obstetric technique now accepted as

standard for normal and operath-e deliveries, as well as for

various complications of pregnancy- and the puerperium. It

includes also a section on the technique of sterility studies.

There are many times when detailed steps in obstetric pro-

cedures could be profitably reviewed prior to their under-

taking, and to have them presented in the popular vogue of

drawings and brief explanations is indeed a handy and

quick method of review.

This volume should not fall into the hands of the occa-

sional operator as the steps outlined are only the majcr

problems and the minor technical difficulties are not em-
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phasized. In order to use this book one must have a basic

knowledge of obstetrics which includes sufficient training

and ability to recognize complications and to exercise judg-

ment in dealing with them. This book will undoubtedly

help the safe obstetric attendant to improve his knowledge

and broaden his activities. It should find its place near the

delivery room so that it can be readily utilized when diffi-

culties present themselves. R. P- Smith.

Transurethral Resection. By Reed M. Nesbit, M.D.,

F.A.C.S. Associated Professor of Surgery, University of

Michigan Medical School, in Charge of the Section of Urol-

ogy, Department of Surgery. With Drawings Illustrating

Technique. By William P. Didusch Co. 192 pp. $7.50.

Charles C. Thomas, Springfield, Illinois, Baltimore, Md.,

1943.

The text of this book is true to its title. Evidently the

author does not believe that anything short of complete

removal of all the hyperplastic tissue should be considered.

The first chapter, by Dr. Flocks, gives valuable information

regarding the blood supply of the prostate gland, informa-

tion that the resectionist can use to advantage in practi-

cally every operation.

The remaining eleven chapters show great ability on the

part of the author to modify and design both armamen-

tarium and operative procedures. Very few show such a

large number of innovations in urologic equipment as he

can. In the chapter on operative technique he shows how

a large amount of tissue can be removed within a short

period, with the minimum loss of blood.

The book is an outstanding contribution to urology. It

will clarify transurethral resection, not only for the urolo-

gist but also for the medical profession in general. After

reading it, even the uninitiated will recognize the well per-

formed operation and its results from one poorly performed.

It is well written, with excellent type and the illustrations

are superb. O. A. Nelson.

Discovering Ourselves. A View of the Human Mind

and How It Works. By Edward A. Strecker, A.M., M.D.,

and Kenneth E. Appel, Ph.D., M.D., in collaboration with

John W. Appel, M.D. Second Edition. 434 pages, $3.00.

The Macmillan Company, New York.

There is great need of more balanced and wholesome

physical-mental regime among us, and this book, if care-

fully read, will admirably serve this need. This work is

meant to be entirely practical. It is not written for psy-

chologists or psychiatrists. While it makes frequent refer-

ence to technical terms, these are understandably defined.

The type of approach to the problems constituting mental

disability of widely varying sorts has appeal and carries the

reader to a satisfactory conclusion. The classes of neurotic

behavior discussed are of the commoner varieties. In fact,

much of the subject material concerns itself with experi-

ences which any of us might meet in our body-mind-action

relationships.

“It is important to have some understanding of the

machinery of instincts, emotions, complexes and conflicts

in meeting the stresses of life.” A reasonable analysis, then,

of anger and fear, with helpful suggestions in what to do

about them, is valuable knowledge. Emotional energy may

be used for good or for ill. If it is to be a force for good,

it must be guided by the intellect by thought. The great

importance of emotions, their control and use is recognized

when we realize that handling emotion means the problem

of handling energy, of handling a dynamic force.

In this volume, compared with the first edition, there is

considerable and timely attention given to a study of the

prominent emotions. Introversion and extraversion, their

definition and the benefits of each are dealt with. Such

terms as rationalization, segregation, repression, inferiority

complex, sublimation are taken up at some length for suf-

ficient clearness. Anyone can improve his mental behavior,

as well as the body-mind-action relationships by a thought-

ful reading of this book. H. W. Mikkelsen

Autonomic Regulations, Their Significance for Physi-
ology, Psychology and Neuropsychiatry. By Ernst Gellhorn,
M.D., Ph.D., Professor of Physiology, College of Medicine,
University of Illinois. With 80 Illustrations and Frontis-
piece. 373 pp, $5.50. Interscience Publishers, Inc., New York
City, 1943.

The author states that physiological research deals with

problems revealing the secrets of the Ufe process, with an

analysis of cellular function in terms of physics, physico-

chemistry and chemistry; seeking to explore functions of

the various organs of the body and evaluating their inter-

relations. Remarkable progress has been made in recent

times concerning changes in functional activity of the most

complex organ of the body, the central nervous system.

Understanding of the physiology of the mammalian or-

ganism must take into consideration the mutual relation-

ships of the various organs. For example, the rate of

secretion of the thyroid hormone determines the reactivity

of the whole organism, and the effect of castration is not

limited to the sexual system, but produces morphologic

and functional changes in the anterior part of the hypo-

physis, affecting even the cortex of the brain.

In discussion of autonomic regulations, the author’s

views are expressed in parts which deal with adjustment

reactions involving primarily the respiratory and circula-

tory systems, autonomic-endocrine integration, autonomic-

somatic integration, results and applications, all of which

is divided into nineteen chapters dealing with many details

under these various parts.

Discussions of many phases of the autonomic and somatic

nervous systems reveal the problems presented in this vol-

ume. Only physiologists and neuropsychiatrists can fully

appreciate these discussions which are probably beyond the

realistic comprehension of many ordinary practitioners. If

one desires information in addition to that contained in

this volume, he might consult the bibliography containing

the amazing number of 1100 references, which should cover

all aspects of the problems under consideration.

AN ACT RELATING TO PROFESSIONAL AND
OCCUPATIONAL LICENSES

Chapter 108 (S. B. 76)

Be it enacted by the Legislature of the State of Wash-
ington;

Section 1. Notwithstanding any provision of law to the

contrary, the license of any person licensed by the Director

of Licenses to practice a profession or engage in an occupa-

tion, if valid and in force and effect at the time the licensee

entered service in the armed forces and the merchant

marine of the United States, shall continue in full force

and effect so long as such service continues, unless the same

is sooner suspended, cancelled or revoked for cause as

provided by law. The Director of Licenses shall renew

the license of every such person who applies for renewal

thereof within six (6) months after being honorably dis-

charged from the armed forces of the United States upon

payment of the renewal fee applicable to the then current

year or other license period.
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EDITORIALS

FREE MEN OR SLAVES
During recent years agitation for establishment

of state medicine has been promoted by various

organizations, groups of citizens and individuals

These efforts have been subject to ebbs and flows,

being specially stimulated of late through the pub-

licity of the Beveridge plan introduced into the

British Parliament. In some of our states and
among federal officials plans have been discussed

with more or less urgency. At last a formal plan for

establishment of state medicine and regimentation

of the medical profession was introduced in the

United States Senate on June 3 by Senators Wag-
ner of New York and Murray of Montana.

In this issue will be found a factual analysis of

the medical and hospitalization provisions of Sen-

ate Bill 1161, and an explanation of some of their

implications, prepared by The National Physicians

Committee for the Extension of Medical Service.

Every doctor on receipt of this journal should read

this abstract. If this Bill were to be enacted and

put into effect, it would substantially abolish pri-

vate medical practice in this country.

The most astounding feature of this Bill is the

appointment as medical czar of the Surgeon Gen-

eral of the Public Health Service. In no department

of our national government has such extraordinary

power been assigned to any official. This one man
would have delegated to him the practical adminis-

tration of medical practice and supervision of the

physicians of our country. Existence of an adminis-

trator with such arbitrary power would destroy

the freedom and individual initiative which are at

the foundation of our government. None of our

citizens are more vitally interested in the defeat of

such a measure than the medical profession. Ac-

cordingly, every doctor should aim to contact his

United States Senators and Representatives before

Congress reconvenes in September, with vigorous

expression of his protest against enactment of this

Bill.

In order to prevent the excuse that any doctor in

our three states is ignorant of the personalities of
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his U. S. Senators and Representatives, the names

and addresses of all of them are here presented:

OREGON
Senators

Senator Charles L. McNary, Salem, Oregon.

Senator Rufus C. Holman, Portland, Oregon.

Representatives
Hon. James W. Mott, Salem, Oregon.

Hon. Lowell Stockman, Pendleton, Oregon.

Hon. Homer D. Angell, Portland, Oregon.

Hon. Harris Ellsworth, Roseburg, Oregon.

WASHINGTON
Senators

Senator Homer T. Bone, Tacoma, Washington.

Senator Mon C. Wallgren, Everett, Washington.

Representata'es
Hon. Warren G. Magnuson, Seattle, Washington.

Hon. Henry M. Jackson, Everett, Washington.

Hon. Fred Norman, Raymond, Washington.

Hon. Hal Holm es, Ellensburg, Washington.

Hon. Walter Horan, Wenatchee, Washington.

Hon. John M. Coffee, Tacoma, Washington.

IDAHO
Senators

Senator D. Worth Clark, Pocatello, Idaho.

Senator John Thomas, Gooding, Idaho.

Representatives
Hon. Compton I. White, Clarksfork, Idaho.

Hon. Henry C. Dworshak, Burley, Idaho.

IMMINENCE OF TROPICAL DISEASES
It is well known that certain pernicious diseases

are endemic in specific sections of the globe, for the

most part confined to inhabitants in those local-

ities. They are uncommon in other areas unless

transmitted by residents from these pestilential lo-

calities. This is particularly applicable to the trop-

ics, where certain diseases flourish that are unknown

to peoples in temperate regions. Nevertheless, they

may be transmitted and propagated in milder cli-

mates by those who have been infected in their

local habitats. Never before have so many United

States citizens been located for long periods in trop-

ical zones. It is predicted by those familiar with

existing conditions that many soldiers will return

home infected with rare diseases, from which they

may recover or in some cases maintain through

life. Undoubtedly these patients will be sources of

infection to many others who have been proven

susceptible.

Since preparation is the preventive against attack,

knowledge of these rare tropical diseases will be

essential for protection of the public in the coming

years. Consequently, warnings have been repeatedly

published, urging members of the medical pro-

fession to acquaint themselves with symptoms and

treatment for these unusual diseases, of which few

of them have adequate information. It has been

announced that ceatain medical schools and clinics

in different parts of the country have established

courses of lectures and study to meet this threat-

ened future menace. Much information along these

lines can be transmitted by publication of papers

bearing on tropical diseases, written by men famil-

iar with them and in a position to disseminate the

necessary knowledge which all physicians should

desire to obtain. This journal is fortunate in having

received assurance of publication of a series of

papers written by Dr. Ernest C. Faust, Professor

of Parasitology, Department of Tropical Medicine,

Tulane University of Louisiana, who writes from

personal knowldge and observation. The introduc-

tory paper appears in this issue. A series of papers

will be published in following months, dealing

specifically with definite tropical diseases which are

likely to appear in this country either during the

progress of the war or after establishment of peace.

No one can predict when these unfamiliar diseases

may become an acute menace, but the profession

should be in a position to cope with them when-

ever they may be encountered.

DANGER FROM SULFONAMIDE
SENSITIZATION

Whenever a new form of therapy is introduced

which meets with approval of the medical profes-

sion, due to its potency in relieving conditions of

disease, its application is apt to be adopted with

undue enthusiasm and often in treatment of con-

ditions to which it is not truly applicable. That has

clearly been the case with the drugs classed as

sulfonamides. Their results have been truly phe-

nomenal. But while at first considered wholly bene-

ficial, without harmful characteristics, experience

has demonstrated that they should be used with

discretion. Not only have deleterious reactions been

produced in some cases, but even fatalities occa-

sionally have followed which were usually deter-

mined to be results of sensitization. Accordingly,

it has become established that allergic states may

be induced by careless administration of these in-

valuable remedies.

It may not generally be realized that this allergic

condition may be induced by local application of

this group of drugs. A warning to this effect appears

in Medical Annals of the District of Columbia^

which is herewith reproduced:

There is an increasing tendency on the part of many
physicians to use local sulfonamide therapy indiscriminately

on all diseases of the skin. The result is that dermatologists

are seeing an ever increasing number of severe sensitization

eczemas from this cause.

Several undesirable results follow. Aside from the dis-

comfort and loss of time at work suffered by the patient,

he has become sensitized to this group of drugs, so that

when a really serious need for the use of sulfonamides in-

ternally arises, such as the treatment of pneumonia or

1. Editorial, M. Ann. District of Columbia. 12:234-235.

June, 1943.
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erysipelas, the drug may cause severe reactions which other-

wise would not occur.

There are several legitimate uses of local sulfonamide

therapy on the skin, chiefly the treatment of impetigo, pyo-

dermas and chancroid. Except for the last named, there may

be some question as to advisability of using this therapy

because of the relatively high incidence of sensitization,

with the possible end-results mentioned above. However,

this risk is justifiable in such cases. It should be remembered

even here that results will be prompt, if they are obtained

at all, and if there is not marked improvement in two or

three days, the drug may as well be discontinued.

There is, however, no excuse for the use of this therapy

in such diseases as acne, psoriasis and dermatophytosis,
where it is useless, and it is inexcusable to use the drug in

cases of eczema which are almost invariably aggravated by
the treatment.

If the physician is not capable of making a correct diag-

nosis, it will be much safer to stick to the use of calamine

lotion in all skin diseases. At least that will do the patient

no harm.

MEDICAL AND SURGICAL RELIEF COMMITTEE
OF .AMERICA

For distribution to French military hospitals in North

.Africa, the Medical and Surreal Relief Committee has

shipped $5710 of medical equipment to the French Red
Cross in .Algiers, announced Mrs. Huttleston Rogers, execu-

tive chairman of the Committee. To relieve the shortage of

medical supplies, and to support the w’ork of rehabilitating

French troops, the Committee in cooperation with the

.American Red Cross has launched a program of French

military medical aid.

Practically every sort of surgical and medical equipment

is needed, from ordinary gauze and thermometers to try-

parsamide (sleeping sickness medicine) and complicated mi-

croscopes. To meet the demands of exhausted medical depots

and hospitals, the Committee looks to the support of every-

one who hopes for the liberation of France. The rally-cry

chosen for this campaign is “Help Return French Soldiers to

the Fighting Front!” “Where they so impatiently wish to

be.” .A $100,000 goal has been set by the Medical & Surgical

Relief Committee for the North .African medical project. To
date, over $7,000 has been donated by the Committee. Mrs.

Rogers reported that the first shipment of medical supplies,

valued at $1,300, has safely arrived in Algiers.

In addition to a large assortment of drugs, mainly sulfa

products, the two shipments to the French Red Cross con-

sisted of emergency medical field sets and operating kits.

The field set is a portable casualty unit designed for use in

emergencies. It can equip an ambulance and is particularly

useful for air transport to isolated military posts whose
stock of supplies are dangerously low. The surgery set car-

ries a complement of instruments that will cope with any
eergency operation from an appendectomy to an amputa-
tion. Both units have been carefully selected by Committee
physicians and surgeons.

The Medical and Surgical Relief Committee, celebrating
its third birthday this month, is conducted by a nation-wide
group of physicians and surgeons organized to send medical
aid to the armed and civilian forces of .America and her
.Allies. So far, more than $550,000 of drugs, instruments,
vitamins and other supplies have been donated by the Com-
mittee to military and naval units of the United Nations, to
needy hospitals, war-zone welfare agencies, and civilian de-
fense posts throughout the free world.
420 Lexington .Ave., New York City

MILITARY SURGEONS OF THE UNITED STATES
The .Association of Military Surgeons of the United States

will hold its 51st annual convention in Philadelphia at the
Bellevue-Stratford Hotel October 21-23. The convention will

assemble doctors from all the current war fronts where
United States forces are fighting, and from the great base
hospitals where rehabilitation of the wounded is in prog-

ress. They will bring with them information on the latest

technics of wartime medicine and surgery. Numerous forum
lectures, practical demonstrations, moving pictures and
teaching panels are planned to present the wealth of data

to the convention.

Honorary chairman of the convention this year is Rear
.Admiral Ross T. Meintire, Surgeon General of the Navy.
The general chairman is Captain Joseph A. Biello, Medical

Corps, USN, who is District Medical Officer of the Fourth
Naval District.

AMERICAN BOARD OF OBSTETRICS AND
GYNECOLOGY, INC.

The annual meeting of the Board was held at Pittsburgh,

Pa., May 20-25, at which time one hundred and eight

candidates were certified. .A number of changes in Board
regulations and requirements were put into effect. Several

are designed to broaden the requirements for candidates in

service. Examples are the allowance of a stipulated amount
of credit toward special training requirements for men in

Service and assigned to general surgical positions, special

training allowances on a preceptorship basis for men as-

signed to obstetrical or gynecological duties in military

hospitals and working under the supervision of Diplomates
or recognized obstetrician-gynecologists, as well as credit

toward the “time in practice” requirement of the Board
to be allowed for time in military service.

The Board will no longer require a general rotating

internship, but will now accept a one-year interne service,

although the rotating internship is preferable. Such services

must be in institutions approved by the Council on Med-
ical Education and Hospitals of the A. M. A.
The Board has ruled temjKirarily to excuse men in mili-

tary service from the submission of case records at the

stipulated examination times, thereby permitting them to

proceed without further delay with the Board examinations.

Plans have been made to provide similarly for service men
upon their eventual discharge from the .Armed Forces, and
to permit the greater use of operations done while in resi-

dency or in civilian practice before the war.
The next Part I examination of the Board (written paper

and submission of case records) will be held on Saturday
afternoon, February 12, 1944, at a place convenient to the

location of the candidate, w’hether he be in civilian or mfli-

tary life.

.Applicatitons and bulletins of detailed information re-

garding the Board requirements will be sent ui>on request

to the Secretary’s Office, 1015 Highland Building, Pitts-

burgh, Pa.

SAYS HISTAMINE THER.APY MOST PROMISING
TO DATE FOR MENIERE’S DISEASE

From his experience with 22 patients, John J. Rainey,
M.D., Troy, N. Y., reports in The Journal of the American
Medical Association for July 24 that he believes histamine
treatment of Meniere’s disease is the most promising method
of treatment up to the present time. Meniere’s disease syn-
drome, he explains, is the name given to a group of

symptoms in w'hich vertigo (dizziness), nerv'e deafness and
tinnitus (a ringing or singing sound in the ears) predom-
inate. Most of the attacks of vertigo occur without previous
warning and often are terrifying in their intensity. It is

generally accepted that the symptoms of the disease are the
result of a local disturbance of the inner ear.

Dr. Rainey treated his 22 patients by injections into a
vein of histamine phosphate, giving at least tw'o and in

some cases three treatments on alternating days. Seventeen
of the patients had striking results. With 5 patients the
results were disappointing but further studies are being
carried on. The use of histamine for this disease was first

reported in 1939 by B. T. Horton.
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FEDERAL MEDICAL LEGISLATION
TOTALITARIAN MEDICINE IN THE

UNITED STATES*
On June 3, 1943, Senator Robert F. Wagner, of

New York, for himself and Senator James Murray

of Montana, introduced in the Senate, Bill 1161.

If the recommendations are enacted into law, they

will destroy the private practice of medicine in the

United States.

The definition of purposes is couched in the lan-

guage of the true humanitarian. The principles

enunciated as a guide to administration are sound

and ethical. The actual motivations need not be

discussed. The facts speak for themselves. The pro-

posals are of such magnitude and of such sinister

menace that, practically, they are incomprehensible

to an American.

The processes proposed and the mechanisms in-

dicated are designed to act as the catalyst in trans-

forming a rapidly expanding Federal bureaucracy

into an all powerful totalitarian state control. Hu-

man rights as opposed to State slavery is the issue.

The accompanying treatise is confined to the

medical and hospitalization provisions of the pro-

posed legislation. The general implications are in-

comparably broader. Unless a tidal wave of protest

forewarns the sponsors, this Bill or similar pro-

posals will be enacted into law.

For too long, a semicomplacent medical profes-

sion, too proud really to protest, too overworked

and overburdened with war responsibilities to give

adequate consideration to basic problems, has con-

tented itself with the sophistry, “It can’t happen

here.”

It is happening—now. Wartime fervor and pre-

occupation and wartime confusion are being used

to obscure the true meaning of the moves. The

issue is being forced. The settlement will be final.

Doctors, informed, understanding, unified, can be

the deciding factor in this final determination.

Herein an attempt is made to reduce to compre-

hensible terms the actual meaning of these incred-

ible proposals. Appraise the facts, reach your own

conclusions. Under conditions as they now exist,

you have a moral and a legal right to them. To-

morrow? Tomorrow is another day.

SENATE BILL 1161

Senate Bill 1161 makes provision for jree general

medical, .special medical, laboratory and hospitali-

zation benefits for more than one hundred ten mil-

lion people in the United States.

It proposes placing in the hands of one man, the

Analysis of Senate Bill 1161 made by National Phy-
sicians’ Committee for the Kxtension of Medical Services.

Surgeon General of the Public Health Service, the

power and authority

1.

To hire doctors and establish rates of pay—possibly for

all doctors;

2.

To establish fee schedules for services;

3.

To establish qualifications for specialists;

4. To deterirdne the number of individuals for whom any

physician may provide service;

5. To determine arbitrarily what hospitals or clinics may
provide service for patients.

The provisions are so sweeping that, if enacted

into law, the entire system of American medical

care would be destroyed. Immediately following are

pertinent paragraphs of the Bill which create the

machinery and provide the funds for these truly

revolutionary procedures.

The Bill provides for the establishment of a

“Unified Social Insurance System.” It provides for

tax payments from and insurance benefits for:

a. Practically every employed person in the United States.

b. Every self-employed person.

It is estimated that these provisions of the Bill

would add approximately 25,000,000 persons to the

37,000,000 now carrying social security cards.

The Bill provides that:

a. Sec. 960—Every employer shall pay a tax on
wages paid to individuals (up to $3,000 per

year) of 6%
h. Sec. 961—Every employee shall pay a tax, de-

ducted from wages on earned income, up to

$3,000 per year, of 6%
Total from payrolls 12%

c. Sec. 963—Every self-employed individual shall

pay a tax on the market value of his services up
to $3,000 per year, of 7%

d. Sec. 962—Federal, state and municipal employees

(under certain conditions) shall pay a tax of—. 3^%
It has been estimated by the Treasury Depart-

ment that, broadening the base of Social Security

taxpayers and beneficiaries, as above outlined, with

existing rates (total 5 per cent) would raise $5,000,-

000,000 of revenue annually. On this basis the

total annual revenue from Bill 1161 rates would

be Twelve Billion Dollars ($12,000,000,000).

The Bill provides (Section 969): the establish-

ment of a trust fund to be known as “Federal Social

Insurance Trust Fund.” Into this fund all Social

Security taxes would be paid—$12,000,000,000 an-

nually. The Bill provides (Section 913)

:

a. There is hereby established within the Trust Fund a

separate account to be known as “The Medical Care

and Hospitalization Account”;

b. The managing Trustee shall credit to this account;

1. One-fourth of the contributions paid, in accordance

with sections 960 and 961 respectively, of this Act.

2. Three-sevenths of the contributions paid, in accord-

ance with sections 963, 964 and 96S, respectively,

of this Act.

In such manner, on the basis of the above esti-
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mates, a minimum of Three Billion Dollars ($3,-

000,000,000) each year would be transfered from

the Trust Fund to the Medical Care and Hospi-

talization Account.

The Bill provides (Section 901): that (a) every

insured individual and (b) every dependent entitled

to benefits shall be entitled to receive general medi-

cal, special medical, laboratory and hospitalization

benefits. Initially 30 days of hospitalization is pro-

vided. If funds are available, this can be increased

to 90 days each year.

Administration

The Bill provides (Section 903)

:

a. The Surgeon General of the Public Health Service is

hereby authorized and directed to take all necessary

and practical steps to arrange for the availability of

the benefits provided under this title.

b. In carrying out the duties imposed upon him by sub-
section (a) of this section, the Surgeon General is

hereby authorized to negotiate and periodically to re-

negotiate agreements or cooperative working arrange-

ments with appropriate agencies of the United States,

or of any State or political subdivisions thereof, and
with other appropriate public agencies, and with pri-

vate persons or groups of persons, to utilize their serv-

ices and facilities and to pay fair, reasonable, and
equitable compensation for such services or facilities,

and for the Trust Fund to receive reimbursements for

services rendered with respect to individuals in cir-

cumstances under which benefits are not authorized

under this title, and to negotiate and periodically to

renegotiate agreements or cooperative working ar-

rangements for the purchase or availability of supplies

and commodities necessary for the benefits provided
under this title; and, after approval by the Social

Security Board, to enter contracts for such services,

facilities, supplies and commodities.

c. The Surgeon General shall periodically notify the

Board of obligations incurred under contracts entered

into by him in accordance with the provisions of this

section and to whom such obligations obtain. There-

upon, the Board shall authorize and certify disburse-

ments from the Trust Fund to meet such obligations,

and such certified disbursements shall be paid from
the Trust Fund.

The Bill provides (Section 904) : There is hereby

established a National Advisory Medical and Hos-

pital Council, to consist of the Surgeon General and

sixteen members to be appointed by the Surgeon

General.

This council has no authority. The Surgeon Gen-

eral selects and appoints the members. It can ad-

vise. All authority and power are vested in the Sur-

geon General.

The Bill provides (Section 90S)

:

1 . Any physician qualified by a State * * * can furnish

medical service in accordance with such rules and
regulations as may be prescribed (by the Surgeon

General)

;

2. Every individual * * * shall be permitted to select

his own doctor or to change such selection in accord-

ance with such rules and regulations as may be pre-

scribed (by the Surgeon General)

;

3. The Surgeon General shall publish the names of gen-

eral practitioners who have agreed to furnish service;

4. Services which shall be deemed to be specialist serv-

ices shall be those so designated by the Surgeon Gen-
eral * * *;

5. General practitioners must recommend services of

specialists

;

7. Payments to physicians may be made:
a. According to a fee schedule approved by the Sur-

geon General;

b. On a per capita basis, the amount being according

to the number of individuals on physicians lists;

c. On a salary basis, whole or part-time

;

d. A combination or modification of these bases, as

approved by the Surgeon General.

8. S[)ecialists may be paid on the basis of salary (whole

or part time) per session, fee for service, per capita

or other basis or combinations.

10. The Surgeon General may prescribe maximum num-
ber of individuals for whom any physician can pro-

vide service.

1 1 . The Surgeon General may distribute the available

patients among the available doctors on a pro-rata

basis.

12. In each area the provision of general medical benefits

for all individuals entitled to such benefits shall be a

collective responsibility of all qualified general prac-

titioners in the area who have undertaken to receive

such benefit.

Hospitals

The Bill provides (Section 907):

a. The Surgeon General shall publish a list of institutions

found by him to be participating hospitals.

(The term “participating hospital” means an institu-

tion found by the Surgeon General to afford profes-

sional service, personnel and equipment adequate to

promote the health and safety of individuals custo-

marily hospitalized in such institutions and to have pro-

cedures for the making of such reports and certificates

as the Surgeon General and the Social Security Board
may from time to time require * * *.

(The term “hospitalization benefit” means an amount,
as determined by the Surgeon General after consulta-

tion with the Council and after approval by the Social

Security Board, not less than $3 and not more than

$6 for each day of hospitalization, not in excess of

thirty days, which an individual has had in a period

of hospitalization; and not less than $1.50 and not
more than $4 for each day of hospitalization in excess

of thirty in a period of hospitalization; and not less

than $1.50 and not more than $3 for each day of care

in an institution for the care of the chronic sick.

Summation
This is the method, clause by clause, by which

sole responsibility for the medical care and hos-

pitalization of more than 110,000,000 people is

placed on one man, the Surgeon General of the Pub-

lic Health Service.

In such manner, step by step, section by section,

is created the machinery to place in the hands of

one man, the Surgeon General of the Public Health

Service, the expenditure of $3,000,000,000 annually.

Financial Aspects

How much is Three Billion Dollars? What can

be done with it? What can be accomplished? The
potential can be understood only by comparisons.

For the ten year period from 1924 to 1933, both
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years inclusive, the total revenue of the Govern-

ment of the United States, from all sources, waff

$35,412,944,412 or an annual average of $3,541,-

294,441.

For the five year period beginning April 1, 1931,

to March 31, 1935, the total revenues of the Ger-

man Government were $15,725,840,000. This rep-

resents an average total income at the rate of

$3,145,168,000 per year.

In 1940 the total expenditures of the Japanese

empire were $1,999,773,180. $1,150,000,000 of this

amount was appropriated to carry forward the

China War. Nonwar expenditure totaled $849,-

773,180.

In 1938 the total expenditures of the pre-war

Government of France for all purposes were $3,-

130,777,635.

Senate Bill 1151 provides for placing in the

hands of one man a sum three times the amount of

the normal nonwar expenditure of Japan and ap-

proximately equal to the pre-war expenditure of

the Government of the French Republic.

Political Medicine

The Bill, if enacted into law, would provide gen-

eral medical and special medical care, laboratory

tests and hospitalization for approximately one

hundred ten million people. The Surgeon General

of the Public Health Service is authorized and in-

structed to make such services available.

What Could He Do?
It is estimated that, at the present time, there

are in the United States, available for civilian prac-

tice, 120,000 effective physicians. With three bil-

lion dollars the Surgeon General could:

a. Allocate 20% for administration costs $600,000,000.00

b. Hire every effective physician in the United States at

an average salary of $S,000 a year 600,000,000.00

c. Buy every available bed in every non-government

owned hospital (368,046) 36S days each year (134,-

336,790 hospital bed-days), $S i>er day 671,683,950.00

d. Pay $2.50 per day for each and every government

owned hospital bed (1,051,781) 365 days in the year

(383,900,065 hospital bed-days) 959,750,165.50

e. Spend for drugs and medicines 168,565,887.50

Total $3,000,000,000.00

Medical Education

In addition to the above: The Bill provides (Sec-

tion nil):
“For the purpose of encouraging and aiding the advance-

ment and dissemination of knowledge and skill in provid-

ing benefits under this Act and in preventing illness, dis-

ability and premature death, the Surgeon General is hereby

authorized and directed to administer grants-in-aid to

nonprofit institutions and agencies engaging in research or

postgraduate professional education.

“For the purposes of this subsection there shall be avail-

able, for each calendar year beginning with the calendar

year 1944, an amount equal to 1 per centum of the total

amount expended for benefits from the Trust Fund, exclu-

sive of unemployment insurance benefits, or 2 per centum of

the amount expended for benefits under Title IX after

benefits under that title have been payable for not less than

twelve months, whichever is the lesser, in the last preceding

fiscal year.

“Such grants-in-aid, in such amounts and for payment
at such times as are approved by the Surgeon General,

shall be certified for payment by the Social Security Board
to the Managing Trustee, who shall pay them from the

Trust Fund to the designated institutions or agencies.”

Assuming that out of the $3,000,000,000, $600,-

000,000 is spent for administration and $2,400,-

000,000 is paid out in benefits, and that this meas-

ure is taken, the Surgeon General would have 2

per cent of this sum or $48,000,000 each year, to

spend for medical education and medical research.

Conclusion

Under the American system, American Medi-

cine, American Doctors, have developed the most

effective and the most widely distributed medical

care that has ever been provided for any com-

parable number of people anywhere at any time.

Free men, with fearless minds, progressively pro-

vided a higher and higher quality of medical care.

This better and better medical care has been con-

tinuously more widely distributed and made more

generally available. Many of the great historical

killing diseases have been conquered. Most of the

most deadly of the others are being brought under

control.

State medicine, political control of medical serv-

ice, always has meant, always will mean, for the

mass of people medical care through and by physi-

cians who are politically amenable rather than by

those with superior abilities and skills.

For the doctor. State medicine means abject

slavery; the necessity of catering to the ward com-

mitteeman or the precinct captain rather than to

the needs of the human beings who are his patients.

A Real Emergency
The doctors of the United States are faced with

a real emergency. If they understand, if they are

informed, and will inform their legislators and their

patients, they will become the final deciding factor

in the settlement of this issue.

There are two choices:

1.

They can demand a continuation of the practice of

medicine under the Christian concept of the sanctity

of human personality, The American Way, with con-

tinuing progress in the science of medicine and the art

of medical practice; or

2. They can refuse to be concerned and refuse to assume

their part of the responsibility. The result will be the

sacrifice of their medical heritage, becoming mere

pawns of politicians, the forfeiture of self-respect and

inevitable deterioration.

The decision means: Free Men or Slaves!

Wake up. Doctors of America!
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ORIGINAL ARTICLES
OLD AND NEW HORIZONS OF AMERICAN

TROPICAL MEDICINE*
Ernest Carroll Faust, Ph.D.

PROFESSOR OF PARASITOLOGY, DEPARTMENT OF TROPICAL
MEDICINE, TULANE UNIVERSITY OF LOUISIANA

NEW ORLEANS, LA.

The field of tropical medicine comprehends not

only the practice of medicine in warm climates but

also the scientific and practical knowledge accumu-

lated by medical investigators and practitioners in

the tropics and subtropics. The term “tropical

medicine” suggests that diseases in the tropics are

essentially different in their etiology from those

which are seen by the medical profession in tem-

perate zones, yet few diseases are peculiarly tropi-

cal in their distribution. Nevertheless, in many re-

spects the practice of medicine in the tropics is

quite unlike medical science and art which are

taught to medical students or practiced in the

United States and Europe. The differences are due

in part to the greater prevalence of certain infec-

tious and contagious diseases in the tropics; in part

to the lower standards of hygiene and public health

among native peoples in most warm countries; in

part to the greater opportunities of exposure to

pathogenic microorganisms; as well as to the fre-

quency of malnutrition, the enervating climate and

the greater susceptibility of human beings to infec-

tion. Thus, whatever may be the etiology of the

disease, in most cases its prevalence may be ex-

pected to be greater and its clinical expression more

severe in warm climates.

American tropical medicine encompasses medical

discoveries made by American physicians and sci-

entists, as well as the practical application of this

knowledge, not only throughout the warmer areas

of all the Americas, but likewise their leavening

effects on clinical and preventive medicine through-

out the world.

MEDICINE IN THE AMERICAS

Pre-Columbian Era. Long before Columbus
first sighted the New World or the European con-

querors undertook their mission of plunder and

“enlightenment,” there were native American civ-

ilizations of high culture, including medical lore

based on experience with endemic and epidemic

diseases. Even before the periods of the Toltecs,

Aztecs, Mayans or Incas, peoples inhabited the

*Read as the Opening- Address of the Third Ernest A.
Sommer Memorial Lectures, University of Oregon Medicai
School, Prtland, Ore., May 17, 1943.
Adapted in Part from the Presidential Address, Ameri-

can Society of Tropical Medicine, delivered Nov. 11, 1942
and published in American Journal of Tropical Medicine,
Jan., 1943.

Western hemisphere and developed relatively high

cultures.

Present day records, together with anthropologic

and ethnologic studies, provide relatively scanty in-

formation concerning the diseases which existed in

pre-Columbian America. The most notable extant

medical record is the Bodianus manuscript (Flores,

1886; Emmart, 1940), an Aztec herbal of 1552

which gives a relatively inclusive and unprejudiced

picture of medicine in Mexico at the time of the

Spanish conquest. It is the work of Martinus de la

Cruz and his collaborator, Juannes Bodianus. In

this herbal the following clinically recognizable

diseases were described: dysentery; intestinal hel-

minthiasis, intermittent fevers; pneumonia, which

produced decimating epidemics among the Toltecs

and Mayans in 1450 and 1454; cough with hemop-

tysis, possibly pulmonary tuberculosis; genito-

urinary diseases; hemorrhoids; angina, myositis,

toothache; diseases of the eye and ear; dermatoses,

including intertrigo, impetigo, prurigo, pityriasis,

psoriasis, alopecia, tiniasis, scabies, pediculosis,

myiasis and infestation with fleas (the nigua or

chigoe)
;
scorpion and snake venenation; halitosis.

Primitive medicine in Mexico was intimately as-

sociated with the gods of climate, fecundity, agri-

culture and medicine. Disease was believed to be

due to unclean bodies and to the wrath of the gods.

Physicians frequently called sorcerers in consulta-

tion. Hundreds of plant products of the high pla-

teau and of the tropical coasts were prescribed. As

in Chinese herb medicine, many of these were non-

specific, but a few empiricals are today known to

be valuable, as, for instance, ipecachuana root in

dysentery, infusion of chenopodium for intestinal

worms (“contra lumbricos”), quinaquina for inter-

mittent fevers and pine resin for scabies. As in

Greek and Roman practice, steam and sulphur

baths were commonly recommended, suggesting the

prevalence of skin disorders. Surgery included bone

setting, trepanning and trefining, the washing and

cauterizing of wounds.

The pre-Columbian records of Southern Mexico,

Yucatan and Guatemala described decimating pesti-

lences not today recognizable, although possibly an

avitaminosis, such as scurvy, may have been re-

sponsible.

In Peru the medicine of the Incas had developed

along the same general lines as that of the Aztecs

in Mexico but was less complex. Only simple un-

compounded herbs were prescribed. The potent
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action of quinaquina and cascarilla in alleviating

fevers was kept as a secret until the native physi-

cian Loja in 1643 revealed this information to his

Spanish neighbor Pedro Leiva in Quito. Possibly

it was due to this communication that an infusion

of quinaquina came to be administered to the

Countess of Cinchon and the drug came to be

known as “chinchona” (Tumburus, 1926). Peru-

vian medical lore extended through the highlands

of Bolivia, into the Gran Chaco, and as far to the

south as Cordoba, the ancient city in Central Ar-

gentina.

The nomad and semisavage tribes of Central and

South America in pre-Columbian times had no

medical lore of their own. Nordenskiold (1877) has

suggested that tertian malaria possibly existed

among the ancient Quichua and Aymara tribes of

the highlands of Peru and Bolivia in pre-Colum-

bian days and it is known to have been mildly in-

digenous there in the 16th and 17th centuries. As

a result of a study of the bones of the pre-Colum-

bian peoples of the coast of Peru, Hrdlicka (1914)

concluded that these peoples were much freer of

disease than an average white population of similar

numbers; they had no rickets and probably no

tuberculosis, syphilis or cancer. Nevertheless, there

is some suggestive evidence that verruga peruana

existed in the early peoples of the high Andean

valleys, since Zarate, Chancellor of Lima, reported

this disease as indigenous in 1543.

The question of the autochthonous origin of mal

de pinto is uncertain, although Cortez in a letter to

Charles V (Lorenza, 1770) stated: “In this country

of adventure there are rareties in the color of its

inhabitants which present variation in the same

individual.” Furthermore, Gastambide (1881) stat-

ed that it existed in South America before the Span-

ish conquest of Mexico. There is apparently no

indication as to whether certain present-day en-

demic diseases, as tick-borne typhus, tick-borne

relapsing fever, Chagas’ disease or American leish-

maniasis, existed in America before the advent of

the Spaniards or Portuguese. It is possible, how-

ever, that yellow fever may have become estab-

lished in Tropical America before the invasion of

the white man.

The Era of Conquest. From the very first con-

tact of Columbus with the shores of the New World

epidemic diseases assumed terrifying proportions

among the nonimmune natives. Successive expedi-

tions of the European conquerors, motivated by

plunder and religious fanaticism, ruthlessly mur-

dered the sun-worshipers and destroyed their civili-

zation. But diseases which came with the conquer-

ors, more than arms, reduced the resistance of the

natives and greatly simplified the conquest.

Following its introduction in 1507, smallpox ex-

terminated whole tribes in the West Indies within a

few years. Cortez brought the pestilence to the

Mexican plateau in 1520, with the result that there

were 3,500,000 deaths. For the next three centuries,

and particularly after the importation of negro

slaves into the islands and mainland of the Atlantic

coast of America, smallpox became hyperendemic.

Except for Antigua, Jamaica and the North Ameri-

can colonies, where vaccination was early intro-

duced and generally carried out, this disease was

both endemic and epidemic.

Measles also had a high death rate. This disease

was introduced into the Mexican high plateau in

1531, soon spread to Guatemala and wiped out

many populous cities. During the sixteenth century

it was introduced into South America and frequent

epidemics occurred in the Rio Plata States, in Chile

and Peru.

Mumps first appeared in epidemic form in the

high plateau of Mexico in 1560 and caused con-

siderable mortality.

Epidemics of influenza swept through Southern

Mexico and Guatemala in 1532, 1559-1560 and

1576, after contact with the conquerors and shortly

after the great epidemics in Europe (McBryde,

1940).

Although it is a debatable point, syphilis prob-

ably did not reach the Western Hemisphere until

the advent of the Spanish and Portuguese. As late

as 1855-1874 Indian tribes in the interior, who had

no contact with the white man, were free of syphilis.

Even though tuberculosis may possibly have been

present in the form of Pott’s disease in Mexico,

Guatemala and Peru before the conquest, pulmo-

nary and glandular forms of the disease were either

lacking or were very uncommon among the natives

of the high plateaus from Mexico to Chile. There-

after it became a major disease.

Typhus fever was introduced into Mexico in

1526 and soon spread to Central America. It has

never since become extinguished in these countries.

The disease may have been transported across the

Atlantic as the murine (i.e., rat flea-transmitted)

type, but almost immediately it became adapted to

direct man-to-man infection through human lice.

Typhoid fever and probably also paratyphoid

have been prevalent in North America, Mexico,

Central America, the West Indies and all of South

America since the early days of the conquest, but

accurate diagnosis of the infection was lacking until

relatively recent years. Today it is still an impor-
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tant clinical and public health problem south of the

Rio Grande.

In addition to the diseases brought by the con-

querors themselves, the importation of negro slaves

to the warm climates of the Western World intro-

duced the diseases of the African Continent. These

first appeared in the West Indies which very early

became the trading center for the Americas. Al-

though the negroes themselves were more or less

tolerant to their own diseases, they passed them

on to the less tolerant whites and soon to the wholly

nonresistant natives who succumbed in large num-

bers.

Malaria may have been brought to the New
World on the first voyage of Columbus. It is

claimed that he contracted it on his second voyage

and became comatose (L’herisson, 1935). Certain

it is that with the importation of negro slaves it

developed to fulminating proportions. With the

negro as a relatively immune carrier, from the

earliest contacts malaria spread in epidemic pro-

portions through the Spanish and British islands

of the Antilles and became established along the

Gulf and Caribbean coasts of Mexico, Central

America and in South America to Southern Brazil.

The estivoautumnal type became known during the

colonial period as “intermittent cerebral pernicious

fever,” and tertian malaria as “acclimatization

fever.”

Yellow fever first became epidemic in the West

Indies in 1635, on the island of Guadeloupe, but

soon appeared in epidemic form on several other

.Antilles (Barbados, 1647; St. Kitts, 1652; Jamaica,

1655; St. Domingo, 1656; St. Lucia, 1665). Before

the end of the 17th century it had reached Brazil

(1685), Venezuela (1696), Boston, Philadelphia

and Charleston (1693). The first New Orleans epi-

demic did not occur until 1791.

The negroes brought yaws (frambesia), hook-

worm disease, Bancroft’s filariasis, Manson’s schis-

tosomiasis, and Guinea worm infection, and con-

tributed to the importation of leprosy, especially

to the native population of the Gulf and Caribbean

Coasts of Mexico, Central America and northern

South America. Yaws was first observed in Brazil

early in the 17 th century and probably came from

West Africa. Clinical hookworm disease (“mal de

estomac” of the French colonials) in the black race

(Necator americanus infection) was recorded from

the West Indies and the Guianas by the British and

French physicians early in the 18th century and

was probably introduced much earlier. Bancroft’s

filariasis was first observed in Rio in 1835, twenty-

four years after Chapotin discovered it on the island

of Mauritius. Manson’s schistosomiasis was not dis-

covered until the beginning of the 20th century, in

a former resident of Antigua, by Manson himself

(1902). Its presence in Puerto Rico was confirmed

by Gonzalez Martinez two years later (1904).

Apart from the possible contribution of pre-

Columbian migrations of Asiatic peoples to the

native American list of diseases, three diseases af-

fecting the American tropics had their origin in

Asia, although their introduction was indirect.

These were cholera, plague and leprosy.

Cholera first came to the Western Hemisphere

from Europe during the second pandemic (1826-

1837). In October, 1832, it reached New Orleans,

spread up the Mississippi valley and to the Pacific

Coast, and during the following year it appeared

in Havana and from there spread to Mexico. In

1835 it occurred incidentally in Guiana and by

1837 was epidemic in Nicaragua and Guatemala.

During the third pandemic (1846-1863) cholera

reached New Orleans in 1849 and from there it

spread to Mexico, Panama, Colombia and Ecuador.

By the next year it was widely distributed through-

out the Antilles. The fourth pandemic (1865-1875)

was disseminated along the trade routes from Mar-

seille and Bordeaux (1865) to the West Indies,

and from New Orleans (1866) to Central America.

By 1868 it had become widely distributed in lower

South .America.

Bubonic plague was first officially recognized in

the Americas at Asuncion, in Paraguay, in 1899.

Since that year it has erupted from time to time in

relatively mild epidemic form in practically every

American country from the United States to Ar-

gentina, with a total number of human cases esti-

mated at 57,000 through the year 1938. Meanwhile

foci of more or less silent murine and other rodent

reservoirs have become established in the Western

United States and in several countries of South

America.

Chinese immigration to the Western United

States and to Latin America undoubtedly provided

a source for some of the leprosy which has devel-

oped in the American tropics, but the actual amount

cannot be readily assessed.

Thus, the conquest of the Western hemisphere,

with the introduction of slave labor and extensive

trading between the Old and New Worlds, intro-

duced diseases of the white and black races to

which the Amerind population was nonimmune. As

a result the natives of the West Indies and the low

coastal areas of the mainland were practically ex-

tinguished. Those who lived inland, especially in

the more isolated highland areas, had a better
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chance of survival, and constitute the extant native

American stock.

The Era of Colonization and Emancipation.

At first the settlements in the Western Hemisphere

were almost exclusively for the purpose of exploita-

tion and profit by the European sovereigns, under

whose aegis the conquests were made, but before

long successful traders and planters became influ-

ential factors in the development of the land. Dur-

ing this entire period, almost to the end of the 19th

century, Gaitan (1941) has stated that the history

of medicine was the history of plagues, obstacles

and catastrophes. Hospitals and asylums were

erected to house the sick, while ordinances cmd

laws were enacted in attempts to control epidemics.

Medicine, hygiene and public health were not

branches of an exact science but were based on

experience and expediency, with scanty essential

information concerning the etiology and epidemiol-

ogy of the prevalent diseases.

In addition to the recurrent epidemics of yellow

fever and later of cholera and to the hyperendemic-

ity of smallpox, measles and typhoid, there was a

full complement of other diseases of widespread

endemicity, including malaria, tuberculosis, syphilis

and yaws, dysentery, intestinal helminthiasis and

tetanus neonatorum in the tropical lowlands and

pneumonia and typhus in the highlands.

Among the more important workers in tropical

diseases during this formative period in the Ameri-

cas were the following: the Ecuadorian herb doctor,

Francisco de la Cruz, who condemned quackery,

attended the sick and attacked epidemic disease;

the Dutch physician in Brazil, Wilhelm Pies, who

(1648) distinguished between syphilis and yaws,

described the spastic complications of beriberi, re-

garded dysentery as a familial disease, treating it

with ipecachuana, and accurately described the

lesions produced by the chigoe; the friend of Boli-

var, Jose Maria Vargas (born 1786), educator and

pioneer in tropical medicine in Venezuela; the Peru-

vian surgeon, internist, educator and student of

Andean diseases and climatology, Jose Hipolito

Unanue (1755-1833); the French medical officer,

Bayon, who made noteworthy contributions (1770-

1777) to the climatology and diseases of French

Guiana; the Philadelphia physician, Benjamin

Rush (1745-1813), who was a brilliant clinical stu-

dent of yellow fever, remittent and intermittent

fevers; Otto Wucherer (1820-1873), who pioneered

in Brazilian tropical medicine; Joseph Leidy (1823-

1891), Philadelphia physician and first distin-

guished parasitologist in the United States; and

Daniel Carrion (1850-1885) clinical medical stu-

dent of Peru who inoculated himself with the or-

ganisms of verruga peruana, in order to have ma-

terial for his thesis, and became the first scientific

martyr of the Western Hemisphere.

During this four-century-long period of coloniza-

tion and emancipation in the Americas substantial

development and growth of the colonies had taken

place. Many countries had freed themselves from

European domination and were evolving autono-

mous democratic governments. Slaves had been

freed and liberalizing changes in the social and eco-

nomic fabric were in progress. The last decade of

the 19th century brought brilliant discoveries in

the etiology and epidemiology of many infectious

diseases. Then came the Spanish-American War
which dissolved the smug isolation of the United

States and initiated a new era for tropical medicine

in the Western hemisphere.

The Era of Medical Triumphs. During the

last decade of the 19th century the epochal dis-

coveries in bacteriology, animal parasitology and

medical anatomology opened new avenues for the

control of epidemic diseases. Practical expression

of these important discoveries was found in the

reorganization of national departments of health

in many of the American republics. Yellow fever

and malaria, and then plague (1899) and hook-

worm challenged the Americas. The history of the

achievements in tropical and preventive medicine

in the Western hemisphere during the present cen-

tury has often been recited and need not be elabo-

rated here. Referring to yellow fever. Professor

Afranio Peixoto has clearly pointed out (1941);

“Spain was not able to exterminate yellow fever,

even though Carlos J. Finlay had pointed out the

way. The French failed economically in Panama

because they had failed scientifically. Then Amer-

ica came forward with her own resources.”

The most recent triumph in tropical medicine has

been that of the eradication of Anopheles gambiae

from Brazil. Brought from Dakar, West Africa, to

Natal, Brazil, in 1930, this dangerous invader be-

gan to breed and spread rapidly, and was found

capable of transmitting malaria to all human vic-

tims who were bitten, whereas the native anophe-

lines of the area produced malaria in only about 5

per cent of the population. Brazil, and ultimately

all of Tropical America, faced a major calamity.

The Brazilian government and the Rockefeller

Foundation labored conjointly in killing adult A.

gambiae and in carrying out larvicidal measures.

By 1941 success was complete and the impending

disaster was stemmed.

The names of distinguished contributors to tropi-
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cal medicine in the Americas during the last five

decades are almost legion. Only a few representa-

tives need be mentioned in passing. Finlay, Reed,

Guiteras, Oswaldo Cruz, Gorgas and Carter made

epochal contributions to the epidemiology and con-

trol of yellow fever, and more recently the large

group of workers under the direction of the Rocke-

feller Foundation, in association with Latin Amer-

ican State agencies, has continued and enlarged

these studies. In malaria outstanding workers in-

clude Bass, Barber, Carter, Craig, Clark and Dar-

ling. In plague there were Oswaldo Cruz, Chagas,

Eduardo Liceaga, Jose Penna, McCoy and IMeyer.

Typhus and spotted fever contributed Ricketts,

Maxey, Wolbach, Gonzalez-Herrejon, da Rocha

Lima, Dyer, Zinsser, Mooser and Ccistaneda. In

amebiasis there have been Councilman and Lafleur,

Craig, James, and Castex and Greenway. Distin-

guished investigators in American trypanosomiasis

have included Oswaldo Cruz, Chagas, Mazza and

Ezekiel Diaz; in American leishmaniasis. Linden-

berg, Vianna and Pessoa. In bacillary dysentery

there have been Flexner, Gay and Jordan. Tropical

anemia and hookworm disease produced Adolpho

Lutz, Ashfold, Stiles and Cort. Manson’s schisto-

somiasis called forth important contributions from

Gonzalez Martinez, Piraja da Silva, Risquez, Adol-

pho Lutz, Iturbe, Maciel, and American investiga-

tors working in Puerto Rico. Onchocercosis has

been elucidated by Robles, Ochoterena, Strong,

Carlos Hoffmann and Dampf. Mycotic infections

have produced significant contributions from Ra-

phael Rangel, Gilchrist, Vianna and Almeida. De-

ficiency diseases have been studied by a large group

of distinguished workers.

Nor have the contributions to tropical medicine

made by Americans been confined to the Western

hemisphere. Many fundamental scientific studies

and numerous practical contributions to clinical

and preventive tropical medicine have been made
by American workers under various agencies in

China, the Philippines, the Malay States, Java,

Sumatra, Micronesia, India, Iraq, Iran, Syria, Pal-

estine, Egypt, Greece, the Balkans, Italy, Spain,

Portugal and Tropical Africa.

Many American physicians have served the sick

and contributed to the control of epidemic diseases

in missionary hospitals in China, India, Persia, Ara-

bia, the Sudan and the Belgian Congo. Few of their

names are found in “American Men of Science,”

but their pioneer and frequently single-handed ef-

forts deserve more than this brief record. Members
of American medical schools and hospitals outside

the Western hemisphere, as the Peiping Union

Medical College and the American University at

Beirut, Syria, have availed themselves of unusual

opportunities to study tropical diseases like schis-

tosomiasis and kala-azar. Similarly, U. S. Army
officers in the Philippines and workers in the Bu-

reau of Science in Manila have made outstanding

contributions, including those of Ashburn and

Craig, Vedder, Siler, Strong, Walker and Sellards

and many others. Gorgas conquered the scourge of

pneumonia on the African Rand after he had

brought yellow fever and malaria under control in

Panama. Moreover, the expeditions of the Harvard

group to Africa and to the Amazon, and of the

Kala-Azar and Hookworm Commissions to China

have enriched the world’s knowledge of tropical

medicine. Finally, the International Health Divi-

sion of the Rockefeller Foundation has for a quar-

ter of a century been the leavening influence in

measures to control hookworm disease and malaria

throughout the tropics and in the elucidation of

yellow fever in endemic zones in Africa as well as

in South America.

Institutions for research and teaching of tropical

medicine, hygiene and public health have developed

in almost every country in the Western hemisphere

from Argentina to the United States of America.

Of all these the Institute Oswaldo Cruz deserves

particular mention because of its pioneer research

in tropical medicine.

THE NEW HORIZONS OF AMERICAN TROPICAL

MEDICINE

Within the past year and a half our theaters of

military operations have precipitated us into tropi-

cal areas and have brought hundreds of thousands

of our armed forces into direct contact with the

entire gamut of tropical diseases. In some of these

areas the incidences and epidemiologies of the

prevalent diseases have been adequately forecasted,

as, for example, in North Africa, the Near East,

India and Burma. Immunization and other control

measures against typhoid fever, tetanus, smallpox,

yellow fever, typhus, plague and cholera have been

strikingly successful up to the present moment. In

other areas, as in the South Pacific and Southwest

Pacific, our forces have encountered certain tropi-

cal diseases in epidemic, frequently fulminating

clinical form never previously experienced by the

white man, as Bancroft’s filariasis, Japanese river

fever and yaws. Moreover, in all tropical theaters

malaria has been the most important disabling fac-

tor. This has been the case in Tropical Africa, on

Bataan, in the Solomons and in New Guinea.

We face the terrific responsibility of providing

men fit to fight relentless foes, whose waste of
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human life, including their own, has been beyond

our comprehension. In order to accomplish this

task we harden the sinews of our men and train

them in the tactics of warfare before sending them

overseas. Then they must be acclimatized before

being placed in battle areas. The first part of this

problem has been solved satisfactorily, but the

second part has in some respects fallen down as a

result of diseases contracted behind the battle zones,

diseases which reduce the effective strength to a

fraction of that needed for combat. This imfavor-

able balance in the account is not a criticism of the

Medical Corps of our armed forces, who have car-

ried out an unusually difficult assignment with

courage and intelligence. Nor is the individual

marine, sailor or soldier particularly responsible.

Nevertheless, we must face the facts that disease

casualties, together with the debilitating effects of

strenuous work in an enervating climate, are and

will be high, thus requiring an unusual number of

replacements.

Some of the casualties are being recuperated in

base hospitals back from the fighting fronts, but

many others are being returned to the United States

for rehabilitation. Thus, fighting men who have con-

tracted disease in tropical climates are now being

brought home in increasing numbers. Here they

will be given skilled, gentle, sympathetic medical

care and many of them will recover from their

wounds, their tropical diseases and their neuroses.

Yet there is the possibility that some of the diseases

may become established in our own country, pro-

vided proper environmental conditions are present.

It is too early to estimate the extent of this hazard,

but public health workers, hospital administrators,

physicians and even laymen are manifesting in-

creasing concern.

At this moment, when campaigns in the United

States against malaria mosquitoes are bearing

fruit, especially in the vicinity of army posts, health

authorities are undertaking a fight against the yel-

low fever mosquito, Aedes aegypti, in the South-

eastern and Gulf Coast areas. A similar attack

should also be directed against the common house

mosquitoes, Culex fatigans of warm climates and

Culex pipiens of temperate zones, to safeguard

against the possible establishment of Bemcroft’s

filariasis, cases of which are now being brought

back from the South Pacific in considerable num-

bers.

All of these problems in tropical medicine have

become our American problems, whether we want

them or not. What are we doing about them and

what can we do to meet our responsibilities?

First of all, military medical ofjicers should be

given instruction in tropical medicine in the form

of basic lectures, laboratory diagnosis and clinical

experience or demonstrations before going overseas.

This training has been made available to limited

groups in the Army and Navy medical centers and

more recently in the Department of Tropical Medi-

cine at Tulane University. These medical officers

have been specially selected from many hospitals

and training centers throughout the country and in

many instances on return to their posts will instruct

other physicians in their stations before they are

sent out of the country.

In the second place, nearly one hundred medical

school instructors have taken two months of in-

tensive training in the Army Medical School and

in Tulane University, for the purpose of organizing

or reorganizing Courses in Tropical Medicine for

clinical students in their respective schools. This

will provide basic training for the thousands of

medical students who in the accelerated medical

school programs will soon be young officers in the

military forces.

A third aspect of this comprehensive problem is

now getting under way, namely. Postgraduate In-

struction in Tropical Medicine for civilian physi-

cians, provided by authoritative articles in leading

medical journals, by addresses at medical assem-

blies and by special guest lectures before clinical

groups. This is a very important aspect of the

problem, since the physician in private practice

will bear an increasing load of responsibility in the

recognition, accurate diagnosis, appropriate treat-

ment and control of diseases which were not usually

within his previous experience.

Thus, American medicine can no longer regard

tropical medicine as an unwanted foundling. It must

not only nurture this child; it must adopt it as its

very own. As a result of this new challenge Ameri-

can medicine is developing a new stimulus, that of

being the guiding force in the eventual control of

tropical diseases throughout the world.

SULFATHIAZOLE USED FOR PYURIA
Good results from the use of sulfathiazole in the treat-

ment of pyuria (pus in the urine) in 3 newborn boys are

reported by Alfred Florman, M.D., and Murray H. Mass,

M.D., New York, in The Journal of the American Medical

Association for July 3.

In all cases bacteria were present in the urine. In 2 of

the 3 jaundice was present and in 1 infant there was

infection of the blood stream. These patients were treated

with sulfathiazole and recovered in about two weeks in

place of the five to six weeks needed for recovery before

the use of sulfathiazole. The authors also stress that the

physiologic changes taking place in the early infancy period

are likely to lead to urinary infections at this early age.



August, 1943 ACNE—STRAUMFJORD 219

VITAMIN A: ITS EFFECT ON ACNE
A STUDY OF ONE HUNDRED PATIENTS*

Jon V. Straumfjord, M.D.

ASTORIA, ORE.

The term acne is here used to designate chronic

and recurrent papular and pustular lesions of the

pilosebaceous follicle. It is usually qualified by

various terms which indicate its prevalence, de-

scribe the character of the lesions or imply certain

theories of pathogenesis. Although the literature

is voluminous, precise knowledge of the pathogene-

sis of acne appears to be meager and current classi-

fications of the lesions seem to add little to the

understanding of the disease or to the effectiveness

of the treatment. The methods of therapy are ad-

mittedly inadequate. “Most dermatologists will

agree that none of the present methods of therapy

cures acne vulgaris. . . . Effective dermatologic

treatment is able in most cases to keep the cutane-

ous disease under control and to maintain a good

cosmetic result, while the disease is running its

own natural course to a spontaneous cure.”^

The many heterogenous^ factors playing a pur-

ported role in the pathogenesis of acne include

heredity,^ puberty,* endocrine disturbances,® sebor-

rhea,® infection,^ diet and digestive disturbances,®

disturbances in water balance,® “hyperactivity of

the parasympathetic nervous system,”*® “the psy-

choneurogenous component,”** “the allergic ele-

*From the Clinical Studies Foundation, Astoria.
A preliminary report of this study was made at a meet-

ing of the North Pacific Society of Internal Medicine at
Seattle, Wash., March 22, 1941.
Indebtedness is given to my associates. Dr. Frank E.

Boyden and Dr. Allen M. Boyden ; for assistance to Dr.
Henry Borsook, Professor of Biochemistry, California In-
stitute of Technology, for much helpful criticism in prep-
aration of the manuscript, and to Dr. Thomas S. Saunders,
Portland, for pertinent suggestions.
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merit, ”*2 and exogenous substances such as iodine,*®

bromine,** coal tar derivatives*® and oils.*® Acne
has been variously attributed to an insufficiency or

an excess of each of almost all the known hormones,

singly or in various “unbalanced” combinations®. In

general, the insufficiency, excess or imbalance can-

not be ascribed to any known or detectible cause.

The importance of diet and digestive disturb-

ances has been variously appraised.** The role of

excessive intake of fat has been emphasized re-

cently by Sutton*® and the observed benefits of fat

restriction have led him to postulate that acne is

an “epidermal pustular lipoidosis,” a disturbance

in lipoid metabolism, resembling the disturbance

in carbohydrate metabolism in diabetes mellitus

which can be controlled by limiting the intake of

fat. This lipoid disturbance is said to be accom-

panied by a “hypothyroidism” which is brought

about, in part, by the thyroxin-inhibiting effect of

vitamin A, resulting from the overstuffing of adoles-

cents with cod liver oil and vitamin A concen-

trates.

In support of this theory no evidence is pre-

sented that the fat metabolism is different in the

acne-afflicted and the acne-free. In fact, a study

of the fat tolerance as indicated by blood choles-

terol changes, following the ingestion of fat, failed

to reveal any difference in tolerance in patients
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breast receive about half their calories in the shape

of fat^® and yet acne is so rare in them and in young

children that only a few reports^^ have appeared.

The diet of the Eskimo is essentially fat and pro-

tein-^ and Rabinowitch is cited as authority for the

statement that no case of acne was seen among

1500 Eskimos.^®

The acne-associated “hypothyroidism” cannot

be reasonably attributed to antagonism between

vitamin A and thyroxin, for no actual inhibition

of thyroxin by vitamin A can be demonstrated

experimentally-^ and it has not been observed that

hypothyroidism is induced in patients who have

taken large doses of vitamin A. The acne-free

Eskimo, “who lives after the manner of his father,”

not only ingests much fat but also consumes 50,000

international units of vitamin A daily Whatever

the role of diet may be, it seems unlikely that the

basic food factors of proteins, carbohydrates and

fats play a primary causative role because acne is

both present and absent in groups of people sub-

sisting on diets differing widely in respect to these

constituents.

The use of vitamins in the treatment of acne is

generally regarded as of little value except “when

specifically indicated by definite symptoms of vita-

min deficiency.”^® Aggravation^^ and improvement^®

in acne have been reported following the adminis-

tration of vitamin A. Although vitamin D seems to

exert some beneficial effect on acne,®® Simpson®®

remarked that the larger the dose and the larger the

series, the poorer the result seemed to be. Some con-
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stituents of the B-complex appear to influence the

activity of the sebaceous glands and patients with

acne seem to be benefited by the administration of

yeast, certain liver extracts and especially pyri-

doxine.®^ It is to be noted that the pyridoxine treat-

ed patients did not present any known “symptoms

of vitamin deficiency.”

In sharp contrast against the background of the

confused and complex clinical characterization of

the causation of acne is the singularly uniform and

simple histologic picture of its primary lesion.

“Acne is characterized in the first stage by an

even hyperkeratosis of the epidermis which spreads

to the openings of the follicles and leads to the

formation of comedos.”®® This basic®® follicular

hyperkeratosis precedes the development of acne

papules and pustules and remains after they have

disappeared .®'*

Unna’s detailed description®® of the primary his-

tologic changes in acne differs in no important way

from the descriptions of the follicular lesions attrib-

uted to vitamin A deficiency.®® This is particularly

evident when we compare figures depicting acne

lesions®® and the cutaneous lesions of vitamin A
deficiency.®^ This similarity has been pointed out

by Radhakrishna Rao®® and others. The cutaneous

lesions which have been shown to respond to vita-

min A administration, those of keratomalacia,®®
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phrynoderma,^® pityriasis rubra pilaris^^ and kera-

tosis follicularis (Darier’s disease) present a

common histologic characteristic, hyperkeratiniza-

tion of the pilosebaceous follicle, which is also a

histologic feature of acne.

Mumford^^ emphasized that acne vulgaris was a

symptom and not merely a local skin disease. He

stated that “follicular perniosis, as shown by a pin-

point hyperkeratosis with minute areas of capil-

lary stagnation, was found on the pulvinar areas

and posterior upper arms.” The massive follicular

lesions in phrynoderma and their relation to vita-

min A are well known. Structurally identical fol-

licular lesions, but less extensive, less severe and

often only “pin-point” in size, are found in a high

percentage of patients in our practice.^^

.-\n attempt to correct this mild follicular hyper-

keratosis with the oral administration of vitamin

A, begun in 1937, led to the surprising result that,

although the lesions were relatively small and the

patients were generally well nourished, the response

to daily administration of 100,000 units of vita-

min A was often extremely slight. When this dose,

however, was continued over many months, unmis-

takable diminution or disappearance of the lesions

was observed. During the course of observation on

the recession of the lesions of follicular hyperkera-

tosis, disappearance of acne was noted.^’ This led

to the study reported in this paper.

MATERIAL AND PROCEDURE

During the last five years, some three hundred

patients with acne were seen in our practice. A
fairly detailed history was obtained, the usual

clinical examinations were made, and vitamin A
in high dosage was prescribed. Many of the patients

moved away, joined the armed forces or failed to

report. In 100 cases, however, the data obtained

were sufficient for analysis (tables 1-5). Only

patients who had taken vitamin A for six months or

more were included. Fifty had stopped treatment

(table 1) and 50 were continuing (table 2).

40. Nicholls, Li. and Nimalasuriya, A. : Treatment of
Eye, Skin and Mouth Lesions Due to Vitamin Deficiencies.
Indian J. M. Research, 27:705-710, Jan., 1940.

Frazier, C. N. and Li, H. C. : Vitamin A Deficiency in
Man

;
Resolution of Cutaneous Lesions Following Par-

enteral Administration of Carotene. Chinese M. J., 54:
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Ninety were females and 10 males. Thirty-six

were under the age of twenty; 45 between twenty

and thirty, and 19 above the age of thirty. Thirty-

eight had had the eruption for four years or less;

28 for a period ranging between five and nine

years; 34 for ten years or more, of whom 18 had

had it for fifteen years or more (table 3).

Table 1. A Distribution of 50 Patients, Who Had Discon-
tinued Treatment, in Relation to Severity of Acne, Dura-
tion of Treatment and Restdt at Termination of Treat-
ment.

Duration of Severe Mild
Treatment W. B. S. W. B. S. Total
6-11 mo 5 11 9 4 1 21
12-17 mo 8 0 0 7 5 0 20
18-23 mo 1 0 0 3 1 0 5

24-35 mo 2 0 0 2 0 0 4
Total 16 11 21 10 1 50
W. (“well”) 74 per cent. B. (better) 22 per cent. S. (un-

improved) 4 per cent.

Table 2. Distribution of 50 Patients, Who Were Continu-
ing Treatment, in Relation to Severity of Acne, Duration
of Treatment and Restdt of Treatment at the Time of
Last Observation.

Duration of Severe Mild
Treatment W. B. S. W. B. S. Total
6-11 mo 9 2 0 6 1 1 19

12-17 mo 7 0 0 2 1 0 10
18-23 mo 3 2 0 3 0 0 10
24-35 mo 4 1 0 3 0 0 8
36-47 mo 1 0 0 2 0 0 3
Total 24 5 0 18 2 1 50

W. (“well”) 84 per cent. B. (better) 14 per cent. S. (un-
improved) 2 per cent.

Table 3. Distribution of 100 Patients in Relation to Dura-
tion of Acne Before Treatment, Duration of Treatment,
and Results of Treatment.

Duration of Treatment in Mos., Result
Duration of Acne 6-11 12-17 18-23 24-47

before Treatment W. B. W. B. W. B. W. B. Total
2 *

4 yrs. or less 11 2 74 52 50 38
1 *

5-9 yrs 82 80 41 40 28

10-14 yrs 52 60 10 20 16

15 yrs. or more 52 32 20 31 18

Total 29 11 24 6 12 3 14 1 100

Patients were unimproved. W. signifies “well”; B.,

“better.”

Twenty-five had acne on the face, back and

chest; 31 on the face and back; 7 on the face and

chest; 33 on the face only; 2 on the back only;

and 2 on the back and chest only. Thus there were

96 who had eruptions on the face.

Those who had extensive eruption and consider-

able scarring were considered severe, irrespective

of the duration of the acne. The others were con-

sidered mild.

Twelve had been given roentgen treatments by

dermatologists several years previously. The num-

ber of treatments varied between three and eigh-

teen. In four instances facial telangiectases had

developed, following the roentgen treatments. Dis-

figuring acne had persisted, although somewhat less

severe than before.
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Vitamin A was prescribed in almost all instances

in a daily oral dose of about 100,000 international

units to be taken at bedtime. Halibut liver oil cap-

sules were prescribed in the early part of this study.

Later, tablets, made from a molecular distillate and

containing about 30,000 units of vitamin A per

tablet, were used.

During the past three years a 100,000 unit cap-

sule has been available. Oil containing 100,000

units per teaspoonful wcis also employed. In a few

cases intramuscular injections of sterilized vitamin

A concentrate were given in varying dosage. Oral

doses of 200,000 to 300,000 units were used in a

few instances but the response to the injections and

the higher doses did not seem to be better than that

to the 100,000 unit dose. For this reason a daily

oral dose of 100,000 units was used in most of the

cases.

No local measures were employed or advised.

No dietary instructions or other medication were

given except in isolated instances where other indi-

cations were present. Seven of the patients were

cases of pregnancy who received usual antepartum

care, none of whom, however, received vitamin D
in addition to the vitamin A.

The therapy in these one hundred cases was es-

sentially the daily supplementation of the patient’s

usual diet with about 100,000 units of vitamin A.

In discussing the treatment with patients, it was

emphasized that a long time was necessary to ob-

tain a satisfactory result. They were requested to

report at intervals of about three months. Coopera-

tion was better in those who had severe or long

standing acne. Most of the patients who discon-

tinued treatment before they were well were mild

cases (table 1).

RESULTS

The evaluation of the results of treatment was

somewhat difficult. The three areas—face, back,

and chest—did not respond at the same rate. In

some, the face became entirely free long before the

back. In others the back cleared up before the face.

In some women with severe acne almost complete

recovery occurred relatively quickly, yet occasional

acne lesions continued to recur at menstrual periods

for a long time after the major manifestations of

the disease had disappeared. Inasmuch as many
persons who are regarded as free from acne have

occasional acne lesions, it seems justifiable for the

purposes of evaluation of the result of treatment to

group together those who were entirely free and

those with an occasional acne lesion and refer to

them as “well.”

Thirty-six patients became entirely free from

acne while under treatment and 43 more became

free except for an occasional acne papule or pus-

tule (“well,” tables 1 and 2). The time elapsing be-

tween beginning of treatment and occurrence of

entire freedom from eruptions was noted for 28 of

the 36 patients. Sixty-four per cent of these became

free in nine months or less and 89 per cent in

twelve months or less (table 4).

Although the time and rate of recovery from

the eruptions differed for the face, back and chest,

the result of treatment in the whole group was not

materially different for the various areas. The re-

sult is, therefore, given for the face except in four

instances, where the result evaluated is for the back.

Table 4. Distribution of 28 Patients Who Became Entirely

Free from Eruptions During Treatment, in Relation to

Severity of Acne and Number of Months of Treatment
Completed When Recovery Occurred.

Number of Months of Treatment Corn-
Severity pleted when Recovery Occurred
of.\cne 1-3 4-6 7-9 10-12 13-18 Total
Severe 1 3 3 4 1 12

Mild 5 3 3 3 2 16

Total 6 6 6 7 3 28
Table S. Distribution of 37 Patients Who Had Become Free

or Almost Free from Eruptions and Who Had Discon-
tinued Treatment, in Relation to Recurrence or Non-
recurrence, Duration of Treatment, and Number of
Months Elapsed After Cessation of Treatment.

Number of Months Elapsed after Cessation
Duration of of Treatment
Treatment 1-3 4-6 7-12 12-35 Total
in Months R. N. R. N. R. N. R. N.
6- 8 4 0 0 0 1 0 1 1 7

9-11 1 0 1 0 1 2 0 3 8

12-17 33 24 03 00 15

18-35 1 0 1 3 0 1 0 1 7

Total 93 47 26 15 37
R. signifies recurrence; and N. non-receurrence.

It is important to point out that the “duration

of treatment” (tables 1, 2, 3, 5) does not respresent

the attainment or failure to attain any fixed result

but rather the willingness of the patient to con-

tinue the therapy. In some instances the acne had

long since disappeared but the patient continued

the same intake of vitamin A for other reasons.

The indicated status of the patient is that obtaining

at the termination of treatment in the group who

had discontinued treatment (table 1) and at the

time of last observation, which also fixes the “dura-

tion of treatment,” in the group who were continu-

ing the high intake of vitamin A (table 2).

Of the 37 “well” patients in the group who had

stopped treatment (table 1), 16 had recurrences of

the eruption. Nine of these had had less than one

year of treatment. In nine the recurrence occurred

in three months or less after stopping treatment.

Of the 21 patients in whom no recurrences were

observed, 18 had been under observation more than

three months after stopping treatment and 15 of

them had had a year or more of treatment (table45a. From Bioproducts, Inc., Astoria, Ore.
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Fig. 1. Girl, age 13, with acne of three years duration.

PhotograiJh taken one month after beginning of treatment.
Fig. 2. Same patient as figure 1. Photograph taken nine

months after beginning of treatment. Note that the erup-
tion is worse.

Fig. 3. Same patient as figures 1 and 2. Photograph
taken eighteen months after beginning of treatment. Note
that there are only a few active lesions.

Fig. 4. Girl, age 17, with acne of four years duration.
Photograph taken at beginning of treatment.

Fig. 5. Same patient as figure 4. Photograph taken
seven montlis after beginning of treatment.

Fig. G. Boy, age 17, with acne of five years duration.

Photograph' taken at beginning of treatment.
Fig. 7. Same patient as figure G. Photograph taken nine

months after lieginning of treatment.
, , ,

Fig. 8. Married woman, age 2G. Onset of acne at age of

13 became severe following first pregnancy at age of 17.

Photograph taken one month after beginning of treatment.

Fig. 9. Same, 19 months after beginning of treatment.
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5). No recurrences were observed in those who had

become free of their eruptions and who were con-

tinuing treatment.

A definite aggravation occurs in many during the

early stages of treatment (figs. 1, 2, 3), This efflor-

escence usually lasts only a month or two but

occasionally longer. It occurs more frequently in

those who present many comedos and projecting

hyperkeratinized follicular openings. The exacerba-

tion is often associated with the appearance of in-

durated papules in previously free areas on the

back, shoulders and thighs. These do not suppu-

rate but remain a variable length of time and

gradually disappear, often to reappear in appa-

rently identical areas. At times, small, firm, ovoid

cores can be expressed. When examined micro-

scopically, these are found to be composed of lay-

ers of keratinized flattened cells.

As the intake of vitamin A is continued the for-

mation of new comedos, papules and pustules grad-

ually recedes (figs. 1-9). Usually definite improve-

ment is noticeable after about three months, al-

though at times six or more months may elapse

before definite benefit is seen. In the indurative

type of lesions the first change usually noted is the

formation of smaller, more superficial nodules

which eventually disappear. Hypertrophic scars

(keloids) slowly diminish and gradually become

level with the unaffected epidermis and later often

scarcely discernible.

The oiliness of the skin gradually diminishes

and is often followed by a stage in which the skin

becomes dry and continues to present a superficial

desquamation. This change in the fat excretion is

always very noticeable but is often long deferred.

Recurrent papules and rarely pustules may appear

long after the excessive oiliness has disappeared.

The diminution in the amount of sebum on the

skin is associated with a diminution in the size of

the follicular opening. This is especially noticeable

on the forehead and temples but less apparent

about the nose. The sallow, faintly yellowish-brown

pigmentation gradually diminishes.

The corneous desquamation and decrease in seba-

ceous secretion and in pigmentation gradually lead

to a change in the texture and appearance of the

skin. It slowly acquires a sheen which is different

from the shininess imparted to it by oiliness. This

sheen appears to be due to change in the structure

of the corneous layer. The skin seems to become

thinner, more translucent and more vivid in color

as the glow of the subjacent vascular bed suffuses

more readily through it. The thick, greasy, flabby,

sallow appearance is replaced by a transparency.

sheen, tonicity and color easier to detect than to

describe.

COMMENT
The “natural course” of acne “to a spontaneous

cure” would obviously explain the recovery of some

of these patients. The importance of this factor

cannot be accurately assessed except by study of a

parallel group of patients receiving only placebos.

In private practice such a study is well-nigh im-

possible. The apparent fact that severe or mild

eruptions of long or short duration improved at a

similar rate and to a similar degree (tables 3 and

4) suggests that the change observed was not for-

tuitous and spontaneous. Patients who had had acne

for fifteen years did not recover significantly more

quickly or more slowly than those who had had it

for only four. Those with severe acne recovered

about as quickly as those with mild.^®

Patients who had received roentgen therapy

many years previously had continued to suffer from

the eruptions until they took large doses of vitamin

A. Recurrences, moreover, followed in many in-

stances when the increased intake of vitamin A
was stopped (table 5). This was seen more fre-

quently in patients who had stopped after less than

a year of treatment than in those who had taken

it longer. Spontaneous dissappearance of the re-

current eruptions was not seen, although more than

half of these patients were followed for periods

longer than the periods of treatment during which

they became free.

Those who had become only better or were un-

improved (table 1) did not recover spontaneously

during the period of observation following the ces-

sation of treatment. In many instances this period

of observation was longer than that of treatment

during which improvement had occurred. Some of

these were again given 100,000 units of vitamin A
and an improvement or recovery was again ob-

tained. In those who had become free from erup-

tions and were continuing treatment, no recurrences

were noted during periods of many months of obser-

vation.

The effect of vitamin A on acne becomes intel-

ligible, when it is borne in mind that hyperkeratini-

zation of the follicle is the basic primary lesion in

acne. When this lesion is not present or when re-

covery from it has taken place, the dependent se-

quence of the formation of comedo, papule and pus-

46. “The difference shown in table 4 might well have
occurred as the result of ‘sampling error’ so that your
interpretation seems entirely justified so far as the present
data go to show. I suggest, however, that the slight dif-

ference observed here may be significant and that addi-
tional data might show that mild cases do react somewhat
more promptly.” Statistical comment by Willis H. Rich.
Ph.D., Professor of Biology, Stanford University.
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tule cannot occur. Administration of vitamin A
leads to a diminution and eventual disappearance

of the follicular hyperkeratinization.

The exacerbation and improvement seen in un-

treated patients with acne may be induced by fluc-

tuation in secondary factors which may be inde-

pendent of the primary factor producing the h}^er-

keratosis. Failure to differentiate clearly the pri-

mary and secondary factors in the causation of acne

may be responsible for the confusion and complex-

ity of the theories of its causation. Each factor

which exerts a modifying effect on acne can explain

only partially its occurrence and control of such a

factor can lead only to partial success in treatment.

“A good cosmetic result” in acne is not the same as

correction of the primary pathologic change.

Consideration of the nature of the effect of vita-

min A on acne makes it seem possible that this

eruption can be prevented by materially increasing

the intake of vitamin A before and during the

periods at which follicular hyperkeratosis tends to

develop. Prevention may require much smaller

doses than correction of the established lesions. It

should be noted that, since the use of a uniform

dose of 100,000 units was adhered to in this study,

the results do not imply that smaller doses would

not have been effective. The optimal intake of vita-

min A for prevention or treatment of acne or attain-

ment of other effects can be determined only by a

long continued, carefully controlled study, in which

graded supplements of vitamin A are given.

The implications of the deficiency nature of acne

are many and far-reaching. For example, the en-

docrine, digestive and other disturbances noted in

patients with acne may be, in reality, concomitant

manifestations of suboptimal nutrition and not in-

dependent causative factors in the pathogenesis of

acne. No well established body of facts is thereby

impugned, for critical examination of the various

current theories of causation of acne reveals little

tangible evidence for their support^ The occurrence

of exacerbation and/or improvement in acne fol-

lowing administration of hormones^^ and determina-

tion of various levels of estrogenic and androgenic

production or excretion do not explain how the

presumed hormonal excess, insufficiency or imbal-

ance arises in the untreated patient.

The success, moreover, which attends the derma-

tologists’ use of roentgen therapy should not mask
the essential lack of knowledge of the cause of acne

and the seriousness of the deleterious influence

47.

Hamilton, J. B. : Male Hormone Substance; Prime
Factor in Acne. J. Clin. Endocrinol., 1:570-592, .July, 1941.
Lawrence, C. H. and Werthessen, N. T. : Etiology of

Acne in Females. Internat. Clin., 1:198-205, March. 1942.

which it, in spite of the achievements of dermatol-

ogy, continues to exert upon the life of an exceed-

ingly large number of persons.^®

The effect of vitamin A on acne does not, how-

ever, render useless any time honored^® and proven

methods of treatment of its active lesions. Use of

these was avoided in this study in order not to

obscure the effect of vitamin A. The follicular ob-

structions, cysts and double comedos are stable

structural lesions which would seem to be more

amenable to mechanical and desquamative proce-

dures®® than to internal therapy. Judicious combina-

tions may lead to much quicker and better results.

Growth may be the most important aspect of

puberty responsible for development of acne. Dur-

ing cellular multiplication the amount of vitamin A
in each resultant cell will decrease unless there is a

concomitant and proportionate increase in the sup-

ply of vitamin A to the growing tissue. Processes

which lead to tissue growth may thus increase the

local need for vitamin A. Puberty is characterized

by a rapid growth spurt.®^ A local cutaneous de-

ficiency, manifesting itself in follicular hyperkera-

tosis, may then arise not only because the skin re-

quires more vitamin A as a result of its growth, but

because the needs of the body as a whole are greater.

SUMMARY AND CONCLUSIONS

1. The explanations offered for the causation of

acne are obscure and conflicting. Yet the basic pri-

mary lesion is distinct and constant; it is a hyper-

keratosis of the pilosebaceous follicle, identical with

the hyperkeratosis described in vitamin A deficiency.

2. One hundred patients with acne were treated

with a supplement of approximately 100,000 inter-

national units of vitamin A daily for six months

and longer. Seventy-nine became free or nearly free

from the eruption and only three were unimproved.

3. The response of follicular hyperkeratosis, on

the one hand, and of acne on the other, to the ad-

ministration of vitamin A suggests that their cause

is the same, that both are cutaneous lesions of vita-

min A deficiency.

48. Marshall, W. : Psychology of General Public with
Regard to Acne Vulgaris. Canad. M. A. J., 44:599-603,
June, 1941.

49. “Miss L. a young lady about eighteen, who had tried
variety of advice for pimples over the greatest part of her
face, in vain . . . blistered her face by degrees all over,
and became quite beautiful.” Erasmus Darwin, cited by
Good, J. M. : Study of Medicine, vol. 2 p. 250. Boston,
Wells and Lilly, 1829.

50. Nichols, S. : Prevention of Acne Vulgaris in Adoies-
cent Children. J. M. Soc. New Jersey, 31:566-567, Oct.,
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Eller, J. J. and Wolff, S. : Skin Peeling and Scarifica-
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DISSOLUTION OF VESICAL CALCULI*
Noel B. Rawls, M.D.

AND

Edward S. West, Ph.D.

PORTLAND, ORE.

AlbrighU, and Albright, Sulkowitch and Chute^

have recently discussed the formation and chemi-

cal characteristics of renal and vesical calculi.

These workers reported the successful removal of

phosphate vesical calculi in one case by irrigation

with citrate buffer of pH 4.0 administered to the

bladder by Munro’s® tidal wave apparatus.

The writers have carried out a study of the solu-

tion of phosphate vesical calculi both in vitro and

in vivo, during which observations of Albright and

associates have been confirmed and extended.

SOLUTION OF PHOSPHATE CALCULI BY VARIOUS

BUFFER SOLUTIONS IN VITRO

A single calcium phosphate stone was broken

into several small pieces. A weighed piece of stone

was placed in a tube arranged so buffer solution

could be slowly forced up around the stone from

below, the excess solution flowing through a side

arm above the stone into a receptacle. Each of the

buffer solutions used was 0.1 molar and adjusted

to pH 4.0. The buffer solutions were prepared by

weighing out the calculated amount of acid, dis-

solving in water, titrating with sodium hydroxide

to pH 4.0 (glass electrode) and diluting to volume.

The tube containing the stone was placed in a con-

stant temperature water bath at 37.5° C. Buffer

solution was passed through the tube at a rate of

50 cc. per hour and collected in three 500 cc. por-

tions. At the end of a run calcium determinations

were made on the three samples of solution and on

the remaining undissolved stone. The sum of these

values represented the total calcium present in the

stone before irrigation. The results are given in

table 1.

Regardless of the fact that the pieces of stone

varied rather widely in size the percentage of total

calcium dissolved by the flow of 1500 cc. of the

various buffers was remarkably constant with the

exception of the acetate buffer. Greater variations

From the Department of Biochemistry, University of
Oregon Medical School, Portland, Ore.

Aided by a grant from the Committee on Scientific Re-
search of the American Medical Association. This work was
taken from a thesis presented by Noel B. Rawls to the De-
partment of Biochemistry in partial fulfillment of the
requirements for the degree of Master of Arts, June, 1940.

1. Albright, F. : Some Medical Aspects of Renal Stone
Problem. New England J. Med., 217:1063-1066, Dec. 30,

1937.
2. Albright, F., Sulkowitch. H. W. and Chute, R. ; Non-

surgical Aspects of Kidney Stone Problem. J. A. M. A., 113

:

2049-2053, Dec. 2, 1939.
3. Munro, D. and Hahn, J. : Tidal Drainage of Urinary

Bladder
;
Preliminary Report of This Method of Treatment

as Applied to “Cord Bladders,” with Description of Appa-
ratus. New England J. Med., 212:229-239, Feb. 7, 1935.

are noted after irrigation with the first and second

500 cc. samples. Of all the acids tried acetic was

most efficient, yet, peculiarly, acetic was found to

be much less efficient than citric in dissolving cal-

culi in the bladder of a patient.

SOLUTION OF PHOSPHATE VESICAL CALCULI BY

BUFFER SOLUTIONS IN VIVO

Three methods of bladder irrigation were used in

this work. The first procedure employed was inter-

mittent, and consisted of the injection of 50 cc. of

buffer through a urethral catheter into the bladder,

the buffer being retained for one hour by means of

a clamp placed on the end of the catheter. Injec-

tions were given three times daily. Munro’s tidal

wave apparatus was also tried, but the rapid

change in intravesical pH caused by the sudden

filling of the bladder during the positive pressure

phase caused considerably more irritation and

Table 1. Solution of Vesical Calculi by 0.1 Molar Buffers

at pH 4.0

Total Total Total %
Calcium SOO cc. Calcium of Stone

Buffer in Stone Fluid Dissolved Calcium

Acid mg. Sample mg. Dissolved

Mandelic 117 1 26 22.4

2 32 49.6

3 31 76.1

Lactic 64 1 19 29.7

2 17 56.3

3 13 76.6

Glycolic 79 1 18 22.8

2 11 36.7

3 23 65.8

Citric 99 1 31 31.2

2 2S 56.4

3 13 69.5

.4cetic 100 1 43 43.0

2 28 71.0

3 29 100.0

Maleic 179 1 42 23.4

2 41 46.1

3 41 69.0

Gluconic 334 1 137 41.0

2 62 59.6

3 57 76.7

Tartaric 297 1 95 34.3

2 55 52.8

3 60 73.0

spasm than did the continuous irrigation procedure

developed to replace it.

The apparatus devised for continuous irrigation

is shown in figure 1. A double F 24 catheter is in-

serted into the bladder. One tube of the catheter

is connected through a Bunsen valve and Murphy
drip to the reservoir containing the buffer solution.

The other tube of the catheter is connected to a

collection bottle provided with side arm and air

vent. The Murphy drip permits accurate control

of the buffer flow and the Bunsen valve prevents

urine being forced up into the reservoir by sud-

denly increased vesicle pressure. Intravesicle pres-

sure and the volume of fluid in the bladder are

controlled by the height of the side arm of the



August, 1943 VESICAL CALCULI—RAWLS AND WEST 227

collecting vessel above the bladder. A patient can

easily be taught to operate the apparatus efficiently

and in a manner most comfortable to him. In

practice the patient operated the apparatus through-

out the day to the extent possible without too much

discomfort. All urine and irrigation fluids for twen-

ty-four hour periods were collected and mixed.

Case 1. J. T., a white male, S7 years of age, entered Mult-

nomah County Hospital suffering from low back pain and

difficulty in passing urine of six years standing. The patient

had been an epileptic for forty years, but for the last six

years seizures had been prevented by phenobarbital. The

prostate was slightly hypertrophied. The urine regularly

showed the presence of albumin, pus and triple phosphate

crystals. Occasional red cells were found in most samples.

Serum calcium was 8.7 mg., serum phosphate 3.4 mg., blood

urea nitrogen 13 mg., alkali reserve 80 vols. per cent, and

p.s.p. excretion 65 per cent. Serology was negative. A radio-

gram, taken March 29, 1939, revealed at least seven stones,

the largest of which appeared to be slightly more than 2

cm. in diameter. A cystoscopic examination showed many
large white stones.

Treatment and Progress. Bladder irrigation by injection

of SO cc. of 1 per cent phosphoric acid three times daily was
begun on April 28. This solution had a pH of l.SO and was
too irritating for continued use. The bladder irrigations

were changed to 2 per cent neutral sodium citrate on May S.

A radiogram of the bladder on June S revealed no change

in the size or number of stones. Irrigation with 0.2 molar
citrate buffer of pH 4.0 was begun June IS and continued

until June 30. A radiogram showed some decrease in size

of the stones. This period was followed by irrigation for ten

days with 2 per cent neutral citrate, after which no change

in size of the stones was observed.

July 10 irrigation with 0.4 molar citrate buffer of pH 3.S

was started. After two days this was discontinued because

of irritation, and 0.2 molar citrate at pH 3.5 was substi-

tuted and continued until July 21. Irrigation with 0.4 molar

citrate at pH 4.0 was next tried, but caused too much irri-

tation. This buffer was then diluted to 0.3 molar at pH 4.0

and irrigations continued for four days until July 31. A
radiogram on July 24 showed considerable decrease in the

size of the stones, and another on July 31 showed the stones

to be much smaller and fewer in number.

On August 1 a transurethral prostatic resection and lith-

olopaxy were performed. The remaining small stones were

very soft and easily crushed. A small sample of stone was
obtained for analysis and showed calcium 10.7 p>er cent and
phosphorus IS.2 per cent. It is probable that much Cag

(PO^), originally present in the stone had been converted

to Ca HPO^ .2H
2
O by the acid treatment. The phosphorus

content of the stone corresponded to 84.3 per cent CaHPO^
.2H,0, while the calcium corresponded to only 46 per cent

of this salt. These values suggest that metals other than

calcium constituted an appreciable proportion of the base

present in the stone.

Combined twenty-four hour urine and irrigation fluid

samples were collected at various times during treatment

and calcium values determined. Results are given in table 2.

Table 2. Calcium Removed from Vesical Calculi by
Buffer Irrigation

Average calcium

No. of samples in 24 hr. samples
Buffer 24 hours mg.

2% Neutral citrate 10 211

0.2 M Citrate, pH 3.S 10 240
0.3 M. Citrate, pH 4.0 S 272

Both chemical and radiographic evidence seem to indicate

that in this case 0.3 molar citrate at pH 4 was the most

efficient irrigant which could be tolerated continuously.

-All of the above buffers were given by injecting SO cc.

into the bladder three times daily and were held in the

bladder for one hour after each injection.

Figures 2 and 3 are roentgenograms of the bladder of

this case before and after irrigation.

Case 2. G. T., a white male, 62 years of age, was first

seen in the Urology Clinic in August, 1937, at which time

his chief complaint was urinary incontinence. Two years

previously he had had a two stage suprapubic prostatec-

tomy, following which repeated soundings had been made.

When first seen in the clinic sounds could not be passed.

However, after dilatation with filiforms and metal follow-

ers, sounds were passed and cystoscopy performed, reveal-

ing recurrent hypertrophy or incomplete enucleation. Diver-

ticulation of the prostatic urethra was apparently present.

The patient progressed satisfactorily with occasional

soundings and bladder irrigation until July, 1939, when it

became difficult to pass sounds. Filiform sounds and metal

followers were passed which grated in the prostatic urethra.

A radiogram showed multiple vesical calculi, one of which

appeared to be impacted in the prostatic urethra.

The patient was admitted to Multnomah County Hos-

pital September 25 and physical examination showed no

findings other than given above. Urine samples showed the

presence of one plus albumin, pus, bacteria and phosphate

crystals. Blood chemistry and serology were essentially

negative.

Treatment and Progress. Ten twenty-four hour samples

of urine were collected Sept. 2-11 for calcium and phos-

phorus determinations. On Sept. 12 a retention catheter

was inserted and the bladder irrigated with 1-SOOO per-

manganate to control infection and decrease irritability.

Intermittent irrigation as used in case 1 was begun October

24. During the period 0.2 molar citrate buffer was used.



228 VESICAL CALCULI RAWLS AND WEST Vol. 42, No. 8

Fig. 2. Case 1, before irrigation.

beginning at pH 5 and decreasing the pH by O.S unit at the

end of each ten day period until a pH of 3.5 was reached.

Combined twenty-four hour samples of urine and irrigation

fluid were collected for analysis. After the samples for the

pH 3.5 period had been collected, the continuous irrigation

apparatus previously described and shown in figure 1 was
assembled and its use begun.

Irrigation with 0.2 M citrate at pH 3.5 was continued

with this apparatus from Dec. 14 until Jan. 3, 1940, when
the buffer was changed to 0.4 M citrate pH 4 and con-

tinued until Jan. 14.

A radiogram taken Jan. 9 showed that one of the stones

Fig. 3. After irrigation.

cretion of calcium during citrate irrigation was

greater than during the control period and became

decidedly greater at pH 3.5. The rise in phosphorus

excretion was rather general with decrease in pH
of the irrigating fluid, and this occurred without

uniform increase in calcium excretion. This ob-

servation can possibly be explained, at least par-

tially, by reaction of the sodium citrate solution

with the surface of the stone forming a solid de-

Fig. 4. Case 2, before treatment.

originally present had disappeared and others were reduced

in size. Irrigation with 0.2 M acetate buffer at pH 3 was
begun Jan. 14 and continued until Feb. 11. During this

period the calcium and phosphorus excretions were mark-

edly decreased as compared with the citrate periods. Irri-

gation with 0.2 M citrate at pH 3.5 was then begun and

continued until March 4. At this time a small piece of stone

was passed. A radiogram showed only a small stone behind

the pubis. The patient was discharged from the hospital.

He later returned to the Urology Clinic for cystoscopy, at

which time a small stone with a diameter about equal to

that of an F 30 catheter was observed. The patient was
told to return later to the hospital for removal of this stone.

We have no further record of the case.

Figures 4 and 5 are roentgenograms of the bladder of

this case before and after treatment.

Table 3 gives the results of calcium and phosphorus de-

terminations on twenty-four hour samples of combined
urine and irrigation fluids during the various experimental

periods of case 2.

The results of table 3 present some points of in-

terest and some incongruities. In general, the ex-

Fig. 5. After treatment.

Table 3

Average Average
Calcium Phosphorous

Excretion Excretion

Number of 24 hrs. 24 hrs.

Buffer Samples mg. mg.
Control 10 449 910

1. Intermittent Irrigation

0.2 M citrate pH 6.0.. .... 8 487 860
0.2 M citrate pH 5.5.. 8 496 880

0.2 M citrate pH 5.0.. .... 8 474 1170

0.2 M citrate pH 4.5.. 8 446 930

0.2 M citrate pH 4.0.

.

n 408 1300

0.2 M citrate pH 3.5.. .... 8 517 1290

2. Continuous Irrigation

0.2 M citrate pH 3.5.. .... 8 566 940

0.4 M citrate pH 4.0.. 8 488 760

0.2 M acetate pH 3.0.. .... 8 357 590

The pH of fluid flowing from the bladder during irriga-

tion with 0.2 M citrate buffer pH 3.5 was 4.7, while the

pH of this fluid fell to 4.3-4.4 when 0.4 M citrate buffer pH
4.0 was used. The lower pH of the fluid in the latter case

was due to the higher concentration and buffer capacity of

the 0.4 M buffer.
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posit of calcium citrate and removing phosphate as

soluble sodium phosphate. A similar replacement

of phosphate by citrate on the surface of teeth was

observed by West and Judy.^ This replacement of

calcium phosphate in the stone by calcium citrate

leads to destruction of the original crystal struc-

ture and softening of the stone, thereby facilitating

litholopaxy.

While the kidney excretion of phosphate and cal-

cium during the experimental periods probably did

not vary greatly, we have no information regarding

this, and it may well have been a complicating fac-

tor. Also, since irrigation was conducted only dur-

ing the day, it is probable that some mineral de-

position occurred at night and the extent to which

this took place may have varied appreciably in

different experimental periods.

The results seem to show that in this case irri-

gation with 0.2 M citrate of pH 3.5 was most effi-

cient. It is probable that 0.3 M citrate at pH 4.0

would have been equally or more efficient had it

been tried. Results in case 2 showed a greater effi-

ciency for the latter buffer.

The relative inefficiency of acetate buffer in dis-

solving the stone of case 2 is in striking contrast

to its efficiency in dissolving phosphate calculi in

vitro. This may possibly be due to the high degree

of ionization of calcium acetate. This should cause

the maintenance of a high vesical calcium ion con-

centration during acetate irrigation, and if the rate

of irrigation is slow, the addition of extra phos-

phate through urine secretion would lead to further

precipitation of calcium phosphate. In fact, one

would judge from the normal calcium and phos-

phorus values of table 3, as compared with those

on acetate irrigation, that a net increase in phos-

phate deposition occurred with some increase in

size of the calculi during irrigation.

We have unfortunately been unable to apply

most of the buffers used for in vitro studies to solu-

tion of vesical calculi in patients. We hope others

may have occasion to do this. Buffers of gluconic

acid would seem to be even more promising than

those of citric acid because calcium gluconate is

much more soluble than is calcium citrate, and also

it is only slightly ionized.

SUMMARY
A study of the dissolution of vesical calculi by

various buffer solutions in vitro and in vivo has

been made.

A number of organic acid buffers of 0.1 M con-

centration and pH 4.0 showed remarkable similar-

4. West, E. S. and .ludy, P. J. ; Destruction of Tooth
Enamel by Acidified Candies. J. Dent. Research, 17:499-
504, Dec.. 1938.

ity in their capacities to dissolve phosphate calculi

in vitro. The acetate buffer showed exceptionally

high activity.

Two patients with vesical calculi were irrigated

with citrate buffers of varying concentration and

pH. 0.3 buffer at pH 4.0 and 0.2M buffer at pH
3.5 were found to be most satisfactory. The irrita-

tion caused by these solutions increases with in-

creasing concentration and with decreasing pH, as

would be expected.

One patient was irrigated with 0.2 M acetate at

pH 3 without appreciable irritation. This buffer

was much inferior to citrate solutions in this par-

ticular case, though experiments in vitro showed

the acetate buffer to be superior in the solution of

phosphate calculi. An explanation is offered. Our

experience suggests that buffers of gluconic acid

would be superior to citrate for in vivo solution of

vesical calculi. A simple apparatus for continuous

irrigation was developed.

We are indebted to Drs. John Hand and Warren

E. Nielsen for helpful suggestions and valuable aid

in carrying out this work.

HOSPITALIZATION OF THE TONSIL
FOSSAE

L. C. Potter, M.D.

HOLLYWOOD, CALIF.

If there are reasons why surgery should be done

in an approved hospital surroundings, it would at

least cover the minimum, as proven asepsis measures,

means to control hemorrhage, proper equipment for

local and general anesthetics and recovery under

an acceptable mental security, encouraging early

physical recuperation. It is in the light of these

accepted hospital requirements that I approach the

subject of “hospitalization of the tonsil fossae” and

present the subject as a topical viewpoint, under

most any physical surroundings.

Far be it from me to develop any new technic in

this type of surgery, when it has been eminently

written about for the past quarter of a century or

more, and demonstrated in most every community

as one of the leading operations, constituting “one-

third of all operations” to eliminate a cause of focal

and systemic infection.

To make my claim of prognosis more vivid,

which is my aim, I shall follow out a simple pro-

cedure of tonsil enuncleation, presenting figures in

four essential steps, with these points in mind: to

time the essential work, relieve the sensitive nerve

filaments, quiet the patient’s fears and assure a

well-being, control the hemorrhage, reduce the pos-

sibilities of postsurgery infection, guard against
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Fig. 1. First stage of tonsil operation.
Fig. 3. Third procedure.

accidents to the pillars of the soft palate and uvula,

and shorten the time of recovery. Avoiding acci-

dents to the pillars is oj high significance to vocal-

ists; no scar tissue oj the pillars and uvula main-

tains the natural flexibility oj this voice mechanism.

Better prognosis is ever a trend in medical prac-

tice. In these times of emergency, especially for the

“duration,” conservation of time for the surgeon,

hours work and finances saved for the employee

merit attention.

Assuming that the patient has been prepared for

local surgery, fear under control (by remedies of

choice), the flow of mucus retarded (possibly by

atropine therapy) and the coagulation time agree-

ably short, the patient is placed in a semireclining

position and a good reflected light used. The tongue

is pressed down at the base with a Weeder tongue

Fig. 2. Second procedure.
Fig. 4. Fossa conclusion of operation.

depressor. The anterior pillar is retracted with a

Weeder retractor. The nurse holds the tongue down.

Swab the pillars completely with a 2 per cent laro-

caine or butyn solution and wait one minute before

injection.

Horton’s tonsil needle, 2 cm. point, on a 5 or 10

c.c. syringe containing novocain solution, 2 per

cent, plus 2 m. adrenalin, per 5 cc. of solution, is

used for local injection.

Figure one. Two places for injection for better control

are as illustrated: (a) submucous on the pillars; (b) post-

tonsilar, intercellular space.

At the upper bifurcation of the pillars inject 10 m.

;

repeat posteriorly at the lower third of the palatopharyn-

geal muscle. At the upper pole of the tonsil, along the curve,

1 cm. deep, in the intercellular space, inject Icc. At the

middle third anteriorly repeat. At the lower third repeat,

with needle pointing under the plica. Wait one minute and

test the margins for pain with the needle jxiint. The tonsil

takes on a blanched appearance.
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Figure two. With retractor and depressor in position,

screw the Lewis tonsil screw firmly into the middle of the

tonsil, lifting the tonsil margins on tension. If the tonsil

tears easily, grasp it firmly with a White or Ballanger

forceps. The first incision, with a Canfield tonsil knife, is

made along the anterior border, through the mucous mem-

brane only, on the lower third, then downward under the

inferior pole. Do not cut the capsule which glistens, nor

the muscle of the pillar. The incision is then continued

upward along the anterior tonsil margin over the superior

pole, back and downward to its attachment to the pos-

terior pillar. Dry the incision. With a short-barb tonsil

dissector, push back the mucous membrane from the ton-

sil, teasing off the connective tissue to a line of the back

curve of the capsule with the pillar. The field is usually

kept dry.

Figure three. When the superior pole has become well

outlined and it tips forward by the traction and the jx)cket

is in evidence posteriorly, the Hurd blunt dissector is in-

serted into this pocket and used by pressing in an up-and-

down, back-and-forward motion. The free bleeding that

occurs now should be immediately checked by the follow-

ing measures: a small gauze sponge slightly moistened in

sterile water (or dry if desired) is rolled and lightly pressed

in the “tonsil fossae surgical powder,” later described. This

is carried into the exposed pocket on a curved hemostat

and held firmly for twenty seconds, an important procedure.

The free blood supply at this point rests at the highest

point of gravity in the fossa and is now being completely

dried by the gauze absorbing the clot, and the immediate

astringency of the powder on the pillar aponeurosis. The

line of cleavage downward can now be followed with

greater ease and accuracy.

With the tonsil retracted toward the middle line, down-
ward pressure with the Hurd blunt dissector is continued

in the interspace. Should a “spirter” develop, pack behind

the tonsil for thirty seconds, as was done in the superior

pole space previously described.

At the lower third of the tonsil, where it attaches to the

anterior pillar and the plica extends backward, “barb

knife” dissection may be necessary to allow freer motion

of the Hurd dissector to complete the final phase. A snare

well secured around the poles and body and pressed back

to the base, while the tonsil is on tension and slowly tight-

ened, will sever the final attachments to the fossa. Inspect

the tonsil capsule margins for completeness.

Figure jour. A well folded dry gauze sponge, the size of

a large pecan nut, on a curved hemostat, pressed well into

the “tonsil fossa surgical powder” and excess shaken off,

has been made ready. This is snugly held in the fossa for

twenty seconds. A little pressure up and back, then down
and forward, is good technic. Not often is a second pro-

cedure necessary, since the fossa is usually dry and the

pain is measurably relieved or gone in a few seconds. The
surface is now observed, covered with a serum incorporated,

adherent brown powder. In general anesthesia cases this

technic of control is extremely satisfactory. Attention to

the plica region follows in routine.

It has been a controversial subject for many
years whether or not to use astringents in the ton-

sil fossae postoperatively. Arguments for quite

likely gained prominence, due to partial or incom-

plete tonsilectomies or by cutting through the

aponeurosis of the pillars, both of which encourage

free bleeding. Respecting the anatomy of the ar-

teries, with their elastic tissue, the tendency to

retract, when severed, is always imminent. Mod-

erate astringents as in the surgical powder, de-

scribed below, encourages this action. Coagulation

of the fibrin and setting the clot on exposure to air

is natural, but fixing the clot in situ and protecting

the entire exposed surgical surface with the attend-

ing sensitive nerve endings would have a comple-

ment in general surgery. In some cases a daily

dressing with the powder applied lightly for sev-

eral days may be advisable.

The formula for this powder contains ethyl ami-

nobenzoate 5 per cent, alumen 10 per cent, thymol

iodide 35 per cent, tannic acid 50 per cent. Tested

samples have shown a pH 4.8. The subjective and

objective symptoms observed the past fifteen years

on scores of cases have proved these percentages to

require no change. I usually have my pharmacist

compound the “tonsil fossae surgical powder” in

sufficient quantity for approximately twenty opera-

tions and place it in a wide mouthed jar well sealed

from moisture and light.

SUMMARY

Local injections of the pillars are made submu-

cous. The posttonsilar injections are made between

the capsule and the aponeurosis of the pillars.

All bleeding points should be immediately

shrunken and clots reduced to a very minimum and

fixed in situ. Thus, no bleeders or “seepers” are

left open.

Blunt dissection should follow the line of cleav-

age between the capsule and the aponeurosis, with

visibility.

Objectively the fossae are coated with an adher-

ent brownish powder, possessing anesthetic, astrin-

gent and germicidal qualities.

The postoperative rest room service, after local

anesthesia, is more psychologic in its effect than an

actual physical necessity. Patients return to their

employment earlier with more ease and safety.

6777 Hollywood Boulevard

DETECTION OF TUBERCULOSIS
Now, more than at any other time, because of the pres-

sure of work, longer hours and crowded and unsatisfactory

living conditions, there is reason for extra precaution so far

as tuberculous infection is concerned, both in large and
small industries. Many individuals will have to be em-
ployed whose health is substandard and who should be

considered more susceptible to such infection. Therefore,

there should be more effort made to extend and maintain

proper health supervision, esp>ecially in regard to the detec-

titon and control of tuberculosis. (W. A. Sawyer, M.D.,
N. Y. S. Jour, of Med., Jan. IS, 1943.)
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SIXTY-NINTH ANNUAL MEETING

> b] PORTLAND, SEPT. 4-5, 1943

STATE SOCIETY ANNUAL MEETING

The annual meeting of Oregon State Medical Society will

be held in Portland September 4-5. The scientific program

will be presented at the auditorium of University of Oregon

Medical School. Other functions, including the Sunday night

banquet, will be at the Benson Hotel. It is urged that those

planning to attend this meeting make hotel reservations at

as early a date as possible.

Names of speakers for the program and their subjects

have not been received. It is assured, however, that these

will be of sufficient interest and importance to attract a

large attendance. It is expected to secure speakers for the

meeting from Army and Navy personnel statitoned in and

about Portland. An invitation to attend this meeting is ex-

tended not only to Oregon physicians, but those in adjacent

states who can find it possible to be present.

STATE COUNCIL MEETING

Fact Finding Committee was named to study costs

and expenses of health insurance organizations and later to

report to the Council and House of Delegates. Education

of the layman on the advantages of a doctor-owned group

insurance plan is suggested as the best way to develop the

good and reduce the bad in such groups.

Wilson Johnston, Procurement and Assignment Chair-

man, is reported recovering nicely from a severe coronary

attack. He is in the Coffey Memorial Hospital .

Committee on Public Health of the State and surround-

ing territory was named: Albert W. Holman, Chairman;

Wilson Johnston, Charles P. Wilson, Louis Gambee.

Let us keep in touch with the servicemen ! Those away

from home want to know what the others are doing and

what we are doing at home. Way off, nearly alone as far

as medical associates go, a bit of news would seem mighty

fine. Perhaps even we at home would like to know little

interesting bits about our friends traveling the world over.

We can do this if information and news items are sent to

the State Medical Society, Medical Dental Building, Port-

land S, Oregon, in care of Mrs. G. B. McLean.

Send them in as they come to your attention and Mrs.

McLean will edit, censor and pass them on to all in a little

monthly or bimonthly paper. It will be better than the old

College Round Robin. Act now and often

!

COURSES IN MEDICAL ASPECTS OF
CHEMICAL WARFARE

No one knows how long the war will last, what coastal

locaUties will be bombed if any, or what type of weapons

will be used. This uncertainty makes it all the more im-

portant that every physician prepare himself now for any

emergency which may arise. Waiting until things “get hot”

may be too late.

Realizing this, Oregon State Medical Society, University

of Oregon Medical School and Oregon State Defense Coun-

cil are jointly sponsoring a series of short courses which

will assist the physicians of the State to keep informed as

to the latest medical aspects of chemical (gas) warfare, es-

pecially as it pertains to civilians.

It is realized that most physicians, since Pearl Harbor,

have attended lectures and otherwise become familiar with

war gases. But new information is continually coming out

and recently certain physicians in Oregon have received

special instructions in chemical warfare which they propose

to pass on to other physicians in the State.

An initial series of meetings has been planned and a

schedule is enclosed so that you may select the date and

location most convenient for you. We urge you to be pres-

ent if at all possible.

Oregon State Medical Society, George E. Henton,

M.D., President.

University of Oregon Medical School, David W. E.

Baird, M.D., Dean.

Oregon State Defense Council, Vernon A. Douglas,

M.D., Director, Emergency Medical Service for Mr. Jerrold

Owen, Administrator.

PROGRAM
Lecturers

Edward S. West, Ph.D., Department of Biochemistry,

University of Oregon Medical School.

Charles P. Wilson, M.D., Department of Medicine, Uni-
versity of Oregon Medical School.

Charles E. Gurney, M.D., Department of Surgery, Uni-
versity of Oregon Medical School.

Vernon A. Douglas, M.D., Director, Emergency Medical

Service, Oregon State Defense Council.

Subjects
1. General and Chemical Aspects of Gas Warfare.

2. Symptoms, Physiology, Pathology and Treatment of

Lacrimators, Sternutators, Systemic Poisons and Lung Irri-

tants.

3. Symptoms, Physiology, Pathology and Treatment of

Vesicants.

4. First Aid, Self-Aid and Cleansing Stations.

Schedule

July 16, Portland, 7:30 P.M., Medical School Library.

July 23, Marshfield, 6:30 P.M., Chandler Hotel (Dinner).

July 30, Salem, 6:30 P.M., Golden Pheasant Cafe (Din-

ner).

August 13, Eugene, 6:30 P.M., Osburn Hotel (Dinner).

August 30, Astoria, 6:30 P.M., Imperial Grill (Dinner).
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September 27, Portland, 7:30 P.M., Medical-Dental Build-

ing Auditorium.

FIELD EXERCISES
Although desirable, it has not been deemed possible to

hold field exercises (use of gas mask) in conjunction with

the medical lectures. The Oregon State Defense Council and

the Army, however, are holding field exercises for those reg-

istered in Civilian Defense in the communities listed below:

July 11, Sunday, 2:00-5:25 P.M., Astoria.

July 18, Sunday, 2:00-5:25 P.M., Portland.

July 25, Sunday, 2:00-5:25 P.M., Marshfield.

August 1, Sunday, 2:00-5:25 P.M., Albany.

•August 8, Sunday, 2:00-5:25 P.M., Medford.

Physicians registered in Civilian Defense are urged to at-

tend. Some gas masks will be furnished but better bring your

own if you have one. When you arrive, call the local Chief

of Emergency Medical Service or the Senior Gas Officer for

the location of the Field Exercises.

LOCAL CHIEF OF E.M.S. SENIOR GAS OFFICER

Astoria—Dr. F. W. Rafferty, 1494. Russell O. Simmhuber
Portland—Adolph Weinzirl,AT.5111. J. P. Cleary, AT. 6141

Marshfield—Dr. George E. Dix, 212. R. J. Hughes
Albany—Dr. .A. E. Bostrom, 6S2-R. Hugh Hammerly
Medford—Dr. L. D. Inskeep, 4258. Glenn L. Lind

ABUSE OF GAS RATIONS BY PATIENTS

Prepared and published at the request of the District Ra-
tioning' Officer of Office of Price Administration, Portland

Recently there has been an increasing number of appli-

cations filed with our War Price and Rationing Boards by

individuals seeking special mileage rations for the purpose

of using their automobiles to obtain medical attention or

therapeutic treatment. Many of these applications are sup-

ported by a letter of recommendation from a doctor. The
trip involved is usually to some distant place, where spe-

cial treatment is to be rendered or frequently just for re-

cuperation. Upon investigation, we have found that many
of the cases are merely for the purpose of obtaining a va-

cation, that the medical treatment was not actually neces-

sary, or where such treatment was required, the individual

could have used other means of transportation.

It is fully realized that the medical profession is under

considerable strain during this wartime period and that

many demands are being made upon doctors. Your mem-
bership is undoubtedly aware of the importance of our tire

conservation program, but may not be familiar with the

conditions under which special mileage rations are avail-

able. Briefly, as it pertains to the medical profession, when
an individual does not have sufficient current mileage ra-

tions for the use of a motor vehicle to obtain necessary

medical attention or therapeutic treatment and no other

reasonably adequate alternative means of transportation is

available, then a special ration may be obtained.

In order for our local Boards to give consideration to

letters from attending doctors or advising physicians, it is

important that such letters be issued only when the case

absolutely needs medical attention elsewhere and travel by
motor vehicle is declared as being required only when the

condition of the patient does not permit using other means
of transportation.

BOARD OF MEDICAL EXAMINERS

The Oregon State Board of Medical Examiners during

the present war emergency has adopted a policy of granting

reciprocity applications for licensure at any time that im-
mediate need for such licenses can be shown. Such applica-

tions are considered by a reference committee consisting of

Dr. H. L. Blosser, president
;
Dr. L. S. Besson, secretary

;

Dr. Charles C. Newcastle, all of Portland, and Dr. Edward

H. McLean of Oregon City. The Basic Science Examining

Committee, headed by Dr. Nathan Fasten of Oregon State

College, is also cooperating fully by granting special basic

science e.xaminations upon showing of necessity therefor.

The State Board has also for the last two years given spe-

cial State Board examinations in April, in addition to the

regular examinations in January and July, in order to ac-

commodate young men who are subject to call into mili-

tary service prior to the July examination.

All physicians who receive inquiries concerning licensure

by examination or reciprocity are asked to refer these in-

quiries to the Board office at 608 Failing Building so that

the proposed applicants will receive full information and

not journey to Oregon only to find they are not qualified

or may have to wait several weeks for license. Particularly

should every applicant be informed as to the basic science

requirements, full particulars concerning which may be ob-

tained from Dr. Charles D. Byrne, Secretary, Board of

Higher Education, Eugene.

Licenses have been granted during the last four months,

based upon either examination or reciprocity, to the fol-

lowing Doctors of Medicine:

James Roland Broun, Frank Anthony Neisius, Fern
Harrington Greaves, George Beck Long, Joseph Eckles
Scott, Dorothy Woods White, Paul Shedrick Wolfe, Fran-
cis J. Wooliever, William Lawrence Young, Evelyn Aiello,

J. Benjamin Lund, Joseph Freeman Paquet, Ralph M.
Wade, George Ashby Winstead, Herbert Lepper Armen-
trout, Kurt William Aumann, Robert Earl Bolton, Frank-
lin Meeds Butler, Carl Wakely Calhoun, Elizabeth Curtis-
French, George Charles Hank, Julius Herbert Hessel, Mar-
cus Morris Horenstein, John Austin Larrabee, Aarne Jo-
hannes Lindgren, Edwin Herbert Lofquist, Gordon Wesley
McGowan, Ralph Louis Olsen, Philip Eugene Pemberton,
Gordon Prewitt, John Roble Reid, John Rush Ford Rich-
ardson, John Theodore Robson, Henry Edward Schlegel,

Arthur Jones Seaman, Robert Vernon Shearer, William
John Sittner, Gordon David Steinfeld, John Gates Verberk-
moes, Donald Clifford Dodds, Oscar Ludwig Zeschin, and
Charlotte Virginia Garber, Doctor of Osteopathy^

The Board also announces that on April 24, after hear-

ings which extended over a period of two years, the license

of George Louis Cousineau of Portland was revoked on

various charges constituting unprofessional and dishonor-

able conduct and in violation of prohibitions of the medical

practice act^ Under date of June 18 an appeal was taken

to the Circuit Court of the State of Oregon for Multnomah
County from the order of revocation, which appeal will

come on for hearing in the early falL

Attention is called to the fact that the 1943 Session of

the Legislature enacted a bill increasing the registration fee

of practicing physicians and surgeons during the years 1944

and 1945 from $5 to $10^ This was necessitated by in-

creased administrative costs and decrease in registration

and reciprocity fees by reason of many physicians entering

the armed forces^ During the last eight months the Board

has been somewhat curtailed in its activities by reason of

lack of funds and it is hoped that the increased fee will

permit normal functioning and at the same time create a

reserve fund sufficient to carry on the business of the

Board throughout the remainder of the war emergency

Only physicians and surgeons engaged in practice are required

to pay this fee and licenses are reinstated upon payment of

the fee for the year in which a physician reestablishes himself

in Oregon^ Osteopathic physicians and surgeons are also re-

quired to pay an annual registration fee of $5.
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MEDICAL NOTES

The Enterprise Hospital must be reorganized and fos-

tered, due to the recent death of Dr. C. T. Hockett. He
bought this hospital in 1920 and has continuously managed

it since that time. Wallowa County is very much in need

of the continuance of the hospital.

Hillside Hospital of Klamath Falls has been purchased

for $100,000 from George H. Merryman, Sr. and associates.

Klamath Medical Service Bureau is the purchaser and took

over July 1 with Mr. Joe L. Hicks as manager. The regu-

lar staff will carry on, except Mrs. Ruby Lyle, superin-

tendent, who resigned and is taking a long rest in southern

California. The hospital is 60-bed capacity and has general

and maternity service. It is accredited by the American

College of Surgeons. The purchasing group is composed of

appro.ximately 32 doctors and 7,000 Bureau cUents.

Ralph M. Wade has opened offices in Albany, where he

and his family now reside. For the past two years he was

superintendent of the Northern Hospital, a state institu-

tion in Orofino, Idaho. He practiced in San Francisco im-

mediately after his graduation from University of Oregon

Medical School in 1931.

Jack Grandahl, formerly of Portland and for the last

two years associated with G. L. McBee in Pendleton, has

opened separate offices on Court Street for private practice.

H. C. Fortner, who practiced twenty-six years in Forest

Grove, has moved to Scappoose on the Armstrong Road.

He intended to retire, but with the shortage of doctors has

set up an office with roentgen ray in his home.

F. P. Rogers, a pediatrician of West Hartford, Connecti-

cut, has located in Bend as Public Health Officer of De-

schutes County. He is a graduate of the Medical School of

Syracuse University in New York and holds a Major’s

commission in the United States Public Health Service.

W. H. Haffner, Eugene Medical Director of the Lane

County Public Welfare Commission since August, 1941,

has resigned his position to go into private practice. Due

to shortage of physicians, no one will take his place for

some time.

Central Oregon Medical Society. Paul Woemer of

Bend was elected president of Central Oregon Medical So-

ciety, and Harvey E. Mackey, retiring president, was elect-

ed secretary-treasurer at a meeting held in St. Charles

Hospital of Bend, June 18. It was decided to continue to

coojjerate with the Red Cross in providing materniny care

for needy enhsted men’s wives in that area.

Hjalmar T. Gentle of Medford has been promoted

from Major to Lieutenant Colonel at the Seattle Port of

Embarkation.

Charles S. Campbell of Salem has been promoted to

the rank of Captain. He is the only medical officer in the

headquarters of Indio, California.

C. OsTERHOLM of Africa has been conducting services

in Cedar Mill. He is on his sabbatical furlough from his

hospital work.

John W. Rnm has graduated from Baylor University

Medical School and will interne at the Good Samaritan

Hospital in Portland. He is the son of D. W. Reid of

Salem.

Prescription for Food. Only doctors of medicine can

prescribe extra canned food and meat for diets under the

ration laws. Other cults are not considered physicians and

surgeons by OPA.

OBITUARIES

Dr. Alfred C. Kinney, age 93, died July 13 at St. Vin-

cent’s Hospital in Portland. He had been ill since a cere-

bral hemorrhage on Christmas day. He was born in Yamhill

County, January 30, 1850. He attended the Baptist School

at McMinnville, now Linfield College, and studied medi-

cine at the Bellevue Hospital Medical College in New York.

In 1872, he started practicing in Portland, but went to

Salem in 1880 and to Astoria in 1885. He is noted as the

first and fiftieth president of Oregon State Medical Society.

He had attended almost all annual meetings including the

one in December, 1942. In recent years he declared that

he organized the State Society largely to be able to bring

pressure on the legislature for creation of a State Board of

Health in order to have an effective agency to enforce sani-

tary precautions and rid Oregon of typhoid fever.

St. Vincent’s Hospital was the first hospital in Portland

and was started by the Catholic Church because of Dr.

Kinney’s persuasion. He also induced the legislature to

authorize an asylum for the insane. From 1894 to 1896 he

was Mayor of Astoria. He headed the campaign for an

adequate ship channel in the Columbia River. Linfield Col-

lege gave him an honorary degree of Doctor of Laws in

1938. For several years, with eye sight failing. Dr. Kinney

has lived quietly in Portland.

Dr. James J. Panton, age 81, died June 19 at his home
in Portland. He was born in Ontario, Canada, November

15, 1861, and first came to Portland in 1884. He graduated

from Long Island Medical College of Medicine in 1894, and

interned in Brooklyn, New York. In 1896 he returned to

Portland and practiced until 1937. In 1937 he became

physician at the Oregon State prison, where he stayed until

resigning in 1942.

He was a life member of Oregon State Medical Society;

he was one of the early members of Multnomah Athletic

Club and at one time a director. He was honorary phys-

ician to the British Benevolent Society and St. Andrew’s

Society. He served with the Oregon National Guard, Com-
pany G, first regiment. He was a vestryman in St. Stephens

Cathedral.

Dr. James H. Cook, age 79, native son of Yamhill

County, died July 4 in McMinnville. He practiced in Yam-
hill County since 1896. He was a graduate of Linfield Col-

lege. He obtained his medical degree from University of

Oregon Medical School in 1895, and interned at St. Vin-

cent’s Hospital. He was a former trustee of Linfield College.

Dr. William F. Kaiser, age 62, died in Providence Hos-

pital, Portland, July 9, after less than two weeks illness.

He was born in Portland, March 31, 1881, graduated from

the University of Oregon Medical School in 1908 and in-

terned in Lane Hospital, San Francisco. He did graduate

work in Johns Hopkins, Tulane University, and Bellevue

Hospital, New York. He practiced in Riddle, before op>en-

ing offices in Portland in 1917.
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WOMAN’S AUXILIARY

The Woman’s Auxiliary to Oregon State Medical Society

has spent a busy season concentrating mainly on work for

the Medical Surgical Relief Committee of America. Instru-

ments and samples of drugs have been collected from doc-

tors’ offices. Appeals have been made to housewives for

scissors, wooden handled knives and mirrors which are

used on life rafts. Fishing tackle has been obtained for the

same purpose. Money has been subscribed by many of the

counties. With this money, emergency medical kits are

purchased and many boats being launched here in Oregon

are to be equipped with these kits given them by the Aux-

iliary.

Benton County held a benefit which netted one hundred

dollars.

Josephine County has done much to welcome the wives

of Army physicians at Camp White.

M.4RION County collected well over two hundred dollars

worth of instruments and has voted a generous cash dona-

tion from their treasury as well.

Multnomah County. Doctors’ offices have supplied

many bo.xes of samples which will eventually find their

way to battle scarred areas. Money has been given both

from the treasury and individual members. When the call

came for fishing tackle, the Auxiliary appealed to Mr. Cliff

Robertson, president of the Multnomah Anglers and Hunt-

ers club. Through efforts of that group we have obtained

one thousand hooks, five and one-half gross of salmon line

and thirty thousand pounds of sinkers. Other fishing or-

ganizations are being contacted in hopes of bettering the

score. The Dental Auxiliary has been of great assistance in

reaching housewives for their contributions of knives, scis-

sors and mirrors. Mrs. Hager, president of the Dental Aux-

iliary, has received much aid from the Eastern Star in this

work.

A streamlined Annual Meeting of the Auxiliary will be

held in Portland, Sept. 4-S. Registration will be at the

Medical Dental Building. .A complete program will be

mailed to each member at a later date. Our president, Mrs.

Zener, has just returned from a visit to counties in eastern

Oregon She accompanied Dr. Hinton, president of the Ore-

gon State Medical Society and Mrs. Hinton on the trip.

Two new auxiliaries were organized, one in Baker, the other

in Ontario County. May we take this opportunity to wel-

come our new members and hope to get better acquainted

at the Annual Meeting.

Never has the Auxiliary had the chance to serve that it

has at present. There is tremendous need for the leadership

that can be offered by wives of the men who head our

greatest humanitarian profession. If we are to make the

most of this privilege, we must keep our organizations

closely knit and every member must give of herself as an

inspiration to her community. Let us all determine now to

attend the Annual Meeting so that we may know at first

hand in just what way we can best be of service.

Mrs. George C. Saunders

Chairman Press and Publicity

EXAMINATIONS IN THE BASIC SCIENCES
state of OREGON, BOARD OF HIGHER EDUCATION

Saturday, October 30, 1943, 8:30 a.m.

Room B (third floor) Main Library, Portland Oregon,

S.W. Eleventh Avenue between Yamhill and Taylor Streets.

Use Eleventh Avenue entrance. Candidates for examination
will gather at this entrance about 8:20 a.m. and go in a

body to Room B.

The subjects in the examination will be Anatomy, Path-
ology, Physiology, Chemistry, Hygiene.

Application blanks and General Instructions may be
obtained through the office of Charles D. Byrne, Secretary,

State Board of Higher Education, Eugene, Oregon. Appli-

cation blanks for this examination should be filed in the

offiffice of Secretary Byrne not later than noon, Wednesday,
October 13.

Reciprocity on the basis of examinations only, has been
established with the basic science examining boards of

Minnesota, Wisconsin, Iowa, Colorado, South Dakota and
Tennessee.

REPORT EFFECTIVE USE OF NEW SOLUTION
FOR EPIDEMIC EYE DISE.ASE

Effective use of a solution of sodium sulfathiazole con-

taining desoxyephedrine in the treatment of epidemic kera-

toconjunctivitis, the new eye disease, is reported for in

The Journal of the American Medical Association for July

10 by H. S. Gradle, M.D., Chicago, and G. H. Harrison,
M.D., Waukegan, 111..

“Epidemic keratoconjunctivitis,” the two men say, “has
taken an enormous toll of man-hours during the past year,

for the average loss of working time incurred in each case

is from fourteen toMghteen days. Consequently any meas-

ure that can reduce such wastage is worth trying, even
though it may not be uniformly successful. On that basis

we are reporting the use of a new therapeutic measure that

in our hands has proved worth while. It is realized that

the number of cases is small, that the results are only those

of clinical observation and that the accurate serologic proof

is missing.”

The authors say that the new medication is harmless to

the tissues of the eye, and reduces the time of the acute

aspect of the diesase to three to seven days. The solution

is used as eye drops. In the SO cases reported by them,
treatment was continued for several weeks after the acute

phase had subsided.
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WASHINGTON STATE %1 FIFTY-FOURTH ANNUAL MEETING

MEDICAL ASSOCIATION
1 H" 1

1 HOUSE OF DELEGATES
SEATTLE, SEPT. 11-12, 1943

GAS WARFARE LECTURES

Washington State Medical Association, in cooperation

with the Office of Civilian Defense and University of Ore-

gon Medical School, has scheduled a series of lectures on

“Aspects of Chemical (Gas) Warfare” to be given in the

state during the month of September by three faculty

members of University of Oregon Medical School. The

lectures will be given in major centers and physicians in

all sections of the state are urgently requested to attend

where it will be most convenient for them.

SCHEDULE
Bellingham, Sept. 10—8; 00 p.m. Herald Building As-

sembly Room. For Whatcom, Skagit, San Juan and Island

Counties.

Seattle, Sept. 11—8:00 p.m. Medical-Dental Building Au-
ditorium. For King, Snohomish, Kitsap, Clallam and Jeffer-

son Counties..

Tacoma, Sept. 17—8:00 p.m. Medical Arts Building Au-
ditorium. For Pierce, Thurston and Mason Counties.

Aberdeen, Sept. 18—8:30 p.m. Morck Hotel. For Grays
Harbor, Pacific and Lewis Counties..

Yakima, Sept. 24—8:00 p.m. (Place to be designated).

For Yakima, Khckitat, Chelan, Kittitas, Franklin, Benton
and Walla Walla Counties.

Spokane, Sept. 2S—8:00 p. m. Medical-Dental Building

Auditorium. For Spxjkane, Pend Oreille, Stevens, Ferry,

Lincoln, Okanogan and Whitman Counties.

The three University of Oregon Medical School faculty

members, who will give the lectures, recently attended a

three-day session on the subject in San Francisco. They

have condensed the material into three hours on the fol-

lowing subjects:

1. General and Chemical Aspects of Gas Warfare.

2. Symptoms, Physiology, Pathology and Treatment of

Lacrimators, Sternutators, Systemic Poisons and Lung Ir-

ritants.

3. Symptoms, Physiology, Pathology and Treatment of

Vesicants.

4. First Aid, Self Aid and Cleansing Stations.

The three faculty members scheduled to give the lectures

are Edward S. West, Ph.D., Department of Biochemistry;

Charles P. Wilson, M.D., Department of Medicine, and

Charles E. Gurney, M.D., Department of Surgery.

Major Arthur E. Lewis, USPHS, State Medical Director,

Office of Civilian Defense, will accompany the lecturers and

act as chairman of the meetings.

AN OUTLINE FOR CIVILIAN PROTECTION
AGAINST CHEMICAL WARFARE ATTACK

G. W. Auld, M.D.
Gas Officer, Emergency Medical Service

Office of Civilian Protection

SEATTLE, W'ASH.

Much has been done in studies of the effect of the high

explosive and incendiary bomb attack on civilian popula-

tion. Procedures of modern methods of treatment have been

outlined. Many of the typ>es of injuries that are produced

have been seen in the past, resulting from premature blasts,

gunshot wounds and injuries from falling debris. .4t the

same time we must also take into consideration the possi-

bility of the use of poisonous gas by the enemy. This type

of weapon proved to be one of the most powerful of all

weapons in World War I and it seems illogical to assume
it would be totally abandoned as a weapon in this war.

Most gas casualties can be avoided by proper education

of self-aid procedures to the public in general. In each lo-

cality this should be done. Avoidable or unavoidable gas

casualties do occur and a knowledge of the proper means of

first aid should be possessed by everyone. Knowledge of

certain conditions produced by each chemical agent and the

special treatment indicated will prove of definite value to

all who will inherit responsibility of the civilian welfare.

Classification of Gases

In chemical warfare the term gas is applied to any sub-
stance whether solid, liquid or vap>or which is used for its

poisonous, irritant, blistering or harassing effects. Usually it

is a liquid which volatilizes readily. From the military

viewpoint the classifications are:

1. Persistent, those that evaporate slowly like mustard
gas.

2. Nonpersistent, those that evapmrate rapidly like phos-
gene and the tear gases.

From a medical viewpoint poisonous gases have been

thought of more according to their toxicologic actions and
are as follows:

1. Lachrymators, e.g., chloracetophenone, one of the tear
gases used for their harassing effects.

2. Nasal irritants or sternutators, e.g., ethyldichlorasine.
-\rsenic—containing compounds which promote sneezing,
severe headache, etc.

3. Pulmonary irritants, e.g., phosgene.
4. Vesicants, e.g., mustard gas.

The following accidental gases must also be considered as

a result from enemy action:

1. Carbon monoxide (burning buildings, broken gas
mains)

.

2. Nitrous fumes (incompletely detonated nitroexplo-
sives).

3. Screening smokes.
4. Noxious gases and conditions associated with fire fight-

ing.

Gas Cleansing Stations

To differentiate between the terms used for removal of

gas from surfaces, the following terminology has been

adopted.

Decontamination is the removal of chemical agents from

inanimate objects such as buildings, machinery, trucks and
street surfaces.

Gas cleansing is removal of chemical agents from the

body surfaces of animate objects. The gas cleansing station

should be established in connection with every hospital of

ISO beds or more, in the larger cities, using a basic minimum
of one station to every 50,000 population. Construction of

the station should not be held to a rigid outline but adapt-

ed to the general physical set-up of the building in which

it is located. Using this method will keep the cost to a low

level and will in no way disfigure any permanent structure.

The principal purpose is to see that the station is pro-

vided with three sections, each separated by a gas-lock or

a sail cloth curtain saturated with a neutralizing agent to
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render harmless any gas brought in on the body surface of

the casualty. The sections are (1) the stripping room, where

the casualty will be removed of all clothing, the initial his-

tory taken and the eyes irrigated if so indicated, (2) the

cleansing room, equipped with hot and cold running water

and hose connections to profjerly remove gas from the body

surface of the casualties, (3) the treatment room for the

first aid care of the casualties. The minimum personnel to

operate such a station is ten jjersons. Panel delivery trucks

make excellent ambulances for gassed casualties, due to the

ease with which the trucks can be decontaminated.

Conclusions

In summarizing the facilities and responsibilities of the

medical profession in providing adequate care of the gassed

casualty the following points should be kept in mind:

1. Adequate knowledge of the types of chemical agents

used in chemical warfare and their reactions.

2. Proper information given to the public in general on

self-aid to reduce the number of gas casualties.

3. Organized plan to handle the gas casualty from the

scene of the incident to the hospital proper for final treat-

ment.

4. Properly equipped gas cleansing stations and ambu-
lance service to facilitate the handling of gas casualties.

References

Friend, A. W. and Tovell, R. M.: Gases Encountered in

Warfare, Anesthesiology. Vol. 3, Sept., 1942.

O.C.D. Bulletin: First Aid in the Prevention and Treat-
ment of Chemical Casualties.

Holcomb, R. C.: First Aid in Chemical Warfare, Dela-
ware State Medical Journal, Vol. 13, Jan., 1943.
Waitt, Col. A. H: War Gas Cases, American Journal of

Nursing, May, 1942.

MEDICAL NOTES

Hospital Board Established. A hospital board has been

established at Washington State College at Pullman as an

advisory committee to study problems of college hospital

administration and student health service. It will include

members of the faculty and students acting in an advisory

capacity, thus giving the students an opportunity to partici-

pate in hospital affairs which formerly were under direct

supervision of the president.

Hospital Under Construction. Bids for construction of

the Clark County Isolation Hospital at Vancouver have

been received, and construction will soon be under way for

remodeling an old W.P.A. building, with necessary equip-

ment for a 24-bed hospital. Completion is anticipated for

the near future.

Delay in Hospital Construction. For some time con-

sideration of a 100-bed hospital at Renton has been antici-

pated. Plans are completed and actual work on the institu-

tion awaits orders from Washington to call for bids from

contractors.

Hospital Closed. The Burlington General Hospital has

been closed for the first time in a quarter century. This is

a privately owned hospital, but has been of service to the

general public during its existence. Its decline has been due
to the decrease of physicians in the city in spite of increased

population. Business interests in the community have con-

sidered plans for its reopening and continuation.

Enlarged Public Health Program. In order to have an

enlarged, full-time health district program, commissioners

of Douglas County have made an arrangement with Chelan

County by which Paul West of Wenatchee will supervise

the health departments of the two counties, with Harold

Stout as deputy health officer in Douglas County.

Medical Director of Sanatorium. Cedric Northrop,

who has served for some time as state director of tubercu-

losis control, has been appointed temporary medical director

of Firland Sanatorium to fill the position made vacant by

the recent death of Robert M. Stith. He will serve in this

capacity for several months.

Doctors for University Health Center. David C.

Hall, University of Washington health officer, has had em-

barrassment in conducting the work of the hospital clinic,

resulting from war service demands on members of his

staff. Recently he has been supplied with two draft-exempt

men. Major Charles H. Lovewell, retired army officer, and

George Sgalizer, recently from Vienna.

Elected President. Mr. Hayes Evans, Jr., who has

served as sanitarian with the Olympic Health District since

1936, was elected president of Washington State Public

Health Association at its first annual meeting at Port

Angeles. This is the first time that any one other than a

public health officer has been elected to the presidency of

this organization. The health work conducted by Mr. Evans

has met with general approval.

Appointed Consultant. A. B. Shaw of Longview has

been appointed consultant for the Longview district of the

State Department of Labor and Industries. This is an inno-

vation, since formerly problems were taken to the Olympia

office. The Longview district covers Cowlitz and Wahkia-

kum counties and the southern portion of Pacific County.

Appointed County Health Doctor. Sandford A. Leh-

man of Olympia has been appointed health physician for

Clark County, a position made vacant by resignation of C.

R. Fargher who received appointment as Tacoma health

officer.

Returns to Former Location. Charles R. Foster has

relocated for practice at Clarkston after an absence of a

year and a half, during which he lived at Spokane and

Vancouver.

Supervisor of Health. James E. Drake of Hillyard has

been elected supervisor of health for public schools to

succeed O. M. Rott recently resigned.

Doctor Operates on Chicken. D. R. Neilson, one of

the doctors at Mason City Community Hospital, recently

had an unusual hospital patient. A hysterical woman ap-

peared holding a chicken with a safety pin it had swallowed

protruding from its neck. The doctor quickly removed the

offending pin, but failed to make out the usual personal

record card covering the incident.

OBITUARIES

Dr. Robert M. Stith of Seattle died June 22 from

cerebral hemorrhage, age 69 years. He was born in Gal-

veston, Texas, in 1874. .4fter years of study at Texas Agri-

cultural and Mechanical College and Iowa State College,

he obtained his medical degree from University of Pennsyl-

vania School of Medicine in 1899. He interned at Presby-

terian Hospital, Philadelphia, and The Marine Hospital,

Savannah, Georgia. For a year he was stationed on a plan-

tation in Hawaii. He came to Seattle in 1902, where he

engaged in general practice, specializing in tuberculosis. In

1911 he became medical director of Firland Sanatorium,

established and built through the generosity of H. C. Henry
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of Seattle, a tuberculosis institution with 200 beds. He was

serving in this capacity at the time of his death. During

World War I he served as captain in the Medical Corps

with the 69th Artillery. He was chief of the division of

tuberculosis control of the Seattle Health Department, and

consultant for the Marine Hospital.

Dr. Daniel R. Campbell of Walla Walla died in a Col-

fax hospital May 30 of pneumonia, age 68 years He was

born at Pine River, Wiscconsin, in 1875. After graduating

from Rippon College, Wisconsin, he obtained his medical

degree from University of Minnesota Medical School in

1905. He practiced in St. Paul, Minn., until 1907, when he

moved to Pullman. In 1917 he entered into service in World

War I. During recent years he has lived at Rosalia, sup-

plying for Leon Pollock who was called into army service.

Notwithstanding his advanced age, he conducted a very

active and vigorous practice over a wide territory, endearing

himself to residents in a number of adjacent towns.

Dr. Edward B. Nelson of Spokane died June 18, age

73, after a six months illness. He was born in Philadelphia

in 1870. He graduated from the University of the South at

Sewanee, Tenn., and received his medical degree from Tu-

lane University of Louisiana School of Medicine, New
Orleans, in 1895. He located in Spokane in 1903, being as-

sociated with Drs. Kalb and Neff. He served as president

of Spokane County Medical Society. He was highly es-

teemed by the medical profession and a wide circle of

friends.

Dr. H. W. Fleischhauer of Port Angeles died June 29

at Irons, Michigan, age 47 years. He obtained his medical

degree from the University of Michigan Medical School in

1920. He practiced for several years in Seattle, locating in

Port .Angeles in 1936.

IDAHO STATE

MEDICAL ASSOCIATION

FIFTY-FIRST ANNUAL MEETING

BOISE. AUGUST 30-31, 1943

DATE OF MEETING WOMAN’S AUXILIARY

The date of the fifty-first annual meeting of Idaho State

Medical Association at Boise will be August 30-31. This

corrects the wrong date announced last month. The meeting

will be held at Owyhee Hotel which will be the Association

headquarters. There will be a meeting of the House of Dele-

gates on the evening of Sunday, Aug. 29.

It is requested that all who plan to attend the meeting

make hotel reservations at an early date, at Owyhee, Idaho,

or Grand hotels in Boise. The Dewey Palace Hotel in Nam-
pa will also be available. Bring your wives.

THE PROGRAM
All speakers on the program wiU be from Bushnell Gen-

eral Hospital, Brigham, Utah. The following is the tentative

program which will be subject to change or additions;

Lt. Col. Frank Queen, pathologist, will speak on (1)
Penicillin and (2) Laboratory Diagnosis of Tropical Dis-
eases.

Lt. Col. James S. Sweeney, internist, will discuss (1)
Clinical Interpretation of Blood Pressure and (2) Peptic
Ulcer Syndrome.

Lt. Col. Henry G. Hollenberg, surgeon, will talk on (1)
Recent Advances in Vascular Surgery and (2) The Acute
Surgical Abdomen.
Major Max. T. Schnitker, neurosurgeon, will present

Diagnosis and Treatment of (1) Acute Head Injuries and
(2) Peripheral Injuries.

Major Ernest E. Myers, orthopedic surgeon, will discuss

(1) Pitfalls in Treatment of Fractures and (2) Amputa-
tions.

Lt. Col. Olin B. Chamberlain, neuropsychiatrist, will

speak on (1) Concepts of Psychosomatic Medicine and(2)
Acute Episodes Simulating Psychoses.

The Woman’s Auxiliary of Idaho State Medical Associa-

tion will hold its annual meeting at the Owyhee Hotel,

Boise, August 30-31. President is Mrs. R. T. Hopkins of

Orofino and incoming President is Mrs. George Kellogg, of

Nampa. The National President, Mrs. Eben J. Carey of

Wauwatosa, Wisconsin, will be present as guest of honor.

The meeting will open August 30 with the past-presidents’

breakfast. The day will be taken up with reports of the

past year’s work and election of officers. At luncheon a

program is planned, including talks by the National Auxil-

iary President, Mrs. Carey, and Dr. George Kellogg, Presi-

dent of Idaho State Medical Association. A banquet with

the doctors is to be held in the evening.

On the second day, the new board will meet with Mrs.

Kellogg. A luncheon is to be held at Hillcrest Country Club,

with Lt. Col. Olin B. Chamberlain of Bushnell General

Hospital, Utah, as speaker, followed by golf or bridge. The

Boise Auxiliary will serve tea in the afternoon.

Hospital for Crippled Children. At the annual meeting

of the Elks of Idaho recently held at St. Maries arrange-

ments were completed for establishing a crippled children’s

convalescent hospital at Boise.
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EDITORIALS

REGIONAL MEETING OF AMERICAN
COLLEGE OF PHYSICIANS

A regional meeting of American College of Phy-

sicians of Oregon, Washington, Idaho and South-

west Canada will be held in Seattle, September 24.

Opportunities for medical gatherings during the

war are few and far between and this meeting,

though only for a day, promises to be a most ex-

cellent one.

The morning and afternoon sessions will be held

in Guggenheim Hall, University of Washington,

with an evening dinner meeting at the Washington

Athletic Club. There will be distinguished speakers

from the armed forces as well as from civil practice.

Among these will be President-elect Ernest E.

Irons of Chicago, Brig. Gen. Hugh Morgan of the

United States Army, who has recently returned

from an extended inspection tour of the European

area. The full program of the meeting will be found

on another page. It will be noted that this is a

comprehensive program, covering many subjects.

Only one day is allowed for the meeting. Accord-

ingly all assigned time will be fully «ccupied by the

speakers and to receive the full benefit of the meet-

ing prompt attendance will be necessary.

Edwin G. Bannick of Seattle, Acting Governor

for Washington, will be the general chairman. Be-

sides Dr. Bannick other presiding officers will be

Homer P. Rush of Portland, Governor for Oregon,

Samuel M. Poindexter of Boise, Acting Governor

for Idaho, and George F. Strong of Vancouver, B.

C., Governor for Canadian Southwest Provinces.

All medical officers from the Army and Navy sta-

tioned in this area are invited to attend the meeting

as guests of the College. A similar invitation is

given to all local or neighboring physicians who are

able to be present at the meeting.
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UNITED STATES CADET NURSE CORPS

All doctors realize the existing scarcity of nurses

both for military and civilian services. To meet this

emergency Congress hcis passed the Bolton Act

which establishes the United States Cadet Nurse

Corps. Women wishing to tcike advantage of the

provisions of this Act must be high school grad-

uates. Each one may select any of the 1300 nursing

schools which are accredited by the State Boards

of Nurses Examiners. She is relieved of the burden

of tuition and other expenses which she would ordi-

narily have to meet. In addition to this she is given

a monthly allowance, beginning with $15 per month,

increasing at stated intervals, and amounting to

$30 or more for the last six to twelve months of

the training school curriculum.

The cadet nurse agrees to serve in military or

essential civilian nursing capacity for the duration

of the war. At its termination she will be privileged

to pursue her professional occupation according to

her wishes. During the war period she will wear the

distinctive uniform provided for her, bearing the

insignia of the United States Public Health Service

and the United States Cadet Nurse Corps. While

the cadet is required to continue in essential nurs-

ing during the war, upon graduation she will be

free to select either military service or one of the

numerous civilicm nursing activities. This will offer

an opportunity for nursing education and imme-

date employment, with preparation for life service

which has not hitherto been extended to young

women with such liberal assistance in preparation.

Additional information is obtainable at local nurs-

ing schools. State Leagues of Nursing Education or

Division of Nursing Education, U. S. Public Health

Service of the Federal Security Agency, Washing-

ton, D. C.

It is desired particularly to emphasize this an-

nouncement among physicians, since they are asso-

ciated most intimately with the employment of

nurses and are vitally interested in having an ade-

quate supply available. It is, therefore, urged upon

them that they call to the attention of young wom-

en of suitable age and qualifications this opportun-

ity of preparing for a useful and active career. With

this objective in mind they will have an opportunity

to aid greatly in promoting the regulated program

of the war to a victorious conclusion, together with

establishing beneficent service for the general pub-

lic and advancing their own interests by increasing

the number of available nurses.

MEDICAL EDUG.-VTION FACILITIES FULLY
MEETING WARTIME NEEDS

That the medical education facilities of the United States

are fully meeting the wartime demands being placed on
them is revealed in the forty-third annual presentation of

educational data by the Council on Medical Education and
Hospitals of the American Medical Association, published

in the August 14 issue of The Journal of the Association.

The report says that the accelerated medical education
program and increased enrollments in medical schools
“are now producing excellently trained medical graduates
for military and civilian needs in numbers far exceeding the

production of doctors at any time in the history of this

country. ...”

Not only are the medical schools of the nation properly
handling the increased enrollments, but improvements in

curriculum also are being inaugurated. “Practically all

schools,” the report says, “report that, while the basic
medical curriculum remains essentially unchanged, subjects
of war significance are being stressed or have been added.
The most commonly mentioned subjects in this category
are Tropical Medicine and Parasitology, First Aid, Shock
and Blood Substitutes, Burns and War Wounds, Venereal
Diseases, Aviation Physiology and Medicine, Industrial
Medicine, Public Health, Chemical Warfare, Military Medi-
cine and Chemotherapy.

“Two generalizations may be made from scanning this

list: First, the subjects are not limited to clinical topics of

a purely ‘practical’ nature but involve as well material of

basic scientific importance. Second, many of these subjects

will continue to be of great medical importance after the

war, so that these wartime additions to the curriculum are

not simply necessary educational concessions to an emer-
gency but will probably continue to justify their inclusion

in our educational programs after the war. . .

.”

The inccreased demands on medical schools are being
met by faculties seriously depleted by the numbers who
have entered the armed forces. Up to July 1, 1943, the

seventy-six medical schools and schools of basic medical

sciences in the United States had contributed 5,637 faculty

members to the armed forces.

It is pointed out that at present virtually all medical

schools in the United States are operating on an accelerated

program, admitting a new class approximately every nine

months and condensing the traditional four academic years

of the medical curriculum into three calendar years by
omitting summer vacations, without a reduction in total

classroom, laboratory and clinic hours. The report states

that there are now sixty-six approved medical schools in

the United States. Between July 1, 1942, and the opening

of the first academic session commencing in 1943, varying
in different schools anywhere from January to July, there

were 5,223 graduates. To this figure may be added the estL

mated 10,889 students who will graduate between the time

of the opening of the first academic session in 1943 and
January, 1945. This will be an average of 6,445 graduates

per calendar year, which far exceeds the number ever

graduated from schools in the United States even at the

time when one hundred and sixty schools were operating

in 1905. “This figure,” the report says, “is a conservative

expression of the probabilities, since there will probably be
an additional 4,500 graduates in the first six months after

January 1, 1945, totaling over 20,000 graduates in a period

of exactly three years from July 1, 1942, to July 1, 1945,

or nearly 7,000 a year. .

.

Throughout the country freshman classes will enter one
or more medical schools during every month from Sep-
tember, 1943, to January, 1945, with the sole exception of

the month of December, 1944. Dates of graduation will

also be staggered throughout these months, with most of

the students graduating in the months of December, 1943,

and September, 1944, although some students will complete
their work and be available for internships in every month
of this period with the exception of the months of Septem-
ber, 1943, May and November, 1944, and January, 1945.

In this connection the report points out that students in all
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AMERICAN COLLEGE OF
PHYSICIANS

REGIONAL :\IEETING, SEATTLE
Guggenheim Hall, University of Washington

PROGRAM
Friday, September 24

Registration

8:30-9:30 A.M.

MORNING SESSION

Presiding Officer

E. G. Bannick, F.A.C.P., Seattle,

General Chairman and Governor for Washington

9:30 a.m.
—“Cerebrospinal Meningitis”:

W. J. Lightburne, Major, M.C., U. S. Army,
Fort Lewis.

10:00 a.m.—Symposium on Naval Medical Problems in the

Tropics. By the staff of the Naval Hospital, Seattle:

“Tropical Malaria,” Lieut. Commander William O.

Ramey, M.C., U.S.N.R.

“The Dysenteries,” Lieut. Commander Sam H. Black,

M.C., U.S.N.R.
“Filariasis,” Lieut. Commander John H. McVay, M.C.,

U.S.N.R.
11:15-11:30 a.m.—Intermission.

Presiding Officer
Homer P. Rush, F..A.C.P., Portland,

Governor for Oregon
11:30 a.m.—Further Comments on Tropical Medicine:

1. Matthew C. Riddle, F.A.C.P., Associate Professor of

Medicine, University of Oregon, Portland.

2. Brig. General Hugh J. Morgan, U. S. -Army.

12:00—Colonel W. P. Warner, Chief Consultant in Medi-

cine, Royal Canadian .\rmy Medical Corps.

Title to be announced.

12:30 p.m.—Luncheon Recess.

AFTERNOON SESSION
Presiding Officer

Samuel M. Poindexter, F..A.C.P., Boise,

Acting Governor for Idaho

2:00 p.m.—“.Aspiration Pneumonia”:

Ernest E. Irons, F.A.C.P., President-Elect, .American

College of Physicians; Attending Physician, Presby-

terian Hospital; Chairman, American Board of In-

ternal Medicine, Chicago, 111.

2:30 p.m.—Brigadier General Hugh J. Morgan
Title to be announced.

3:00 p.m.
—“Naval Medical Research in Time of War”

(Motion Picture)

:

Rear Admiral William L. Mann, Jr., District Medical
Officer, 13th Naval District, Seattle.

Intermission.

Presiding Officer

George F. Strong, F.A.C.P., Vancouver, B. C.,

Governor for Alberta, British Columbia,
Manitoba, Saskatchewan

4:00 p.m.—“Aviation Medicine”: David N. W. Grant,
Brigadier General, U. S. Army, Air Surgeon.

4:30 p.m.—“Some Neuropsychiatric Problems in the Mili-

tary Service”:

Major C. Halvorsen, M.C., U. S. Army, Psychiatric

Section, U. S. Army Hospital, Fort Lewis.

EVENING PROGRAM
Washington Athletic Club

7 :
00—Dinner

Toastmaster—E. G. Bannick
Selected Addresses by Distinguished Guests

—

Arthur B. Langlie, Governor of the State of Washington.
Dr. L. P. Sieg, President of University of Washington.
Ernest E. Irons, President-Elect, .American College of

Physicians.

Brigadier General Hugh J. Morgan, U. S. Army.
Colonel W. P. Warner, R.C.A.M.C.
Brigadier General David N. W. Grant.
Rear Admiral William L. Mann, Jr.

Dr. T. Homer Coffen, Regent of A.C.P., Portland.

Dr. George F. Strong.

Dr. Homer P. Rush.
Dr. Samuel Poindexter.

Governors Executive Committee: E. G. Bannick, Gen-
eral Chairman; Homer P. Rush, George F. Strong,

Samuel M. Poindexter.

Committee on Program: E. G. Bannick, Chairman;
Homer Wheelon, George D. Capaccio.

Committee on Local Arrangements: David C. Hall, Les-
ter J. Palmer.

states of the Union as well as the District of Columbia,

.Alaska, Hawaii and Puerto Rico have now adjusted their

licensure legislation or practices so that graduates under

the accelerated medical program will be eligible for admis-

sion to licensure, at least for the duration of the emergency.

In the seventy-six approved medical schools and schools

of the basic medical sciences in the United States there were

in the academic year ending with the admission of the

first class in 1943, 22,631 students studying medicine, an

increase of 600 or 2.7 per cent above the preceding academic

session. The enrollment increase in Canadian schools was

2.0 per cent. In addition there were 566 fifth year students

in schools of the United States plus 403 fifth year and 219

sixth year students in Canada.

Regarding internships in civilian hospitals approved for

intern training, the report points out that in January, 1943,

these institutions could accommodate 7,959 interns whereas

only 5,567 actually were on duty, a shortage of 2,392 in-

terns. It is emphasized that in the face of this shortage it is

becoming increasingly important that hospitals cooperate

in maintaining an equitable distribution of interns by lim-

iting appointments to actual minimum needs. -A shortage is

also reported in the numbers available for residencies, assis-

tant residencies and fellowships.

In an editorial on medical education in wartime, appear-
ing in the same issue of The Journal, it is pointed out that,

“It is encouraging to note that the stress of the accelerated

program has not prevented depleted faculties from a criti-

cal scrutiny of past performance and planning for means to

improve the presentation of that most complex of subjects,

man, in health and in disease.

“Problems of postwar adjustments in medicine deserve
inclusion in the undergraduate curriculum of more schools.

How, if at all, is the practice of medicine likely to be dif-

ferent from that of the past? How may we arrive at a
sound evaluation of the innumerable plans and proposed
laws for improved medical care projected by lay and medi-
cal groups? These and related questions are being asked by
medical students everywhere. .A knowledge of the facts and
analysis of the factors, forces and mechanisms at work, and
the application of the searching scientific spirit which is

the foundation of medical education, may lead more
promptly to workable and acceptable methods.”

BELIEVE SODIUM C.ARBON.ATE SHOULD BE
GIVEN WHEN SULFADIAZINE IS USED

The findings of laboratory and clinical studies made by

Dorothy Rourke Gilligan, M.S.; Solomon Garb, .A.B.;

Charles Wheeler, M.D., and Major Norman Plummer, M.C.,

-A. U. S., New York, lead them to report in The Journal of

the American Medical Association that kidney damage and

obstruction of the urinary tract as a result of treatment

with sulfadiazine and acetylsulfadiazine are preventable by
means of alkali treatment sufficient to maintain the urine

neutral or slightly alkaline. They believe that sodium bicar-

bonate should be prescribed whenever sulfadiazine is ad-

ministered.
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THE CHILD AS A WARTIME PROBLEM*
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MEDICAL OFFICER OF HEALTH FOR THE CITY AND PORT OF
BRISTOL, ENGLAND; PROFESSOR OF PREVENTIVE MEDICINE,

UNIVERSITY^ OF BRISTOL

BRISTOL, ENGLAND

One of the instincts we admire most in an animal

is the one whereby the parent protects its young.

There are no dangers wLich it will not face to guard

them. This instinct is highly developed in the hu-

man race and upon this foundation has been built

our social and medical effort to prevent wastage of

young life. Some would say that our success is a

measure of our state of civilization. I firmly believe

so.

This war has taught us the importance of pooling

our resources. I am thinking here not of nations, for

which it is equally true, but of an old city of nearly

half a million people in Great Britain, Bristol,

and of the 110,000 families in that city. If they

had never known it before, they discovered early

in the war how dependent they were upon one

another, how little they could depend upon their

individual instincts and resources and how much

strength there is in unity. This city, between June,

1940, and June, 1941, went through more than 500

“alerts.” To the inhabitants of a target area at that

time, an “alert” meant a good deal of gunfire, indis-

tinguishable in the dark from the sound of explo-

ding bombs, and the possibility, at any moment, of

a high explosive or incendiary bomb falling some-

where near. It is of the efforts of that community

under the guidance of the State to protect its young,

that I would speak to you. The measure of success

attained will be fully written when this war is over,

but I can say here, as a guide to you, that the in-

fant mortality rate for 1942, after more than three

years of war, after many parents and more homes

had been destroyed or broken up, was one of the

low^est in the history of the city and was under 40

per 1 ,000 live births.

The Lord Mayor of Bristol, 1940-1941 (Aider-

man T. H. J. Underdown) has written a brief ac-

count of the blitzed City of Britsol and, for a de-

scription of a raid, I cannot do better than to quote

from this record^;

“The 24th was a typical November (1940) day of dull

leaden skies with a light mist towards sunset. As darkness

fell, the alert was given and by 6:30 the skies over the

Read before a meeting of Washington Public Health
Association. Seattle, Wash., May 31-.Tune 1, 1943.
Guest of the American Public Health Association at

17 state and regional meetings during May and June,
1943.

1. Bristol Under Blitz: The record of an ancient City
and her people during the Battle of Britain, 1840-1. Bris-
tol: J. W. Arrowsmith, Ltd., 1942.

centre of the city were brightly lit by flares dropped from

enemy planes. Then the fiery attack was let loose with utter

ruthlessness. Showers of incendiary bombs kindled and

spread the conflagration. High explosive bombs whistled

and screamed to earth. Many were of extremely large cali-

bre and spread the raging fires from building to building

until whole streets were ablaze. The flames appeared as one

huge fiery furnace, leaping high into the air and giving an

intensity of daylight over a great part of the city. The

scene presented a veritable volcanic cataclysm. Crashes of

high buildings and the volumes of flame, as castellated

church towers carried the fires to greater heights, added a

touch of grandeur to this inferno of terrorism. Men, afar

off, scores of miles distant, gazed with wonder upon the il-

luminated skies as though peering into a mirror to learn the

fate of a blitzed city.

“But while Bristol burned, her people were bravely fight-

ing. The Regular Police Fire Brigade led the van and was
more than extended even with the support of 1,000 Auxili-

ary Fire Service men, ninety per cent of whom responded

to the call of duty within thirty minutes of the air-raid

warning. Soldiers and naval men also cooperated splendidly.

The men fought a great fight against overwhelming odds.

During the first hour 70 fires were reported, mostly in the

centre of the city. Every available appliance of the fire-

brigade was brought into operation throughout the night

and well on into the following day. Firemen were fre-

quently diverted from their fire-fighting to save the lives of

citizens. In this rescue work one officer faced the task of

saving from a Home thirty-five elderly women, many of

whom were invalids. Another diversion involved the evacua-

tion of sixty horses from their stables. But the men fought

on, several paying the supreme sacrifice on the altar of duty.

“Damage to the mains caused a failure of water supply.

The reserve water from tanks and reservoirs was soon ex-

hausted. There remained the supplies from the Avon and
the harbor with the use of fire-floats. Meantime, assistance

had arrived from other areas. The Bristol Fire Services were

reinforced by seventy-seven Fire Brigades from neighboring

counties, with an addition of 20,000 feet of hose from Car-

diff, Newport, Bournemouth and Plymouth.

“Air-raid Precaution Wardens and Fire Watchers, both

men and women, coped with a deluge of thousands of

incendiary bombs, often preventing the raiders from finding

their targets in many parts of the city. Of these brave

wardens nineteen men, three women and two messengers

lost their lives. Other citizens, even children, bravely extin-

guished incendiary bombs which had fallen upon homes,

churches and other valuable properties.

“At the centre the communications services of the A.R.P.

functioned efficiently during the early stages of the raid.

Reports came in from all the depots promptly, followed by

action. But when the lighting failed, the wardens and their

staff were greatly handicapped. Graver danger soon threat-

ened when fires s'^rcad from Union Street to premises ad-

jacent to the .A.R.P. Central Control. When the relentless

flames quickly set a part of the Control ablaze, a section of

the staff was sent to the Emergency Control. Just as the

remainder w^re about to set out, a message was received that

the fire at the Museum had spread to the University and

that water in the basement was already inches deep. Faced

with a terrible alternative, the A.R.P. Control bravely car-

ried on at Central Control for over an hour, although the

back and upper part of the building was in flames. With

coolness and courage they held on at their posts of duty.

One girl telephonist answered an enquiry and then added

with a cheery voice, “I’m afraid I can’t say any more now.

The flames are all around me!’ Evacuation became inevit-

able. Then they made a hasty transfer in private cars and
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on foot through the streets of their burning and bombed

city to the City Engineer’s Office in Queen Square. There

they functioned with improvised equipment and restricted

accommodations through the remainder of the night.

“The Utility Services were greatly dislocated. In wide

areas of the city the water supply was either totally cut off

or at such low pressure that the higher levels could not be

normally supplied. Water carts, both civic and military,

conveyed adequate supplies for domestic use. Gas, electricity

and the telephone system failed over many parts of the city.

Dislocation of the sewerage system presented a difficult

problem. A large number of unexploded bombs added to

the difficulties of complete and prompt restoration of these

public amenities. But with surprising promptitude the

‘severed arteries’ were restored. Efficient assistance was

given to Bristol’s reserve of labor by gangs from other

towns and by the military forces. The Royal Engineers and

Infantry rendered valuable help in demolition of dangerous

ruins, site and street clearance, traffic control and diversion

and first-aid repairs to houses. Within a few days 2,000

men were engaged in repairs on a large number of the

10,000 houses damaged in the raid.’’

It may be said that there is no house in Great

Britain which can be considered to be 100 per cent

safe from air attack. It is not intended in this paper

to discuss the effect of this upon morale, either of

the people at home or of the fighting forces away

from home, but one may say in passing that the

justice of our cause has proved to be a remarkable

stimulant in my country.

A. THE SAFETY OF OUR CHILDREN

When children are at home, their safety is bound

up with that of the other occupants of the home.

Our experience has been that the home, the ordin-

ary cottage without strengthening and even without

special protection inside it, is a remarkably safe

place during the heaviest air raids. At a time when

we did not have the various types of shelters that

are now available, whole families emerged from

their ruined houses very little worse for their ex-

perience. Casualties, especially among children,

were far fewer than we had expected. I need not

tell you that the parents did all in their power to

give the best protection they had to their children.

This was brought out very clearly in an analysis

made of casualties following one heavy night’s raid.

At that time about 50 per cent of the population

had air raid shelters of some kind. On that same

night nearly 10,000 houses were damaged, more

than 400 beyond repair.

Table 1

Children

Males Females under It Total

Killed 117 90 22 229

Seriously injured 110 SI 13 174

Lightly injured 189 49 10 248

It is noteworthy that, whereas children under six-

teen years of age form about 20 per cent of the

normal population of the city, on this occasion only

6 per cent of the casualties were children (table 1).

After standardization for age and sex distribution

one could say that;

1. Men took nearly double the risk of women and over

three times the risk of children of being killed.

2. Men took nearly three times the risk of women and six

times the risk of children of being seriously injured.

3. Conversely, were it possible for men and women to

take the same precautions to protect themselves as were

available for children, it may be assumed that the following

casualties would have been avoided.

Males Females

From death 2/3 1/2

From serious injury S/6 1/2

In order to protect children during the daytime

when they were attending school, shelters were

erected at all schools in the city. In schools where

there was sufficient accommodation available,

strengthened basements or trenches or underground

steel shelters were the types used. In schools lack-

ing the necessary space for this, brick surface shel-

ters were erected in the school grounds. Accommo-

dation has been provided in school air raid shelters

for 45,452 children at a cost of about £250,000.

The great difficulty, of course, in regard to

schools, is the question of dispersal of the children

and, in order to avoid casualties, we lay great stress

upon this point. In no instance will a shelter erected

at a school hold more than fifty children (equiva-

lent in superficial floor space to thirty-three

adults)
;
even then it would be a catastrophe if one

of these places received a hit.

We have no remedy against the solitary bomber

flying behind cover of clouds and dropping a bomb
on a crowded school without warning of any kind.

B. EFFECTS OF AIR RAIDS

With regard to the general effect of “alerts” and

air raids upon children, particularly upon the school

child and upon his life, some interesting papers

have been published.

In February, 1941, Miss Dunsdon, our educa-

tional psychologist, made a survey of 8,000 school

children to assess the evidence of strain following

air raids and she found that 4 per cent (300)

showed some signs of strain, either purely psycho-

logic or psychosomatic. One hundred and twenty

was the figure she gave as suffering from psycho-

logic symptoms. These occurred twice as frequently

in the 5-7 year group of children as in the 11-14

year group, in whom psychosomatic disturbances

were more frequent. Considering the severity of the

raids, it shows how remarkably stable children are.

The Deputy Director of the Bristol Child Guidance

Clinic, Dr. Frank Bodman, has published a paper

under the title “War Conditions and the Mental

Health of the Child” in the British Medical Journal

of October 4, 1941.
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To those of us who have had an opportunity of

observing the reaction of children to air raids, it has

become quite clear that not only have they stood up

to raids in a quite remarkable manner, but they un-

doubtedly have been an example to the grown-up

people. I would go so far as to say that the children

of my city have contributed a good deal to public

morale by their high spirits and their refusal to be

intimidated by raids. I remember hearing a rather

charming story of two children in an air raid shelter

in one of our worst raids, when a girl aged eight

was heard to say to her small brother aged 6: “If

you don’t keep quiet, you won’t hear a bomb fall.”

C. INTERRUPTION OF EDUCATION

A report upon the interruption of the education

of the children of Bristol was prepared for his com-

mittee by G. E. Sylvester, Chief Education Officer.

Here are some extracts from his report:

“In the early days of raiding of Bristol, there was con-

siderable interruption of education and the local authority

was extremely cautious in bringing large numbers of school

children together and exposing them to possible risks. All

Bristol schools were closed on the outbreak of war, but

were reopened for children over seven years of age within

about a fortnight; after another fortnight children between

five and seven were admitted, and a fortnight later children

under five were readmitted to nursery schools and nursery

classes. Because of shortage of shelter places, a double-shift

system operated for a time at the end of 1939 and educa-

tion was, therefore, on a half-time basis. Attendance at

school was voluntary from the beginning of the war until

May, 1940, when compulsory attendance was reintroduced.

Even after the double-shift system was abolished, many

children only attended part time because there was not

sufficient shelter accommodation available.

“In the latter part of 1940, Bristol school children spent

considerable periods of school hours in air raid shelters

under conditions which made it next to impossible to carry

on any form of education. In September, 1940, for example,

during the battle of Britain, out of twenty-one school

days, ‘alerts’ were sounded on eighteen days twenty-nine

times and the actual duration of ‘alerts’ during school hours

was thirteen out of approximately one hundred and fifteen

hours. In addition we should remember that considerable

time was spent in getting to and from shelters and the ex-

citement unsettled the children.

“The effect of long night raids of the winter of 1940

should also not go unnoticed. Children were tired the next

morning, and, if they came to school at all, they were not

in a fit condition to take part in the rigorous routine of

school life. The difficulty was partly met by an alteration

of school hours and the later opening of schools in the

morning, but there is no doubt that this factor of night

raids also constituted an interruption of education.”

D. JUVENILE DELINQUENCY

This leads me to mention the problem of juvenile

delinquency.

1. Nationally. In the first twelve months of the

war there was an increase nationally of 41 per cent

in the number of children (under 14) found guilty

if indictable offenses, and an increase of 22 per cent

in the number of young persons (14-17) found

guilty of such offenses. In the same period the in-

crease of delinquency in the age group 17-21 was

not more than about 5 per cent, and in the group 2

1

and over there was a decrease of about 2 per cent.

The increase in the volume of juvenile delin-

quency may be traced to a number of causes, in-

cluding the absence of fathers on military service,

the taking up of war work by mothers, the breaking

up of home life owing to evacuation, the interrup-

tion of education owing to evacuation and the clos-

ing of schools in the early stages of the war, and the

increased earnings of young people accompanied,

for many of them, by a reduction in the facilities

available in youth organizations, at any rate in the

early days. In addition to these easily discernible

causes, it would be unwise to ignore the effect of

the excitement and unsettlement of the war, espe-

cially on adolescent boys.

2. The local position-. In Bristol, the number of

children found guilty of indictable offenses in-

creased by 45.5 per cent in the first year of war,

and the number of young persons by 5.5 per cent.

There was a further rise in the second year of the

war, but in 1941 there was a notable drop in the

number of boy delinquents (both children and

young persons).

From Mr. Sylvester’s report:

“We do not wish to appear to minimize the seriousness

of the increase in the volume of juvenile delinquency in the

first two years of war, but we think it necessary to keep a

sense of proportion in the matter. Close attention to the

problem is very necessary, but its extent sometimes tends to

be exaggerated and to be the subject of hasty generalizations

which are not supported by the facts. The largest number
of children and young persons found guilty of indictable

offenses in any of the last four years is 338 (1940-41). We
estimate that the total number of children and young per-

sons living in Bristol between the ages covered by these

categories is about 50,000 and it will be seen that the pro-

portion of these committing offenses is not large in relation

to the total number in the age group concerned. Moreover,

the outlook for the young offender in the long run is very

good, for statistics show that 90 per cent of the boys and
girls who give trouble become useful citizens in life.”

During the period of the war there has been in

my city and, indeed, in Great Britain generally, a

very great increase in what we call the “Youth

Service.” The Board of Education and the local

education authorities have encouraged youth or-

ganizations, and in Bristol the number of boys in

the membership of youth organizations has in-

creased by nearly 200 per cent during the war, and

the number of girls by more than 100 per cent. At

the present time, more than 50 per cent of these

boys and girls between 14 and 18 years of age are

members of some form of approved youth organi-

zation. The movement is largely influenced by the

ideal of service to the community and to other
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people. It is not too much to suggest that the de-

crease in the amount of juvenile delinquency at

these ages during the war period can quite definite-

ly be associated with the growth of the Youth Serv-

ice movements.

Our Child Guidance Clinic played an active part

in sorting out cases and advising upon particularly

difficult ones throughout this period. For their ex-

perience, I would refer you to a paper published

in the Lancet of November 8, 1941, by Dr. Bod-

man and Miss Dunsdon under the heading “Juve-

nile Delinquency in Wartime.”

Some of the local factors which have played a

very important part in this question of juvenile

delinquency, which I should like to mention, are

the following:

About 30 schools were partially or completely put out of

action. This affected more than 7,000 places of accommoda-

tion. In addition, several schools were temporarily put out

of service.

Many of the younger male members of the teaching staff

(189) are serving with the Forces; the fact of this large

withdrawal of men teachers on the disciplinary training of

boys must have considerable effect, particularly as these

teachers were active in promoting out-of-school organized

games and sports and were making an important contribu-

tion to the teacher/leader development of youth welfare

centers, boys’ clubs, and other youth organizations.

For many reasons, too, the parents’ outlook toward regu-

lar attendance in school seems to have been modified. One
can well understand this mental attitude of many parents in

view of the relatively less importance of education as com-
pared with the safety and other matters in the wartime life

of the child.

When all these facts are taken into consideration,

it can be said that juvenile delinquency is not an

outstanding result of war and air raids upon the

City of Bristol.

E. EVACUATION

Bristol became an evacuation area at the end of

January, 1941, and the first parties of children were

evacuated about the middle of February. This fol-

lowed urgent representation from the local author-

ity’s committees to the Ministry of Health. By that

time we had been having severe air raids—a total

of 28 from June 25, 1940 (which was the first upon

Bristol), until the end of February, 1941, with a

large number of casualties.

Air Raids on Bristol, June 25
Dead 711

Seriously injured 810

Slightly injured 1,259

1940, End February, 1941

1,521

2,780

I can only speak of this problem of evacuation

from the point of view of the evacuating authority.

There is no doubt that this is one of the greatest

social experiments ever tried in Great Britain, and
the full story of the effect upon the evacuated chil-

dren and upon the homes in the reception areas and

upon the people in those homes remains to be told.

As an evacuating authority we had the great prob-

lem of trying to get large numbers of children trans-

ported in short spaces of time to less vulnerable

localities.

I may be forgiven here for trying to give you a

brief account of life in the city for several months

preceding evacuation, when the city was subjected

to severe bombing.

During these days shelters were extensively used.

Public shelters, either brick surface or trench shel-

ters in public parks, etc., which were open for use

to any member of the community, accommodated

approximately 10,0(X) children every night. There

was some overcrowding in this type of shelter in

the early days of raiding and the children lost much
sleep. This probably affected their education more

than their health, for no great increase in any infec-

tious illness was reported. When bunks were pro-

vided, a number of mothers with children attended

regularly every night, whether an “alert” was

sounded or not because they feared that if they did

not stake out a regular claim to bunks and occupy

them with their families each night, they might

find, on arriving after the “alert,” that their usual

place had been taken by a stranger who had got

there first.

The communal type of shelters, mostly brick

surface shelters allocated to certain numbers of

houses or streets, accommodated another 10,000

children, but only a small percentage of this num-

ber used them every night. Communal shelters were

private, and allocated to groups of families. They

were conveniently located near the homes of these

families and were only used to any large extent

during actual raids.

Small shelters of the “Anderson” type were used

by a large part of the population. In many housing

areas this type of shelter was in common use, and

it was the practice in these areas to put children to

sleep in them regularly each night at “black-out.”

Under these circumstances, the routine of the

home had been greatly disturbed, the “alerts” usu-

ally sounded in the early evening just at bath time.

This part of the child’s daily routine, therefore,

either completely disappeared or was very much

modified. The expected results followed; head ver-

min became prevalent. The problem of head vermin

was very much eased by the use of Lethane (384

special). This is a mixture of organic thiocyanates

in 50 per cent of highly refined petroleum oil. (The

principal toxic ingredients are the beta-thiocyano-
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ethyl esters of a mixture of higher fatty acids and

beta -butoxy- beta thiocyanodiethyl ether). It is

strongly insecticidal and has no toxic effects for the

users. Of great value for all types of infestation, it

has been found very effective in the treatment of

pediculosis capitis and for this purpose is prepared

with a liquid paraffin as Lithane Bnlliantine

.

This

preparation is massaged into the scalp thoroughly

and the hair is combed twice daily for a week,

using a fine steel comb. Lice are killed instantane-

ously and the worst cases require only two applica-

tions. This treatment is the best we know for pedic-

ulosis capitis in school children and never seems to

fail.

Well, these were the children who were evacu-

ated. In one day we succeeded in evacuating 6,370

children frem elementary schools to Devon and

Cornwall. We undertook to see that all these chil-

dren were thoroughly inspected and cleansed and

equipped with proper clothing before they went.

The task of inspecting, cleansing and equipping

was undertaken during the week prior to evacua-

tion. The task was no small one. The incidence of

uncleanliness, scabies, impetigo and pediculosis was

higher than at any time previously, and all of these

conditions had to be dealt with during the one

week prior to the departure of the children. More-

over, to make the problem harder, these 6,370 chil-

dren were located not in one but in twenty schools.

•\11 of them received a complete inspection. The

first took place four to six days before leaving the

city, and the condition of each child was recorded

on a special card. Special attention was given to

cleanliness, verminous and skin conditions, infec-

tious states, and the difficult child was indicated,

the bedwetter and the child with behavior problems,

as far as they could be ascertained.

The routine of this preliminary inspection was

organized on the “survey” system. Thirty-four

school nurses and health visitors gave assistance to

the five available school medical officers, and cleri-

cal help was provided by the teachers. Sometimes

three or four of the smaller schools had to be cov-

ered by the same group of workers in one day, and

for this the team was transported from school to

school in casualty service vehicles.

Each child was undressed and completely in-

spected by a nurse. Upon the slightest suspicion of

defect the child was seen by a doctor at a separate

table and the condition was more completely as-

sessed. In this way 20 per cent of the children were

labeled for treatment. Then the task of remedying

the defects had to be accomplished. This was

started immediately. Skin conditions, such as sca-

bies and impetigo, and minor ailments were referred

to local clinics for treatment. The normal routine

of these clinics was temporarily suspended so as to

give all affected children a chance of being cleared,

and the treatment was active and thorough, so that

the large majority were cleared within a week.

Problem children were set aside so that separate

arrangements for evacuation, such as into hostels,

could be made.

Head lice were the main difficulty. Approxi-

mately 15 per cent of the children, ranging from 3

to 20 per cent according to the school locality, were

found to be infected with head lice to a greater or

lesser degree. It was realized at an early stage that

separate arrangements would have to be made for

the mass delousing of these children and for this

purpose nurses of the Civil Nursing Reserve,

“standing by” between night raids, were recruited.

These volunteers, fifty in number, underwent a brief

period of instruction before starting on the heads.

A high standard was set. No child was to be al-

lowed to depart with a single nit. Heroic measures

were sometimes necessary in the worst cases but no

verminous child left Bristol.

The final inspection took place within twenty-

four hours of departure and was conducted on the

same principles. During this inspection particular

attention was paid to cleanliness, and to the chil-

dren found defective at the preliminary examina-

tion. As a result of these examinations only one-half

of one per cent of the children were considered unfit

to travel, and most of these were cases of scabies

that could not be cleared in time. The task was

completed within a week.

Altogether 21,000 children were evacuated from

Bristol during the succeeding six months; 14,000

under arrangements made by the local authority,

and 7,000 to billets secured privately by their par-

ents. Of this number, a total of 8,000 still remain

out of the city.

Outstanding among the lessons learned from this

inspection were the extent to which shelter life can

intensify all the problems of infestation, and the ex-

tent of the effects of even a temporary disruption

of the social care normally given to school children.

All children who were not properly clothed were

provided with all the necessary articles before they

were evacuated. During the whole time that they

are away continual watch is kept to see that they

are adequately and suitably clothed, and if the

parents are unable to provide what is necessary, the

local authority supplies the need. I make special
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reference to this because we in Bristol recognize the

tremendous debt we owe to the American organiza-

tions which have so kindly sent such generous gifts

of clothing for our children. I would assure you

that these are all well used and most gratefully

appreciated.

F. RESIDENTIAL NURSERIES

What has been said about evacuation applies

mostly to children over five years of age. We still

had the problem of the children under five. For

obvious reasons it would be impracticable to expect

that they could be billetted out. The only possible

way of dealing with them was to take over country

mansions and establish residential nurseries. A
considerable amount of work was involved in ob-

taining the necessary accommodation and in ren-

dering it suitable and equipping it for use as a

nursery. Some of these nurseries were administered

under the supervision of a head teacher (as a resi-

dential nursery school) with a resident nurse ad-

viser. Into these nurseries, the children aged two to

five years were evacuated. Some were established as

residential nurseries under a trained nurse-matron.

The children under two years of age were evacuated

to nurseries under the supervision of trained nurses

and a deputy with nursery attendants working

under them. The units were mostly of 30 to 40

children. Arrangements were made for medical su-

pervision by local general practitioners. At present

(March, 1943) there are sixteen residential nurs-

eries with a total accommodation for 473 children.

G. HOLIDAY SCHEME

The delay in operating the scheme for children

under five years of age resulted in great strain upon

the mothers who had children of this age in the city

during the “blitz,” and in the spring of 1941 the

City Council approved a holiday scheme for moth-

ers and children. By this time, Bristol had suffered

very badly and the more fortunate adjacent coun-

try areas were very sympathetic toward the citizens.

Prominent people in these areas helped in the

scheme and mothers and children were sent for a

fortnight into the homes of families in these adja-

cent areas. Some towns (like Sidmouth, Devon)

undertook to bear the cost involved; otherwise the

Lord Mayor’s War Services Fund, to which Ameri-

can citizens have many times so generously given,

helped to defray the expense. In one area a large

camp was organized, where mothers and children

spent part of the summer of 1941, and some of the

Oxford colleges were also used as guest houses. To
the end of February, 1943, 6,208 people were sent

away under this scheme. Every person sent had to

have suffered as a result of raiding.

H. PRESENT PROBLEMS

I have already mentioned that one of the results

of the war is that the young fathers have nearly all

disappeared from the city. Those who remain are

employed strenuously on war duties and in any

case the father is not able to do much in the way of

supervision of his children. It is a peacetime prob-

lem of great importance to know what to do with

the children, when the mother falls ill and the home

cannot depend upon friends and relations. Friend-

ship comes to the rescue quickly in case of illness,

but it cannot be strained too much. We know, for

example, that many a mother has left the sanato-

rium before treatment is completed because her

children at home have given too much trouble to

friends and relations.

Meuiy husbands in peacetime have had to stay

away from work because there was no one else to

look after the child when the mother was ill. This

has been a severe drain upon the family exchequer,

often resulting in poverty. In wartime this same

problem has been vastly accentuated and there ap-

pears to be but one solution, the establishment of

residential nurseries by local authorities. The de-

mand for these has, therefore, increased consider-

ably as the direct result of the war, and every effort

is being made in Bristol to provide this accommo-

dation.

I. WARTIME NURSERIES

Another urgent problem today is how to care for

children under fourteen years of age, while the

mother is at work and away from home. In order to

face this problem, and the growing need for more

women on work of national importance, the Gov-

ernment has instructed local authorities to estab-

lish wartime nurseries. Here children under five

years of age may be taken by a mother on her way

to work and collected on her return in the evening.

For a small payment the children are cared for and

receive all their meals. So far (March, 1943) we

have prepared acommodation for about 750 chil-

dren in these nurseries in Bristol.

J. DAILY GUARDIANS SCHEME

It became clear that the normal rate of provision

of wartime nurseries would not meet the problem,

for mothers were quickly drafted to industry and

munitions. In the late months of 1941, a scheme

was devised which would allow for the greatest pos-

sible release of women for war work and at the

same time take into account the mother who could

not leave her home. Under this scheme of Regis-
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tered Daily Guardians, a woman who cannot leave

her own home can register as a “daily guardian.”

She agrees to take into her own home one or more

children under five years of age (according to her

acommodation) and to care for them each day

while their own mothers are at work. Each “guard-

ian” is visited and approved by the local authority,

and the Ministry of Labour makes a payment to

the guardians. The scheme has gained popularity

and runs smoothly in Bristol, where at the present

time over 200 children under five years of age are

in the care of “daily guardians.” Contact is usually

first made between the Ministry of Labour and the

local authority, but in many instances the mothers

concerned make their own arrangements and then

come forward for approval and payment.

K. SCHOOL CANTEENS

The provision of wartime nurseries and the or-

ganization of the “Daily Guardians” scheme do not

cover the whole of the problem, however; there re-

mains the problem of the child of school age. In an

effort to help in its solution, the Bristol Education

Committee commenced a scheme whereby every

child in an elementary school can obtain one-third

pint of milk each midmorning, and can obtain a hot

midday meal. Meals are not available at every

school in the city, but arrangements have been

made so that the children from the schools lacking

the necessary accommodation can quickly go to a

central school for their meal. The teaching pro-

fession in the city is supporting this scheme by add-

ing to its responsibilities the supervision of the

children in the middle of the day. The Bristol Edu-

cation Committee is at present bringing into opera-

tion a big scheme to increase the supply of meals in

school canteens. We hope that the effect of this will

be to increase the number of children taking a mid-

day meal at school from 4,000 per day, which is the

present figure, to something like 12,000 a day.

L. PLAY CENTERS

The provision of a midday meal for all elemen-

tary school children was a step toward the solution

of the vast problem of the care of the school child,

but it could not cover the afterschool hours, when

mother and/or father is still at work, nor could it

cover the holiday period.

In eighteen centers of Bristol at the present time

“youth welfare centers” are established, where boys

and girls can remain to gain both knowledge and

recreation for a couple of hours following afternoon

school. Such subjects as arts and crafts and physical

training are taken.

This year the Bristol Education Committee has

made provision for the opening of playing fields

during the summer months, where boys and girls

can spend their evening leisure time in healthy

exercise and allow their mothers to work undis-

turbed by worry as to their welfare. The playing

fields are available for all children. Should the

weather be wet, arrangements are to be made for

certain schools to be opened in the evening hours as

“play centers” and “youth welfare centers.” To

these only the children of war workers will be al-

lowed to come. The centers are staffed by paid of-

ficers of the Education Committee.

It has been my purpose in this paper to show how

public health authorities in Britain, while concen-

trating every effort on the immediate task, have

succeeded in making provisions for the care of chil-

dren. In peacetime it hardly seems necessary to

draw attention to the need for protecting the life of

a child and the development of its health. In war-

time, however, life appears too cheap, so many

young adults developed with such care are slaugh-

tered on the field of battle and, in modem warfare,

even mothers and children in their own homes. It

would be easy, therefore, to divert all energy and

material resources from any long-time policy. Only

history can judge the measure of our success in

keeping the balance steady.

INSECTS AND THEIR ALLIES AS CAUSA-

TIVE AGENTS AND TRANSMITTERS
OF DISEASE*

Ernest Carroll Faust, Ph.D.

PROFESSOR OF PARASITOLOGY
THE TULANE UNIVERSITY OF LOUISIANA

NEW ORLEANS, LA.

INTRODUCTION

The subject, “Insects and Their Allies as Caus-

ative Agents and Transmitters of Disease,” is one

which could very profitably utilize several hours

for presentation. I hope you will pardon me for

trying to consider so comprehensive a subject and

for providing only a general perspective rather than

a detailed analysis of the material.

There are a few insects, as the lady beetle, which

are man’s friends but there are hordes of them

which are his enemies. Usually we think of insects

from an economic point of view, and here in the

United States, as elsewhere, literally tens of mil-

lions of dollars have been spent in helping the

farmer and the truck gardener to reduce their

losses produced by insects. Not as much attention

has been given to the insects and their allies which

produce disease in man, but we have come rather

Second lecture of the third Ernest A. Sommer Memorial
Lecture Series, University of Oregon Medical School, Port-
land. Ore., May 18, 1943.
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tardily to realize that after all a human life may be

worth more than that of a hog, a steer or a farm

crop.

When we speak of insects and their allies, tech-

nically we refer to a particular group of inverte-

brate animals, or animals without a backbone,

known as the arthropods, which word literally means

that they have articulated or jointed appendages or

legs. Originally each had a pair of jointed legs on

each segment of its body. Some of these were lost;

others became adapted to specialized uses, and par-

ticularly those around the head became modified

for the apprehension of food and for taking it into

the digestive tract.

In the case of some arthropods the appendages

have been transformed into mandibles for break-

ing up food before it is consumed. In other in-

stances, the mouth parts have become more or less

fused together to form a sort of tube, the so-called

proboscis, through which the material, either in

liquid or in a finely particulate form, is sucked up

or lapped up into the pharynx and then taken on

into the midportion of the digestive tract for di-

gestion.

We find that many species of these insects are of

great interest to us medically. These we can divide

into three main categories: (1) species which

venenate or introduce toxins into the human body;

(2) species which themselves actually invade the

human body, producing infestations; and (3) spe-

cies which carry pathogenic microorganisms and

introduce them into the human body.

ARTHROPODS WHICH INTRODUCE VENOMS OR

TOXINS INTO THE SKIN

I wish to take up briefly the first of these three

categories. Some arthropods, as mosquitoes and

some of their relatives, likewise fleas, ticks or lice,

merely introduce saliva into the puncture wound

which they make, when they are preparing to suck

blood or tissue-juices. For many persons that saliva

provokes very serious reactions, frequently with

allergic manifestations, evidences of serum sick-

ness or histaminelike poisoning. There are other

arthropods, as the black widow spider, which,

through fangs which penetrate the human skin, in-

troduce toxic substances into the body. Such vene-

nation frequently produces an ascending motor

paralysis and sensory nerve ending degeneration.

Again, there are arthropods in which there is a

venom apparatus at the posterior end of the body.

Probably the species belonging to this group, which

is most familiar to you, is the honey bee. Here a

modified ovipositor constitutes the sting apparatus.

With the introduction of this venom into the human

body, a histaminelike reaction is produced which

can be temporarily alleviated by the use of epine-

phrin or, if the individual is more dangerously hy-

persensitized, desensitization with whole bee extract

should be undertaken. Another arthropod of this

venenating group is the scorpion which has a tail

shaped very much like a glass retort. Within the

hardened caudal exoskeleton there are two venom

glands, with ducts which join so that a common
duct discharges the venom into the puncture wound

made when the scorpion strikes with this posterior

venom apparatus. In this case, in addition to pro-

ducing an ascending motor paralysis, there is also

hemolysis and endotheliolysis, and at times there is

an acute pancreatitis.

These are merely a few examples of some of the

dangerous arthropods which, like snakes, would

ordinarily not harm man unless he came in direct

contact with them.

ARTHROPODS WHICH INVADE THE BODY

Second, there is the group of arthropods which

actually penetrate human tissues. A common ex-

ample is the mange mite, Sarcoptes scabiei, which

produces sarcoptic mange. This little eight-legged

organism gets in under the epidermis and down to

the malpighian layer of the skin, where it burrows

in a tunnel almost parallel to the surface of the

skin. Over a period of thirty days or so the female

lays approximately thirty eggs. Each of these eggs

hatches in four to six days and the young either

come out of the burrow and penetrate new sites on

the skin or develop lateral tunnels. The presence of

these mites in the skin, particularly with the de-

position of their little fecal dejecta, especially when

the skin is covered and moisture accumulates, ac-

counts for the almost insufferable pruritus. This in-

variably causes the individual to scratch the in-

fected site. In this way some of these mites will be

removed to other sites on the skin where they pro-

duce new lesions. The lesions of sarcoptic mange

are commonly infected with pyogenic organisms.

There is another arthropod, one of the fleas,

which is very common in the American tropics

and was introduced years ago from there into

Africa. It is known as the chigoe but is not related

to our chigger which is a red mite. Nor is it the so-

called sand flea which is nothing more or less than

a dog flea. The chigoe occurs throughout the Amer-

ican tropics and has very recently been found in

California. Back in the early days after the settling

of the Atlantic Coast, when travelers went from

Florida westward across the Gulf coast, some of
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them mentioned the presence of this chigoe. But in

recent years it has not been present north of Yuca-

tan except for the very recent finding in California.

This organism burrows into the skin and the female

swells up to the size of an ordinary pea before she

is ready to deposit her eggs. These may be deposit-

ed right in the skin or she may drop off onto the

floor or the ground and deposit them there. Dogs

and hogs are important reservoirs of this infection.

There is another very common group of arthro-

pods which invade the human skin. I refer to the

filth flies which, during their maggot stage, produce

the pathologic entity known as myiasis. Either

accidentally or by intent the mother fly deposits an

egg on the skin or in a lesion of it or on the con-

junctivae or mucous membrane. Then, due to mois-

ture and warmth, the egg hatches and the maggot

works its way into the skin. Some flies do not de-

posit eggs but lay living maggots which are de-

posited in flesh wounds, or on seropurulent material

draining from a wound or from the nares or the eye.

These maggots may burrow deeply into the tissues

and produce mutilating wounds which may become

secondarily contaminated and cause serious perma-

nent injury to the individual, and at times even

death.

Other flies lay their eggs on food or in drink.

Some of the eggs taken into the body may hatch in

the digestive tract and then for a period of a few

days to several weeks may remain within the bowel,

causing a considerable amount of intestinal disturb-

ance but no permanent damage. Obviously flies,

which intentionally lay their eggs or larvae on the

skin or in superficial wounds are the most dan-

gerus. If one were practicing in a hospital down in

southern Mexico, Guatemala or farther south, he

would find that there were two or three of these

types of maggots which he would meet in almost

every clinic.

There is one type, the tropical warble fly, which

is very common among the chicle gatherers, those

people who gather the raw gum from which chew-

ing-gum is made. This infestation is common in the

jungles of Yucatan and Guatemala and all the way
down into the rubber plantations of South Amer-

ica. The fly itself has a very peculiar history, be-

cause the mother fly rarely comes out of the jungle

but deposits her eggs on the abdomen of some other

blood-sucking arthropod, as a mosquito or a tick.

When that arthropod comes in contact with human
skin, its warmth causes the eggs to hatch and the

fly larvae bore down below the skin into the sub-

cutaneous tissues.

Cattlemen and sheep raisers are familiar with

the so-called cattle bots or cattle grubs, the horse

bots and the sheep bots, all of which cause a seri-

ous drain on the animals which they infest. These

bots occasionally also infest mem.

ARTHROPODS AS VECTORS OF

PATHOGENIC MICROORGANISMS

All of the arthropods which have thus far been

referred to have either introduced toxins into the

human body or they, themselves, have penetrated

into the body at some stage in their history and

have produced more or less mutilating lesions.

However, the group which is medically the most

important comprises those insects and their allies

which are vectors or incubators of pathogenic

microorganisms producing serious diseases in man.

This group comprises two subdivisions, namely,

those which are purely mechanical transmitters of

disease-producing pathogens, and those which are

alternating hosts with man and reservoir hosts in

the life cycle of the microorganism. Examples of

these two categories will next be considered.

ARTHROPODS AS MECHANICAL VECTORS

The common house fly, Musca domestica, is rep-

resentative of all of the filth flies that breed in

human and barnyard manure or in garbage around

the back-door yard. On its legs and mouth parts,

wings and body parts, and likewise internally, the

filth in which it wallows and on which it feeds fre-

quently contains uncounted numbers of disease-

producing organisms. We have definite evidence

that such enteric infections as typhoid and the

paratjqihoids, bacillary and amebic dysentery, and

cholera are in many parts of the world, particularly

in the tropics and the Orient, commonly trans-

mitted mechanically by the house fly and other filth

flies that breed in such locations. Recently a physi-

cian who had just returned from Africa stated that

there was a large amount of amebic dysentery all

through central and northern Africa and extending

over into the Persian Gulf area, into India and

Burma and on into China, and that flies were un-

doubtedly the transmitters of the disease. I knew

these areas in years past, but it was of timely inter-

est to get this fonfirmation from a well-informed

medical man who had recently been through all of

them.

Let us consider a group of pilgrims in Moham-
medan and Hindu countries. They maike their pil-

grimage once a year and almost invariably when

they return, they carry cholera, typhoid and dysen-

tery with them. Even twenty years ago attempts

were made to erect quarantine barriers in Egypt
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for the return of these pilgrims who had gone to

Mecca and other holy places. Such pilgrimages are

typical of the way infections Ccm be transported in

oriental countries. The pilgrims buy their food on

the street or in food bazaars, where the flies are

so common that not infrequently the children’s

faces are completely masked with them.

In North China, human nightsoil is collected at

the front door of every home in the morning in a

wicker bcisket on top of a wheelbarrow which is

trundled through the streets, slopping out all

through them as it goes along, passes out through

the city gates and finally into the country, where

it is used for fertilizer on strawberries and various

truck crops. But wherever it goes, there are flies

and wherever there are flies, one invariably finds,

particularly during the warm months of the year,

all of these enteric infections.

I might tell you of other diseases which are trans-

mitted by flies in a mechanical way, as tetanus and

anthrax. The spores of these pathogens are carried

internally by flies, even picked up by the maggots

which are feeding on filth and remain there until

the fly matures. Then the pathogen may be depos-

ited in an open wound, will multiply and will cause

serious illness or possibly death.

Another example consists of the group of so-

called eye gnats. Some species are found in the

United States, including California, Georgia and

Florida. They are very common in Jamaica and

throughout all of the Near East and India. They

feed primarily on the exudate from the conjunc-

tivae and are responsible for producing epidemics

of acute conjunctivitis, and possibly trachoma.

From the group of diseases mechanically trans-

mitted by arthropods, we now turn to another

group, a large one in which the arthropod, as a fly,

a flea, a louse or a tick, plays a necessary or im-

portant part in the complete life cycle of the or-

ganism. Several of the most important of these dis-

eases are transmitted by mosquitoes, but since ma-

laria, yellow fever, dengue and filariasis are to be

presented in later lectures, I will omit them at the

present time and present only certain diseases

which will not otherwise be considered.

HEMOFLAGELLATE INFECTIONS

First of all may I refer to certain disease entities

that belong to the group of the hemoflagellate in-

fections. A hemoflagellate is a very simple proto-

zoon which, during the active stage of its existence,

heis a single flagellum that extends from the an-

terior part of its body. The organism multiplies by

simple longitudinal fission. Six species of hemo-

flagellates produce diseases in man. Three of them

are called Leishmania in honor of Sir William

Leishman who was one of the early workers in this

group of diseases. These diseases are known as

kala-azar or visceral leishmaniasis: Dehli boil,

Aleppo boil or Oriental sore, with cutaneous mani-

festations; and espundia, which produces a cutane-

ous lesion that later frequently metastasizes to

produce a mutilating mucocutaneous lesion.

All of these leishmaniases are transmitted by the

sand fly, Phlebotomus. It is hump-backed, possesses

a peculiar type of wings that have a simple vein

pattern, stand erect and are covered with delicate-

hairs. Likewise the body and the long straggly legs

are covered with tawny hairs. This little sand fly,

much smaller than the ordinary mosquito, can get

in through an ordinary mosquito net, but after she

has fed, then she cannot get out of the net. She

sucks blood or tissue-juices and, when a human

being harbors the leishmania organisms in his skin,

madam sand fly takes them up and swallows them.

There is a multiplication of the organisms within

her midgut, after which they may return to the an-

terior part of her digestive tract and when she next

takes a blood meal, they may be introduced in mi-

nute droplets of saliva into the skin.

There is a common peculiarity of these leish-

mania organisms. In the sand fly they are typically

flagellate in form, i. e., long, delicate spindle-shaped,

with a single flagellum. But when they are intro-

duced into the skin, whether into the blood stream

or elsewhere, they are very promptly engulfed by

wandering macrophages which usually are unable

to destroy them. Rather, the hemoflagellate be-

comes rounded up, retracts its flagellum and be-

gins to multiply within the cell. This multiplication

causes the swelling and soon the rupture of the

macrophage. As soon as the macrophage breaks

down and the leishmania organisms are tempora-

rily set free, either in the blood stream or into

tissue juices, they are promptly engulfed by other

macrophages. Thus, there develops a vicious cycle

with a cumulative stimulus for increased phagocy-

tosis and increased production of macrophages.

This constitutes the real pathogenesis behind these

three diseases which are respectively called visceral

leishmaniasis, cutaneous leishmanicisis, and muco-

cutaneous leishmaniasis.

In what geographical areas do these hemoflagel-

late infections occur? Visceral leishmaniasis or

kala-azar is widely distributed throughout north,

northwest and northeast China. It is possibly pres-

ent in the Canton area; it is highly endemic in



254 INSECTS AND THEIR ALLIES— FAUST Vol. 42, No, 9

Assam, Burma, Bengal and other parts of India.

It occurs in the Trans-Caucasus region, in the

Caucasus and in small areas scattered throughout

Asia Minor and in the Near East. It is present in

Egypt and in several foci in North Africa and

along the Mediterranean coast of Europe, in the

Egyptian Sudan, in Kenya Colony, in Central

Africa, and on the west hump of Africa. Moreover,

since 1928 it has been known to exist in northeast-

ern Brazil and, in more recent years, in northern

Argentina.

The cutaneous type does not occur in the far

East, but it is prevalent in northwestern India and

in the countries farther to the north and northwest,

in the Arabian peninsula and various foci through-

out the north and central part of Africa. Insofar as

we know, mucocutaneous leishmaniasis is confined

to the Western Hemisphere. It is endemic in vari-

ous foci throughout Brazil, along the West Coast of

South America
;
in Panama, and in Central America

as far north as Yucatan.

Kala-azar, the visceral type of leishmaniasis, as

seen in China, India, Africa or the Mediterranean

basin, causes splenomegaly and an enlarged liver,

due to the tremendously increased number of para-

sitized fixed macrophages, as the Kupffer cells of

the liver. All of the lymph-nodes are similarly en-

larged, due to engorgement by large numbers of

these pathogens. The bone marrow is hyperplastic,

a beefsteak red, and filled with parasites. The in-

crease in the number of monocytes taxes the ca-

pacity of the hematopoietic system, with a corre-

sponding reduction in production of neutrophiles

and with agranulocytosis. Likewise, there is an

erythropenia. With the marked diminution in the

polymorphonuclears, a wonderful opportunity is

offered for other pathogenic orgcinisms to invade

the body. The patient frequently develops bronchial

pneumonia or dysentery, and in children noma not

uncommonly supervenes. Fortunately, kala-azar is

amenable to antimony therapy.

Cutaneous leishmaniasis is much less dramatic.

At first, it looks like a little pimple, but after it

becomes moderately advanced you will find that is

has a depression in the center, covered with granu-

lating tissues. Just underneath the granulating

cover, particularly at the edge in small lymph

ganglia, the leishmanias will usually be found.

From time to time this organism metastasizes to

other sites in the skin, but rarely, if ever, to muco-

cutaneous junctions. Antimony therapy is usually

effective.

In the case of mucocutaneous leishmaniasis, the

type that is so common in parts of our own hemi-

sphere, the original lesion is more flattened and

saucerlike and more weeping in its discharge than

that of the cutaneous type. Usually within six

months to five years, it has metastasized to some of

the mucocutaneous junctions on the face. It may be

in the nares, or it may be around the lips. Horrible

disfigurement may be accomplished as a result of

this invasion, because once it gets into the muco-

cutaneous junction, it destroys all types of tissue,

including cartilage and bone. Frequently, the indi-

vidual’s larynx is completely digested away. Some-

times the whole front of the face is destroyed. Even

back in the old Inca days this disease was present,

as indicated by the lesions carefully carved on well

preserved statues.

Other hemoflagellate infections include the three

types of trypanosomiasis. At the anterior end of a

trypanosome there is a free flagellum which is re-

flected along the margin of an undulating mem-
brane to the posterior tip of the body. Two of the

types of trypanosomiasis are referred to as African

tr}q)anosomiasis, or more familiarly, African sleep-

ing sickness. The third is American trypanosomiasis

or Chagas’ disease.

The two types of African trypanosomiasis are

the Gambian and the Rhodesian. Both are trans-

mitted to man by the tsetse fly which is about the

size of the ordinary house fly, but is honey yellow

in color, has its wings folded straight back when it

is resting, and also has a piercing type of proboscis.

When this fly bites a human being having trypano-

somiasis it may transmit the infection in one of two

ways. If it is taking an interrupted blood meal,

within a few hours it may discharge still living

trypanosomes from the soiled proboscis into a sec-

ond human being. After that, there is a required

incubation period of approximately twelve days

within the midgut of the tsetse fly before these or-

ganisms, now greatly multiplied, will be available

for reinoculation of human beings. Then, when such

a fly takes the next blood meal, these organisms

will be discharged in minute droplets of saliva.

Gambian trypanosomiasis was first discovered on

the West Coast of Africa along the Gambia river

and is now known to be prevalent all through the

Belgian Congo and the western and central coun-

tries of Africa. The Rhodesian type occurs in the

lake district of Central East Africa and in the

northern part of Rhodesia. These diseases are con-

fined, therefore, to the tropical heart of Africa.

During the incubation period of about five days

relatively few of these organisms are found in the
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blood Stream, but after that, during the acute,

febrile stage of the infection, they occur in greatly

increasing numbers and produce a trypanosome

septicemia. Before the organisms disappear from

the peripheral circulation, they have invaded the

lymph nodes of the body, particularly the posterior

cervical triangle of the neck, producing the so-

called “Winterbottom’s sign” because Winterbot-

tom, more than a hundred years ago when a trav-

eler in Africa, first noticed this lymphadenopathy

in some of the natives. These trypanosomes are

always intercellular or interstitial. They never in-

vade the cells.

In the East African or Rhodesian type the gland-

ular stage is usually terminal, because the disease

fulminates very rapidly and the individual dies

from an overwhelming intoxication, together with

cellular infiltration around all of the areas where

the trypanosomes are present. But in the West

African or Gambian type of infection, the typical

sleeping sickness syndrome ensues. This is due to

the fact that, during this third stage of the disease,

the organisms invade the central nervous system.

Here, again, they never invade cells. They are al-

ways interstitial or may be in the spinal fluid, but

they cause intoxication and also cellular infiltration

around sites where they are; it may be the motor

or sensory centers on the one hand or it may be the

intellectual centers which are involved. These Af-

rican trypanosomiases are usually amenable to

treatment with an arsenical preparation, tryparso-

mide, or with germanin, provided the disease is

gotten in hand early enough.

The third trypanosome infection produces Amer-

ican trypanosomiasis or Chagas’ disease and is not

transmitted by a biting fly but by the so-called

“assassin” or “kissing” bug. It is a large bug, a

good deal like a stink bug, but it takes blood rather

than juices of plants for its food. The disease is

referred to as Chagas’ disease after Dr. Carlos

Chagas who discovered the etiology of the disease

and the life cycle of the pathogen. Geographically

Chagas’ disease in man is distributed from central

Chile, northern Argentina and Uruguay, up through

South America, both on the east and west coast,

and northward as far as southern Mexico. On the

other hand, infected bugs and reservoir hosts, in-

cluding armadillos, bats, opossums, monkeys and

rodents, have been found much more widely dis-

tributed, including the Southwestern United States.

The “assassin” bug does not directly inoculate

the trypanosomes when it takes a blood meal.

Rather, as it takes up blood, it defecates on the

skin, causing considerable itching. Scratching of

the site causes the pathogens to be rubbed in. Com-

monly the bug takes its blood meal at the outer

canthus of the eye with the result that the organ-

isms actively enter or are rubbed into that site. The

disease may proceed for a while in an inapparent

state or locally it may be apparent. At the site of

inoculation there are usually little lymph ganglia,

in which there are macrophages attempting to pha-

gocytose these trypanosomes.

But here, just as it in the case of kala-azar and

other leishmaniases, the macrophages are incom-

petent for the task. As soon as the organisms get

into the cytoplasm of these cells, they round up

just like leishmanias do and begin to multiply, with

the production of a considerable number of parasite

organisms at a site near the point of inoculation,

frequently producing adenopathy with edema some-

where around one of the eyes. This is known as

Romana’s sign, and indicates the great number of

organisms that develop at this primary focus near

the site of inoculation. From such a site, the organ-

isms sooner or later are carried through the blood

stream. In other words, there will develop, at one

time or another, a trypanosome septicemia, al-

though the parasites will before long become lodged

in the spleen, liver and bone marrow, and, unlike

visceral leishmaniasis, they also invade muscle, par-

ticularly the myocardium, likewise the glia cells of

the central nervous system, the adrenal gland and

the thyroid gland, where they produce considerable

damage. Thus, under different conditions and at

different stages in Chagas’ disease there is typically

a primary lesion, a septicemia, a reticuloendothel-

iosis, a myocarditis and an involvement of the cen-

tral nervous system, or other syndromes. There is

no satisfactory chemotherapy.

The “assassin” bugs usually live in strictly rural

areas in the thatch of huts. They are very much

like bedbugs in the places in which they hide dur-

ing the daytime and from which they come out at

night, but they have the capacity which the bedbug

does not, of flying as well as crawling. Such places

are practically impossible to control and since most

of the natives in all these areas live either in bam-

boo and thatch huts or in mud and thatch huts, at-

tempts to eradicate them are futile.

RICKETTSIA DISEASES

Let us consider another group of arthropod-trans-

mitted diseases, one which is widely spread through-

out the world, namely, the rickettsioses. Rickettsia

infections frequently are referred to as the typhus

group of fevers. All are infectious and some of them
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certainly give evidence of being contagious. They

all produce a rather high fever. The etiologic agents

invade the cytoplasm and, in the case of one species,

the nuclei of various cells of the body, particularly

the endothelial linings of the smaller blood vessels.

The distribution of these infections is widespread.

First of all, let us look at typhus fever. We find

that epidemic or human louse-transmitted typhus

fever occurs from northern Mexico, south on the

Pacific coast into Chile, and in a few foci down

into northern Australia. Areas of heavy endemicity

have existed in Spain since the Spanish revolution.

Likewise, h5^erendemic areas include Morocco,

Egypt, the Balkans and the Ukraine. The murine

type of tjTihus, which is usually somewhat milder

than the louse-bome type, is found throughout a

considerable part of the United States, in parts of

Mexico and in a few places in South America. It

probably is present in the Mediterranean area. It

has also been found in a few places in the Far East.

Next, let us take tick-borne spotted fever. Ordi-

narily we think of the rather extensive area of tick-

bome spotted fever which exists throughout the

Western United States and into the plains states

and the Southern and Eastern states. Tick typhus

also occurs in South America in Colombia and

Venezuela, in Kenya Colony, Africa, in South Africa

and in the whole Mediterranean area. It is trans-

mitted by certain species of hard-bodied ticks, of

which Dermacentor andersoni, the Rocky Moun-

tain wood-tick, is the most conspicuous example.

Within the tick, this pathogen, Rickettsia rick-

ettsi (named after Dr. Howard Ricketts who was a

martyr to typhus fever but had previously studied

this infection) is found throughout practically all

the tissues of the body. It is transmitted through

the eggs and spermatozoa to the next generation,

so that it lives continuously in the tick, irrespective

of human beings or of reservoir hosts. Man usually

gets the infection from the bite of the adult tick.

Another rickettsia disease is Japanese river fever.

It occurs from the islands of Japan through For-

mosa and French Indo-China to New Guinea, the

Solomon Islands and to the north coast of Australia.

It is transmitted by a red mite, Trombidium.

Another disease definitely belongs to the typhus

group. This is “Q” fever. This is found in Queens-

land, Australia and the Northern Territory of Aus-

tralia. It also has been found in the Bitter Root

Valley, Montana, while a laboratory infection broke

out in the National Institute of Health in Washing-

ton a few years ago. “Q” fever is tick-transmitted.
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sometimes by the same tick which transmits tick-

borne spotted fever.

There is one other disease which is possibly a

rickettsiosis and is louse-bome. This is trench fever.

The peculiarity of tick-borae spotted fever is that

the parasites, the rickettsias, not only invade the

epithelial cells but actually get into their nuclei and

frequently proliferate in such numbers that they

produce thrombi in the vessels as well as cause the

destruction of the walls of the more delicate vessels,

thus being responsible for the multiple petechial

hemorrhages in the skin as well as other parts of

the body.

Epidemic t3q>hus fever, transmitted by the ordin-

ary body louse, is the variety which causes very

high mortality. Murine typhus is transmitted by

the tropical rat flea which is not exclusively found

in the tropics, but also inland from ports through-

out the United States. Although it is commonly

found on rats, it frequently infests man and thus

transfers the disease from rats to man. It usually

has a low mortality, at least in individuals under

fifty years of age.

Japanese river fever, or tsutsugamushi disease, is

transmitted by the larval stage of the red mite,

not the adult stage, because this does not suck

blood. As in tick-borae spotted fever, the infection

is transmitted congenitally from one generation of

mite to the next. Thus, it is essentially immortal as

long as the mite survives. One of the peculiarities of

Japanese river fever is that almost invariably at the

site of inoculation there is a hard, dark eschar which

is regarded as quite characteristic of the infection.

Whereas, in the case of spotted fever which is tick-

transmitted and of the true typhus fevers, agglutin-

ation tests are obtained with proteus X 2 and pro-

teus X 19, serum from patients having Japanese

river fever agglutinates only proteus XK. In “Q”

fever, no agglutination of the proteus organisms is

obtained. There is no specific therapy in rickettsia

infections.

RELAPSING FEVER

There are other ticks which are transmitters of

disease, namely, the soft-bodied ticks belonging to

the genus Ornithodorus. This tick is the common
transmitter of tick-borae or endemic relapsing fever,

produced by a spirochete, whereas epidemic relaps-

ing fever is transmitted by the body louse. There is

today no epidemic relapsing fever in the Western

hemisphere, but we do have an extensive distribu-

tion of the tick-borae type throughout the Western

hemisphere from northwestern Canada down to the

lower part of South America. This variety is also
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prevalent throughout parts of Africa, Southern

Europe and the Near East. Epidemic louse-bome

relapsing fever is, on the other hand, found in war

and famine areas. Wherever you have typhus, you

usually have louse-borne relapsing fever. Relapsing

fever responds readily to neoarsphenamine.

PLAGUE

The tropical rat flea, which is the transmitter of

murine typhus, is also the most common transmit-

ter of bubonic plague to man. The etiologic agent,

Pasteurella pestis, will be taken up by this flea from

wild or semiwild rodents. Sooner or later, however,

the infection through the rat flea gets into domestic

rats and from domestic rats through this flea to

human beings. In this way an epidemic of bubonic

plague breaks out in the human population.

Why is this particular flea such a good transmit-

ter? The answer is because the flea “blocks” so well.

“Blocking” consists of the production of tremen-

dous vegetations of this organism on certain filters

within its digestive tract. At the anterior portion of

the digestive tract, there are certain chitinous leaves

which come together and tend to serve as a sort of

a food sieve. On those leaves there develop tremend-

ous numbers of the plague bacilli. When this occurs,

the organisms may be passed back into the rectum

and evacuated in feces, in which case the little fecal

pellets contain myriads of these organisms that can

get into the skin. More commonly, however, the

“blocking” produces a continual hunger in the flea,

which is always going around looking for some

food, a blood-meal from man if he can get it. In

doing so, he drools some of these organisms into

the new puncture wound, thus initiating a new in-

fection. This is epidemic plague and the site where

the organism begins to develop will be in the lymph-

nodes nearest the site of inoculation.

Let us see how extensively distributed plague is

today. In the Western hemisphere it extends

through Ecuador, Peru, Bolivia and on down into

northern Argentina, as well as in the eastern hump
of Brazil. There is also a focus in Venezuela. A few

cases have occurred in the western part of the

United States, particularly in the southern and cen-

tral part of California. There are very heavy foci

of bubonic plague in Morocco, Tunis and Egypt;

one in Palestine; very extensive foci in Central

East Africa, in South Africa and in Madagascar.

There is always a great deal of plague in India. It

occurs in the Far East and is very common on the

island of Java but is not known to exist on the ad-

jacent island of Sumatra. In addition to these epi-

demic foci of plague, which may be small or exten-

sive, there are larger silent zones which we fre-

quently speak of as “sylvatic plague,” where ro-

dents in forested areas harbor the endemic type of

the infection.

In the case of the epidemic type in man, we find

that usually it not only is localized in buboes near

the site of inoculation, but from the bubo it gets

into the blood stream and becomes septicemic, and

then in most cases it develops a secondary localiza-

tion in the lungs, the pneumonic type of the dis-

ease. Such an individual is very dangerous because

infection then occurs by droplet spray from the

patient to other individuals nearby.

Bubonic plague has a prognosis of from fifty to

ninety per cent mortality; the septicemic and pneu-

monic types, exactly one hundred per cent death.

Even though sulfa drugs have been used in recent

years to alleviate the infection, there is no specific

drug that is effective after the organism has gotten

into the blood stream.

In the case of plague there is the possibility of

the so-called Otten live vaccine being very effective

as a prophylactic in this infection. For many years

we have heard of the Haffkine killed vaccine, but

more recently the Otten vaccine has been used to

test thousands of cases in Java, and has reduced

mortality by eighty per cent. It is a live-organism

vaccine, but the capsule has been digested off’ be-

forehand, insuring that it has relatively little viru-

lence.

COMMENT
The information which has been presented in this

lecture provides a general perspective of the ways

in which insects and their allies produce disease in

man. Other arthropod-transmitted infections will

be considered in subsequent lectures.

AMERICAN-SOVIET MEDICAL SOCIETY PRESIDENT
HONORED BY RUSSIAN ACADEMY OF SCIENCES
Dr. Walter B. Cannon, president of the American-Soviet

Medical Society, was formally inducted as a member of

the Academy of Sciences of the U.S.S.R. at a reception

given in his honor by the Soviet Embassy on Thursday,
August 12. Dr. Cannon, who is professor emeritus of phys-

iology at Harvard, is the first American to be a member of

both the Academy of Sciences of the United States and that

of the U.S.S.R. In conferring the honor, the Academy of

Sciences of the U.S.S.R. stated that they were “profoundly
confident that the hour is not far off when we Russian,

British and American scientists and our colleagues in other

countries will meet at an international congress to share

scientific achievements which will have helped bring back

peace and freedom to humanity.”

The American-Soviet Medical Society which Dr. Cannon
now heads has been organized to stimulate the exchange of

medical information between this country and the Soviet

Union. Dr. Cannon has done much to encourage this ex-

change. A paper he delivered several years ago before the

International Congress of Physiologists in Moscow met
with great acclaim. The national headquarters of the society

is at 130 West 46th Street in New York City.
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CAUSES OF POSTOPERATIVE DEATHS*
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The purpose of this paper is to show in a num-

erical manner the types of gastrointestinal opera-

tions most frequently followed by fatalities and to

ascertain the most frequent causes of postoperative

deaths. A series of eighty-seven consecutive post-

operative deaths following surgery on the gastro-

intestinal tract (including hernia) was selected

(table 1).

Table 1. Causes of Operation

1. Cancer
Esophagus 1

Stomach 10

Colon 2

Rectum 4

Pancreas 4 21

2. Peptic Ulcer 17

3. Hernia 16

4. Cholecystectomy 1

1

5. .Appendicitis 9

6. Intestinal obstruction 8

7. Mesentery thrombosis 3

8. Pneumonia 2

Total 87

It was found that there were twenty-one cases

of cancer which died, their location in the gastroin-

testinal tract corresponding, with one exception, to

the frequency with which cancer of these locations

is operated upon. That exception is rectal cancer,

which had only four fatalities, while gastric cancer

accounted for ten. This is obviously a reversal in

the proportion of operations upon cancer in thp*;*^

two locations.

Next in order of frequency were deaths follow-

ing operation on peptic ulcer. None of this series of

fatalities were in cases of elective surgery, but in

patients who were operated upon either for obstruc-

tion, perforation or hemorrhage; thus they were all

poor surgical risk cases. Next in frequency of fatali-

ties were hernia operations, with sixteen deaths. It

is true that hernia operations are much more fre-

quent than those either on ulcer or cancer, but the

occurrence of sixteen deaths in the period of eigh-

teen months certainly should emphasize that repair

of hernial sacks is not a matter to be looked upon

as harmless.

There were eleven cases of death following gall-

bladder surgery which retells the knowm fact that

this surgery can be successfully done only in prop-

erly prepared and selected individuals.

Nine fatalities in appendicitis is to us strikingly

low, for undoubtedly there were more appendices

•From Surgical and Medical Services, King County
Hospital, Seattle.

removed than hernias repaired, with only slightly

more than half the fatalities. Likewise the occur-

rence of only eight deaths for intestinal obstruction

can be largely attributed to the work of Wangen-

stein on the preoperative value of salt and intestinal

deflation.

Three cases of mesenteric thrombosis probably

gives a rough idea of the incidence of this condition,

while the fact that only two cases of pneumonia,

simulating an acute abdomen, died in the eighteen-

month period proves to the authors that the resi-

dence staff was keenly aware of the fact that early

symptoms of pneumonia may simulate an acute

abdomen.

These eighty-seven patients died of a variety of

causes. The first two causes which w’e wish to dis-

cuss could be clcissified as mechanical. There were

six patients who died of hemorrhage, one of late

hemorrhage, the others in the first week (table 2).

Table 2. Deaths from Hemorrhage
No. days

patient lived

Operation postop.

1. Cancer pancreas S

2. Peptic ulcer 6

3. Cholecystectomy 3

4. Appendicitis 14

5. Gastric Cancer 2

6. Gastric Cancer 0

This is a surprisingly large number. Hemorrhages

as the cause of death in gastrointestinal surgery are

usually thought of as rather rare. While three of

the patients’ hemorrhage occurred sufficiently long

postoperatively, so that infection may have been a

cause, the othec three were undoubtedly a matter of

a slipping ligature or an unsuspected bleeder. It is

our opinion that postoperative pneumonia is merely

a cloak, under which the surgeon may hide his

ignorance of the true cause of death. Nine of these

eighty-seven patients could have been diagnosed as

postoperative pneumonia, if clinicians were not

cognizant of the fact that lung complications aris-

ing the first seventy-two hours postoperatively are

always a matter of plugging the bronchus either

with material aspirated or bronchial secretions which

the sick individual has failed to raise (table 3).

Table 3. Deaths from Atlectasis and its Complications

No. days
patient lived

Operation postop.

1. Cancer stomach (lung abscess) 27

2. Cancer islet of Langerhans 1

3. Bleeding peptic ulcer S

4. Peptic ulcer, obstructed 1

5. Peptic ulcer 19

6. Peptic ulcer 2

7. Cholecystectomy 1

8. Cholecystectomy - 1

9. Intestinal obstruction 4
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If the bronchus is large, symptoms are severe

with cyanosis, air hunger and shock. The syndrome

is only common in the first forty-eight postopera-

tive hours. The severity of the symptoms is propor-

tional to the size of bronchus which is plugged.

When there is a relatively small bronchus plugged,

symptoms may be so mild that the condition is

overlooked until late in the recovery period, when

there occurs the coughing up of foul sputum, char-

acteristic of lung abscess. It is interesting that all

of these patients had operations on the upper ab-

domen which theoretically limits the excursion of

the diaphragm, and certainly incisional pain de-

creases the force and number of voluntary coughs,

with its resultant lack of raising the secretions of

the bronchial tree.

In recent years more and more is written about

the importance of vitamins and blood proteins in

pre- and postoperative patients. As evidence that

this interest is well directed, almost one-fourth of

this entire series (21/87) showed clinical or lab-

oratory evidence of malnutrition (table 4).

Table 4. Deaths Complicated by Malnutrition

Postop.

Operation days Psychosis Cause of death

1. Cancer esophagus 28 Abscess

2. Cancer stomach 11 Peritonitis

3. Cancer stomach 14 Peritonitis

4. Cancer stomach 4 Peritonitis

S. Cancer stomach 6 1 Peritonitis

6. Cancer stomach 1 Peritonitis

7. Cancer stomach 2 Hemorrhage
8. Cancer stomach 0 Hemorrhage
9. Cancer stomach 27 Lung abscess

10. Cancer colon 5 Peritonitis

11. Cancer rectum 4 Peritonitis

12. Cancer rectum 25 Peritonitis

13. Cancer rectum 18 Pul. embolism
14. Cancer rectum S Peritonitis

IS. Peptic ulcer 16 Peritonitis

16. Peptic ulcer 4 Peritonitis

17. Cholecystectomy 11 1 Unknown
18. Appendicitis 7 1 Peritonitis

19. Appendicitis 6 1 Peritonitis

20. Hernia 16 Cor. thrombosis
21. Hernia 1 1 Shock

Evidences of malnutrition which one can diagnose

by casual observation are weight loss and anemia.

A careful history aids in diagnosis of nutritional de-

ficiency, for patients suffering from chronic gcistro-

intestinal disease habitually eat a “smooth” or

Sippy type diet. The Sippy diet is definitely de-

ficient in vitamin C and in some parts of the B
complex. Most smooth diets are likewise deficient

in these food elements, and may in addition be low

in vitamin K. Many gastrointestinal patients eat

low protein diets which certainly, when accentuated

by chronic bleeding and weight loss, would lead one

to suspect a low blood protein. On physical exam-

ination many points are to be noticed in regard to

vitamin imbalance.

Frank ecchymosis is usually evidence of either

C or K deficiency. Bleeding gums are common evi-

dence of this. Too often the physician does not

bother to press his tongue blade against the gums

when examining the mouth and throat, thus missing

a valuable clinical test of latent scurvy.

Vitamin B deficiency can be diagnosed by chi-

litis of the lips. Less advanced deficiency can be

estimated by examination of the tongue. A beefy

red or a geographic tongue is sufficient clinical

grounds upon which to make the diagnosis of vit-

amin B deficiency, while the smooth atrophy that

Table S. Deaths due to Injection

Operation Postop. days Cause
1. Cancer esophagus 28 Abscess

2. Cancer stomach 11 Peritonitis

3. Cancer stomach 4 Peritonitis

4. Cancer stomach 14 Peritonitis

S. Cancer stomach 6 Peritonitis

6. Cancer stomach 1 Peritonitis

7. Caflcer colon S Peritonitis

8. Cancer rectum 4 Peritonitis

9. Cancer rectum 2S Abscess
10. Cancer rectum S Peritonitis

11. Int. obst. 1 Peritonitis

12. Volvulus 3 Peritonitis

13. Int. obst. 3 Peritonitis

14. Int. obst. 3 Abscess
IS. Volvulus 1 Peritonitis

16. Int. obst. 2 Peritonitis

17. Mesent. throm. 1 Peritonitis

18. Mesent. throm. 3 Peritonitis

19. Int. hernia 24 Peritonitis

20. Ext. hernia 6 Peritonitis

21. Ext. hernia 13 Peritonitis

22. Cholecystectomy 9 Peritonitis

23. Cholecystectomy 20 Peritonitis

24. Cholecystectomy 9 Peritonitis

2S. Appendicitis 3 Peritonitis

26. Appendicitis 7 Peritonitis

27. Appendicitis 1 Peritonitis

28. Appendicitis 6 Peritonitis

29. Appendicitis 6 Peritonitis

30. Appendicitis 9 Peritonitis

31. Appendicitis 6 Peritonitis

32. Cancer pancreas 11 Peritonitis

33. Peptic ulcer 2 Peritonitis

34. Peptic ulcer 10 Peritonitis

3S. Peptic ulcer 4 Abscess
36. Peptic ulcer 1 Peritonitis

37. Peptic ulcer 9 Peritonitis

38. Peptic ulcer 16 Peritonitis

39. Peptic ulcer 4 Peritonitis

40. Peptic ulcer 2 Peritonitis

41. Peptic ulcer 1 Peritonitis

42. Peptic ulcer 7 Peritonitis

43. Peptic ulcer 18 Peritonitis

44. Peptic ulcer 20 Abscess

accompanies achylia or any mild glossitis are sug-

gestive of B deficiency. Subclinical edema, in the

absence of varicose veins, is evidence of low blood

protein.

Five of the twenty-one fatalities, accompanied

by nutritional imbalance, were frank postoperative

psychoses. We have yet to see a postoperative psy-

chosis which was not pellagrous in etiology. Con-

stantly keeping in mind the pellagrous etiology of

these psychoses will save many lives.
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Vitamin K deficiency is not infrequent in post-

operative gastrointestinal patients, and during the

period when little is taken by mouth, parentral

vitamin K will frequently stop hemorrhagic ten-

dencies and make for a smoother convalescence. In

theory and experiences vitamin C aids in wound

healing, and in patients who are deficient in it will

aid in the rapid firm healing of their incisions.

In the Civil War infection was the great killer.

It still remains the greatest problem, even of peace

time surgery. In forty-four of this series of eighty-

seven cases infection was the immediate cause of

death (table 5).

Usually this infection is a result of delay in op-

eration as evidenced by most of these patients

dying in the first five days. An appreciable number,

however, (twelve), lived ten days or longer, empha-

sizing that they had less virulent infection, and

with better nutrition and treatment might have

successfully overcome the invading bacteria.

Six patients died as a result of shock, all within

the first forty-eight hours (table 6).

Table 6. Miscellaneous Causes of Death
Diagnosis Causes of death Postop.

1. Cancer stomach Shock 1

2. Int. hernia Shock 2

3. Ext. hernia Shock 1

4. Ext. hernia Shock 1

S. Cholecystectomy Shock 1

6. Peptic ulcer Shock 1

7. Int. obst. Pul. embolism S

8. Ext. hernia Pul. embolism S

9. Ext. hernia Pul. embolism 13

10. Ext. hernia Pul. embolism 9

11. Ext. hernia Pul. embolism S

12. Ext. hernia Pul. embolism 10

13. Ext. hernia Pul. embolism 16

14. Cholecystectomy Pul. embolism 20

IS. Ext. hernia Unknown 14

16. Ext. hernia Unknown 0
17. Cancer colon Unknown 3

18. Cancer pancreas Unknown 11

19. Cancer stomach Anesthesia 0
20. Ext. hernia Cor. throm. 16

21. Ext. hernia Cor. throm. 1

22. Pneumonia 3

23. Pneumonia 4

24. Hernia Uremia 30
25. Gallbladder Coronary 17

26. Gallbladder Unknown 11

27. Appendicitis Unknown 6

Additional preoperative treatment and delaying

of elective operations to a more favorable time are

obvious remedies for shock death. Likewise, suiting

the amount of surgery to the patient’s physical

status should be a constant duty of the surgeon.

Certainly, fatalities as a result of shock in elective

surgery are a measure of the incomplete studying

of the cases operated upon.

There were eight fatalities from pulmonary em-

bolisms, and six cases in which the cause of death

was unascertained. There are three cases of coron-

ary thrombosis, one immediately postoperative, the

other two late in the period of convalescence. There

was one anesthesia death, and one result of uremia.

CONCLUSIONS

In the study of eighty-seven cases of postopera-

tive fatalities in gastrointestinal surgery, proof is

found of the great seriousness of cancer and ulcer

surgery, and of the relative seriousness of hernia

and gallbladder surgery.

Hemorrhage and pulmonary atelectasis continue

as important but preventable causes of death.

The frequency of malnutrition in this series em-

phasizes the great importance of diet and metabol-

ism in reducing the risk or gastrointestinal surgery.

Infection is the most common cause of death,

and is frequently present at the time of operation.

MEDICAL DEPARTMENT OF THE NAVY*
Commander Harry H. Kretzler

MEDICAL CORPS UNITED STATES NAVAL RESERVE

SENIOR MEDICAL OFFICER NAVAL AIR STATION

PASCO, WASH.

To our civilian friends emd members of the

Army’s Medical Department I felt a resume of the

Navy’s Medical Department would prove of some

interest. Our Medical Department is made up of

commissioned doctors, dentists and nurses; com-

missioned officers, warrant officers and enlisted men
of the Hospital Corps; and the places in which they

work; sick bays aboard ship, dispensaries, mobile

hospital units, naval hospitals, hospital ships (which

are floating hospitals) and medical supply depots.

The Navy was organized by the Continental

Congress in 1776 and for twenty-three years was

controlled by the War Department. Just a century

ago last year, by an Act of Congress, five bureaus

were established to conduct the business of the

Navy Department, one of which was designated

“The Bureau of Medicine and Surgery.”

The mission of this Bureau, then as now, has

been “to keep as many men at as many guns as

many days as possible.” It is to this end that all

our efforts are directed. This statement of our mis-

sion is credited to James Duncan Gatewood, a

Naval Medical officer who pioneered in the scien-

tific studies of the Navy Ration.

The head of this bureau is called the Chief of

the Bureau of Medicine and Surgery and Surgeon

General of the Navy. He is appointed by the Presi-

dent by and with the advice and consent of the

Senate for a period of four years.

The Bureau for administrative purposes is di-

vided into eleven divisions as follows: Administra-

Read before a meeting of Walla Walla Valley Medical
Society, at the Naval Air Station, Pasco, Wash., April
8 ,

1943 .
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live, Materiel and Finance, Planning, Personnel,

Dentistry, Inspection, Physical Qualifications and

Medical Records, Aviation Medicine, Preventive

Medicine, Publications, Red Cross and Veterans

Administration.

The complement of the Medical Department is

definitely established by law. Sixty-five hundredths

per cent of the total authorized strength of the of-

ficers and men of the Navy and Marine Corps shall

be Medical Officers. That amounts to thirteen Med-

ical Officers for each two thousand men, or one

Medical Officer to each hundred and fifty-four of-

ficers and men. Along this same line the authorized

strength of the Hospital Corps is three and one-half

per cent of the enlisted strength of the Navy and

Marine Corps. This amounts to one hospital corps-

man to every twenty-nine enlisted men.

These figures are set by law but refer to peace-

time conditions. At present there are not sufficient

medical officers to meet this requirement. There is

now one medical officer to approximately four hun-

dred officers and men, and that proportion will be

further decreased. Hospital Corpsmen constitute

only one per cent of the enlisted strength instead of

the peacetime figure of three and one-half per cent.

The grades and ranks of the Officers of the Med-

ical Corps today are: Medical Director with the

ranks of Rear Admiral and Captain; Medical In-

spector with the rank of Commander; Surgeon with

the rank of Lieutenant Commander; Passed As-

sistant Surgeon with the rank of Lieutenant; As-

sistant Surgeon with the rank of Lieutenant Junior

Grade.

While we speak of the officers, let us digress a

moment. In addressing medical or dental officers

up to the rank of Commander, the term “Doctor”

is used; they are not called by their rank. Com-

manders, Captains and Admirals are called either

by their rank or doctor as they may request. The

same condition exists with other naval officers. Up
to Commander, they are spoken of and to by the

term “Mister.” The one exception is the Command-
ing Officer who is always addressed as Captain, re-

gardless of his rank.

Our nurses have had rank for years but only last

year were they put on the same basis as other of-

ficers of comparable rank. The head of the Navy
Nurse Corps is a Captain. Nurses rank from Cap-

tain down to and including Ensign, which is the

lowest commissioned rank, and corresponds to Sec-

ond Lieutenant in the Army and Marine Corps.

Somewhat comparable to the Army’s Medical

Administrative Corps is the Navy’s Hospital Corps.

Psychologists are commissioned in this group. Ad-

vanced to commissioned rank in this corps are a

large number of chief and warrant officers who have

had long years of experience in the Navy along

lines of personnel, accounting or property. They

may rank as high as lieutenant.

Warrant Officers rank between officers and en-

listed men. Sixty-five years ago, appointment of

apothecaries as Warrant Officers was authorized.

This laid the foundation for the present group of

pharmacists who are not men who fill prescriptions,

but are Warrant Officers. They, too, are in the

Hospital Corps, the ranks being Chief Pharmacist

and Pharmacist. They rank just below the commis-

sioned officers.

The enlisted men in the Hospital Corps from the

top rating down are: Chief Pharmacist’s Mate,

Pharmacist’s Mate, First, Second and Third Class,

Hospital Apprentice, First and Second Class. In-

cidentally, the persons who respond to the term

“Doc” in the Navy are the pharmacist’s mates.

Naval hospitals correspond to the Army’s general

hospitals. They are separate commands and their

captain is titled “Medical Officer in Command.”

When a patient goes from any activity to a naval

hospital, he is transferred there; health record,

service record, pay accounts and personal effects

all go.

The title of dispensary in the Navy is very mis-

leading. It is not a place where medication is dis-

pensed, although they usually do include a drug

room or pharmacy. At a small naval station, or a

navy yard in peacetime, the dispensary is rather

meagerly equipped. Its mission primarily is to con-

duct physical examinations, care for accidents or

minor illnesses which occur among the civil em-

ployees as well as Naval personnel. If at all serious,

the latter cases are then transferred to a naval hos-

pital. At larger stations or bases, a dispensary is

operated and equipped along the same lines as a

naval hospital, lacking only a few of the more

elaborate facilities.

In many ways the Navy dispensary is similar in

scope of work to the Army Station hospital. Each

one is headed by a medical officer, designated “The

Senior Medical Officer.” The dispensary then be-

comes a department of some activity, such as an

air station, submarine base or training station.

Patients may receive ordinary medical care or

undergo major surgical operations, and all sorts of

diagnostic procedures.

When we compare present day methods and con-

ditions with those obtaining in times past, we are
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Struck by the changes that have occurred. In the

Navy of 1880, 11.1 deaths per thousand were re-

corded. For 1940, the last year in which statistics

were published, the rate was 1.93. In 1880 the

leading cause of death was pneumonia, and tuber-

culosis caused the second highest number of deaths.

Now, sixty years later, motor vehicle accidents

lead, with suicide and drowning close together in

second place. In 1940 tuberculosis caused less than

five per cent of the fatalities and pneumonia less

than four per cent. Admission rates for veneral dis-

ease have changed some. It was 81 per 1000 in

1880 and 83 in 1940. In 1942, the annual rate

dropped to 39 per 1000.

In 1880, the total complement of the Navy was
10,235 with 171 medical officers. In 1940, with a

complement of 202,000, there were over 1300 med-
ical officers and as the Navy has expanded since

that time, so has the Medical Corps. In order not

to deplete too much the ranks of physicians serving

the civilian population, the ratio of medical officers

has been decreased. It is obvious that those of us

now in the Naval Service are working harder than

heretofore.

One condition which has a tendency to lessen our

labors has been the comparative rarity of the grem-

lin. Originally pestering the RAF, these denizens

of the air have transferred their attention to the

Army’s Air Corps. Isolated cases of gremlin infes-

tation have occurred in the air arm of the Navy.
These have not yet assumed epidemic proportions,

for which we are very thankful.

The Bureau attempts to keep medical officers

abreast of the times. The principal issue of the pub-

lication division is The Manual of the Medical De-
partment, the loose leaf Bible of the department,

and the last word on what to do, how to do it, and
as important, how to record it. With the constant

shifting of personnel and patients, it is absolutely

essential that terminology and records be standard-

ized. When a medical officer in a recruiting office

records a physical condition, it should be in a form

at once understood by the next medical officer who
sees the sailor at the training station dispensary,

and by the medical officer aboard ship who treats

him for wounds suffered in action. There must be

uniformity.

For the past thirty-five years, the Bureau has

published quarterly The Naval Medical Bulletin

for the timely information of the Medical Depart-

ment. Special scientific articles, clinical notes or

editorials, preventive medicine and statistics are

the various divisions of the content of the Bulletin.

Vol. 42, No. 9

Beginning with the March first issue, this Bulletin

is now issued bimonthly.

Last December, so-called microfilm letters were

sent out biweekly to the Medical Officers of the

Navy, mailed direct to those within the continental

limits and via microfilm to those at distant activi-

ties. These letters were edited by the National Re-

search Council through a subcommittee composed

of officers of the three services and the editorial

staff of the A.M.A. They contained brief abstracts

of current professional literature. These have now

been superseded by the biweekly “BuMed News-

letter” which is, as a line in the masthead states, “A
digest of timely information.” It includes the mate-

rial supplied by the committee on medical informa-

tion of the National Research Council, Division of

Medical Sciences. It also incorporates current and

important past Bureau form letters which appear

in the Navy Department Semi-Monthly Bulletin.

These newsletters are distributed by regular and

V-mail to Naval Medical Officers ashore and afloat.

Some of the articles in the last issue were: Yeast

Treatment of Latrines, New Fishing Kits for Life

Boats and Rafts, Study of the Absorption of Sulfa

Drugs, Dysenteries and Diarrheas, Diagnosis and

Treatment, Temporary Prosthesis Following Low-

er Limb Amputations.

Two publications for the Hospital Corps should

be mentioned. The Handbook is the Bible for the

hospital corpsmen. Its thousand pages are packed

with pertinent information. The Hospital Corps

Quarterly has reappeared as a supplement to The

Naval Medical Bulletin. It was established in 1917

as a result of the needs arising during the World

War. It Wcis revived the first of the year. The first

two articles in this first issue are: “First Aid Treat-

ment for Certain Conditions Comnron Among Ship-

wrecked Survivors,” and “The Role of the Hospital

Corps in Amphibious Assault.”

The Bureau of Medicine and Surgery has always

insisted on high standards. In peacetime prospec-

tive medical officers had to take a comprehensive

professional examination for either the regular

Navy or the Reserve. It bends every effort to pre-

vent disease among Navy and Marine Corps per-

sonnel. Typhoid fever, smallpox, yellow fever, in-

fluenza, typhus, cholera and tetanus prophylaxis

are provided, and it is generous in securing person-

nel and material to combat disease and injury, and

to enable the disabled person to return to duty

with the minimum time loss. Our mission again, is

“To keep as many men at as many guns as many

days as possible.”
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RELATION OF STRUCTURE OF ADRENAL
CORTEX TO FUNCTION IN

HYPERTENSION*
William B. Dublin, M.D.

FORT STEILACOOM, WASH.

That the adrenal cortex has a functional role in

hypertension is well established^’^. The relation of

adrenal cortical structure to the aforementioned

function, however, is in dispute. Recently Rinehart,

Williams and Capeller^ found nodular adenomatous

hyperplasia of the adrenal cortex almost regularly

in association with essential hypertension, but in-

frequently in its absence. Microscopic irregularity

of the cortical architecture associated with high

lipoid content also was found present with a sig-

nificant degree of regularity. These findings were

not confirmed by Dempse}^^.

MATERIAL AND METHOD

In a routine series of 210 postmortem examina-

tions performed during the period from September

1, 1941, to December 1, 1942, on adult individuals,

the gross and microscopic characteristics of the ad-

renals were studied, using the method of Rinehart

From the Department of Pathology, Western State
Hospital, Port Steilacoom.

1 Goldblatt, H. : Studies on Experimental Hyperten-
sion. Ann. Int. Med., 11:69-103, July, 1937.

2. Page, I. H. : New Aspects of Experimental Hyper-
tension ; Blood, Heart and Circulation. Pub. Amer. Assoc.
Adv. Science, 13:239-265, 1940.

3. Rinehart, J P., Williams, O. O. and Cappeler, W. S.

:

Adenomatous Hyperplasia of Adrenal Cortex Associated
with Essential Hypertension. Arch. Path., 32:169-177,
Aug., 1941.

4. Dempsey, W. S. : Adrenal Cortex in Essential Hyper-
tension. Arch. Path., 34:1031-1034, Dec., 1942.

and his associates. In brief, this consists of (1)

recording the weight of the heart and the combined

weight of the adrenal glands, dissected free of fat;

(2) observing the degree of hyperplasia or of nodu-

larity of the adrenal cortex and the extent of lipoid

accumulation in the adrenal cortical cells.

In the present study a wealth of hypertensive

disease was encountered. Most of the cases were of

the so-called essential type. There were also several

instances of hypertension of the more fulminating

type, usually associated with severe arteriolar re-

nal disease, this lesion being formed in nephroscler-

osis, chronic pyelonephritis and polycystic kidney.

SUMMARY OF OBSERVATIONS

Normal adrenals, adrenals in a state of nodular

cortical hyperplasia with wide variation in com-

bined weight of the glands, dissected free of fat,

nodular disorganization microscopically of cortical

architecture, high lipoid content of adrenal cortical

cells, and single or multiple cortical adenomas

reaching a diameter of two or three centimeters

were found in hypertensive and nonh}7pertensive

individuals without more than chance distribution.

CONCLUSION

Within the limits of the method of study, there

appears to be no constant relation between struc-

ture and function of the adrenal cortex in the

pathogenesis of hypertension. This is in agreement

with the findings of Dempsey, but not with those

of Rinehart and his associates.

CLINICAL FORUM
OBSTETRIC PROBLEM

This problem is offered as a composit. Any one of its

components may present itself to you and will neeed a sep-

arate solution, or at least considerable thought and show of

skill in delivering a live baby.

Mrs. X., whose family history is unimportant, is at term

after an uneventful prenatal progress. Physical examination

has shown no pathology. Her Wasserman is negative. Her

blood pressure and urine examinations have all been unin-

teresting. Her measurements are satisfactory. She is a primi-

para. The baby is estimated to be of small size, or at least

of such estimated size that it will be delivered fairly easily.

The baby lies O.L.A.

Examination reveals that she has complete effacement of

the cervix. The head is engaged and fairly low down in the

pelvis. The os is 3 cm. dilated, and the cord is discovered

lying directly across the os with unbroken membranes.
She is not in labor.

How are you going to conduct this case?

There are other phases of this same situation which are

of interest and to be studied; for instance:

a. The patient is a primipara with a long cervix, other

conditions the same as above with the cord in exactly the

same situation.

b. Patient is a multipara with a frank breech R.S.A.,

cervix barely effaced, 3 cm. dilated, and the cord plainly

felt through the intact membranes.

c. A multipara with a large baby. History of difficult pre-

vious deliveries. Head floating above the brim.

Examples: (1) cervix is nearly effaced, (2) cervix is com-
pletely effaced, (3) dilatation nearly co'mplete. In each case

she has 2-3 cm. dilatation and the cord over the os, mem-
branes intact.

What is the solution in each of the above?

COMMENTS ON PEDIATRIC PROBLEM IN THE
AUGUST ISSUE

The commentator says: Evidently this child has an ob-

scure but probably serious abdominal difficulty. One con-

siders at once the possibility of appendicitis with possible

transposition of the appendix to her left side. There are

several definite indications that are absent, such as vomit-

ing. A fairly low blood count is present and a pulse which

is more rapid than one would expect when the condition is

more serious than is apparent with this child.

Pyelitis is to be disregarded, since her urine showed no

pus. An abscess of the kidney one would expect to cause a

much higher blood count, also temperature. Then one would

find some well defined area of exquisite tenderness without

a general distention of the abdomen.

There has been no history of injury, especially a blow to

the left side which could injure the spleen and cause bleed-

ing. Therefore, one would not expect splenic injury, al-

{Continued on Page 269)
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OREGON STATE

MEDICAL SOCIETY

SIXTY-NINTH ANNUAL MEETING

PORTLAND, SEPT. 4-5, 1943

OREGON PHYSICIANS IN WAR SERVICE
Every member of the Oregon Society is vitally interested

as to the location and sphere of activity of his friends, if

these facts are available. This roster has been prepared with

great care and exercise of much effort in an endeavor to

gather reliable information concerning our members. Ad-

dresses are given of men stationed in the United States. It

is not permissible to publish locations of those serving in

other lands, even if these data are known at the home office.

It is recognized that there are probably errors in this list.

Information is desired as to incorrect addresses or misspell-

ing. In future issues of this journal errors and additions

will be published.

Complete ranks and addresses are desired of those

marked with asterisk.

BROWN, Otto*ABBOTT, George E.*

ABELE, John F., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

ABRAMS, Edward W., Captain M.C.
Barnes General Hospital
Vancouver, Washington

ADAMS, J. Martin*

ADAMS, John C., Captain, M.C.
Station Hospital
Camp Wolters, Texas

ADIX, H. Victor, Jr.

Lieut. Commander, M.C., U.S.N.R.
U. S. Naval Hospital

Bremerton, Washington

AHRLEN, H. L.*

ALDEN, Warren H.*

ALLEN, Roland, Captain, M.C.
Evacuation Hospital
Fort Lewis, Washington

ALNE, Arthur E-*

Camp Adair, Oregon

ALVIS, Harry J.

Lieutenant Commander, M.C.
U. S. Naval Hospital

Oakland, California

ANDERSON, Earl M.
Lieut. Colonel, M.C.
Camp Stoneman, California

ANDERSON, Melvin W.*

ANDERSON, N. Paul E.

Lieut., M.C., U.S.N.R.
At sea. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

APPELMAN, Milton D.*

Atkins, Charles B., Major, M.C.
Army Recruiting District

321 Galena Avenue
Butte, Montano

BAGGENSTOSS, Osmund*

BAILEY, Byron G.
Commander, M.C.
Naval Station

Astoria, Oregon

BAILEY, Paul, Major, M.C.
McCaw General Hospitol
Walla Wolla, Washington

BAIN, Lyle M.
Lieutenant Col., S. Pacific Area
Address in Society Office

BAIN, W. W.*
BAKER, Albert B.*

BAKER, Russel L.

Lieutenant, M.C., Overseas Area
Address in Society Office

BARR, John R.*

BAUGHMAN, H. E.*

BAUM, W. W., Major
Army Air Base
McCook, Nebraska

BECK, William F.

Captain, M.C., Overseas Area
Address in Society Office

BEGG, Roderick E., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

BELKNAP, Hobort D., Colonel, M.C.
Pasadena Area Station Hospital
Pasadena, California

BENNETT, Woodson, Major, M.C.
Field Medical Service School
Carlisle Barracks, Carlisle, Pa.

BERG, Richard F., Major, M.C.
Station Hospital
Fort Ord, California

BERGER, E. H.
Lieut. Commander, M.C., U.S.N.R.
U. S. Naval Hospital
Bremerton, Woshington

BERGER, S.*

BISCHOFF, Theodore M.
Captain, M.C., S. Pacific Area
Address in Society Office

BISWELL, Roger, Jr., Major, M.C.
1907 Station Hospital
Fort Lewis, Washington

BITAR, Emmanuel, Lieut., M.C.
1391 Birch St.

Pittsburgh, California

BLACK, Neil*
Pendleton Air Base
Pendleton, Oregon

BLAIR, Harry C., Major, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

BOAK, R. T.*

BOALS, Robert T., Jr.*

Fort William Henry Harrison
Helena, Montana

BODINE, C. E., Lieut., M.C.
O'Reilly Hospital
Springfield, Mo.

BOLTON, Wilbur M.
Lieut. Colonel, M.C.
Barnes General Hospital
Vancouver, Washington

BOYD, Harold M. E., Lieut., M.C.
Santa Ana Army Air Base
Santa Ana, California

BOYDEN, Allen, Captain, M.C.
Overseas. Letters sen to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded

BOYER. John M.*

BOYLEN, Ernest L., Major, M.C.
Overseas. Leters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

BRACHER, Allen N.*

BRADLEY, James, Mojor, M.C.
South Pacific Area
Address in Society Office

BREE, Donald W., Captain, M.C.
Section 4, Station Hospital
Fort Lewis, Washington

BROOKS, Charles Patrick*

BROWN, Hugh J.*

Puget Sound Novy Yard
Bremerton, Washington

BROWN, Walter P., Lieut., M.C.
Overseas Area
Address in Society Office

BROWNING, Charles, Lieut., M.C.
1316 Hospital Unit
Comp Pickett, Virginia

BRUNKOW, Milton deV.
Captain, M.C.
6th Ferry Group
Long Beach Army Air Base
Long Beoch, California

BUCKLEY, James E.

Lieut. Commander, M.C., U.S.N.R.
At sea. Letters sent to him c/o
the Society [Medical-Dentol Bldg.,

Portland 5] will be forwarded.

BUEERMANN, W. H.

Commander, M.C.
U. S. Naval Hospital
Bremerton, Woshington

BUONOCORE, Lawrence W.,
Captain, Air Corps
Station Hospitol, A.A.F.B.F.S.
Pecos, Texas

BUREN, Wolcott E.

BURNS, E. Murray, Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

BURR, Sherwood, Jr.*

CALES, Kenneth J.*

Coast Guard
Portland, Oregon

CALVIN, Daniel W.*
CAMPBELL, C. S.

151st Medical Bn., Company C.

Los Angeles, California

CAMPBELL, J. E.*
District Medical Office
Exchange Bldg., Seottle, Washington

CANE, William M., Captoin, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

CANIPAROLI, Sonte D.
Lieut. Colonel, M.C.
General Hospital No. 46
Fort Riley, Kansas

CARTER, Richard, Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

CASH, George C.

Lieut. Colonel, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forworded.

CHAMBERLAIN, George E.

Lieut., M.C.
Prisoner of war in the Philippines

CHANDLER, Willard J.*

CHAPMAN, William H.

Major, Med. Det.

Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

CHAUNCEY, Lester R., Captoin, M.C.
General Hospital No. 46
Fort Riley, Kansas

CHEETHAM, John G.,
Lieut. Commander, M.C.
U. S. Naval Hospital
San Francisco, California

CHERNENKOFF, P. W.*
CHISHOLM, William P.*

CHRISTENSEN, Ralph P-*

CHRISTMAS, F. W.
Lieutenant Col., M.C.
U. S. Army General Hospital
Menie Park, California

CHRONOVSKY, V.*
Army Medical Corps
Fort Douglas, Utah

CLISBY, Keith M.
Lieut. Colonel, M.C.
Torney General Hospital
Palm Springs, California

CODD, Joseph I.*

COFFEN, Charles W., Lieut. M.C.
Stotion Hospital
Fort Lawton, Washington

COFFEY, Robert M., Captain
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded

COHEN, Louis A.*

COHEN, Williom, Lieut., M.C.
Bornes General Hospitol
Vancouver, Washington

COLLIE, William J.*

59th Evacuation Hospital
Camp Pickett, Va.

COMPTON, Arthur M., Major, M.C.
88th Stotion Hospital

Fort McClellan, Alabama

CORPE, Keith W.*
Fort Ord, Californio

COTTRELL, George W.
Captain, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

COUGHLIN, James J.*

COYLE, C. L., Captain, Air Corps
Station Hospital
Wendover, Utah

CRONIN, Joseph M.*
Army Air Base
Ephrata, Washington

CURRIN, Hugh B., Coptain, M.C.
Generol Hospital No. 46
Fort Riley, Kansas

CURRIN, Richard, Captain, M.C.*

CRYNS, S. F., Captain, M.C.
In England
Address in Society Office

DANIELS, John Q. A.
Lieut. Colonel, A.A.F.S.A.T.
Orlando, Florida

DAVIS, Frederick, Captain, M.C.
Overseas Area
Address in Society Office

DAVIS, Joe Brady
Lieut. M.C., U.S.N.R.
Naval Air Station

Sand Point, Seattle, Washington
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DAVIS, Joseph Berry*

DAVIS, Marvin Carter*

Army Flying School

Merced, California

DAVIS, Thomas A.

Lieut. Colonel, M.C.
Overseas. Letters sent to him c/o

the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

DAVIS, Wesley W.*

DEHNE, J. Edward, Captain, M.C.
570 Fifteenth Street

San Froncisco, California

DIACK, Archibald W. Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

DIACK, Samuel L., Major, M.C.
General Hospital No. 46
Fort Riley, Konsas

DIETRICH, Frank, Captain, M.C.
4i8 5th Avenue S.W.
Rochester, Minn.

DINSMORE, James F.*

DOBBIN, H. W., Captain, M.C.
Camp Stoneman
Pittsburgh, California

DOUGLAS, Earl W., Lieut. M.C.
18th Replacement Wing
Army Air Base
Salt Lake City, Utah

DOUGLAS, Vernon Andrews, M.D.
Director Emergency Medical Service

Oregon State Defense Council

Salem, Oregon

DOWSETT, J. W., Lieut., M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.
DuBOIS, Earl D., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

DUNCAN, David G., Captain, M.C.
Southseas Area
Address in Society Office

DUNHAM, Thomas*
Camp Cooke, California

DURHAM, Milton W.*
Paine Field

Everett, Washington

DURNO, Edwin R., Captain, M.C.
1 st Surgical Unit

Fort Sam Houston, Texas

EARL, Charles N., Captain, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

EARL, Guy Leo, Captain, M.C.
Port Angeles, Washington

EBNER, Clement J.*

EDBLOM, Lester A., Captain
2nd Air Force Hq.
Army Air Base Hospital

Mountain Home, Idaho

EDDY, Lowell Ladd*

EDELSON, Zonley C., Copt., M.C.
Asst. Chief Surgical Service

Fort Benjamin Harrison, Indiana

EMMENS, Thomas H., Captain, M.C.*

EMMERSON, Howard C.,

Captain, M.C.
Route 5, Box 855-D, Portland, Ore.
[to be forwarded].

ENKELIS, Jacob J.

Lieut. Commonder, M.C.
At sea. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

ENOS, Russell W.
Lieut., M.C., U.S.N.R.
U. S. Naval Hospital
Bremerton, Washington

ESPERSON, R. Wayne*
Fort Lewis, Washington

EVANS, John W., Major, M.C.
General Hospitol No. 46
Fort Riley, Kansas

EVERETT, Ernest G., Captain, M.C.
Camp Roberts, California

FARLEY, Thomas F.*

Pendleton Air Base
Pendleton, Oregon

FELDMAN, Sanford*

FENNEMORE, S. W.*
188th F.A., F.A.E.C.
Yakima, Washington

FEVES, Louis J., Lieut., M.C.
Jefferson Barracks, Mo.

FINDLEY, Dwight H., Capt., M.C.

tSation Hosp., Hamilton Field

Son Francisco, California

FISHER, Arthur A., Captain, M.C.
Alaskan Area
Address in Society Office

FIXOTT, Richard S., Major, M.C.
Bowman Field

Louisville, Ky.

FORBES, David A.*
Camp F-1 1 9

Bly, Oregon

FORSTER, Donald E., Captoin, M.C.
Halloran General Hospital

Staten Island, N. Y.

FOSTER, Roe N., Coptain, M.C.
Station Hospital

Firt Jackson, North Carolina

FOWLER, Fronk E., Major, M.C.
303rd Station Hospital

Camp Mackall, Hoffmon, N.C.

FOX, Thomas J., Jr.

Lieut., M.C., A.S.N.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

FRANCIS, Horace M.*
Port of Embarkation
Portlond, Oregon

FRENCH, A. J.*

Air Force Training Camp
San Antonio, Texas

FREWING, Harry L., Captain, M.C.
Generol Hospital No. 46
Fort Riley, Kansas

GALANTE, Peter J.*

GANTENBEIN, Calvin E., Captain
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

GARDNER, Elsworth L., Captain
U. S. Marine Hospital
1 4th Ave. & Lake St.

San Francisco, California

GENTLE, H. T.

Lieut. Colonel, M.C.
Port of Embarkation,
Seattle, Washington

GEVURTZ, W. S.

Lieutenant, [s.g.], U. S. N.
Address in Society Office

GILBERT, W. W.*

GILPIN, Burhl B., Jr., Captain, M.C.
Edgewood Arsenal,
Baltimore, Maryland

GOODKNIGHT, Scott H.

Captain, M.C.
Station Hospital

Fort Lawton, Washington

GOREN, Morris L.*

GOULD, Robert J.*

GRANT, Charles A.
Lieut., M.C., U.S.N.R.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

GREGSON, William E.

Captain, Med. Detach.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

GRORUD, P. R.*

HALBOTH, O. J., Lieut., M.C.
Station Hospital
Camp Beale, California

HALE, Warren W., Captain, M.C.
603rd T. D. Battalion

Camp Shelby, Miss.

HAMILTON, Norval E.

Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

HASLINGER, Joseph F.*

Fort Lewis, Washington

HAUN, James D.
Lieut. Commander, M.C.
Naval Air Station
Tongue Point, Oregon

HAWORTH, James B., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

HAWORTH, Wolloce
Commander, M.C., U.S.N.R.
U. S. Naval Hospital
Bremerton, Washington

HAYTER, Fobert
Lieutenant [j.g.], M.C., U.S.N.R.
Bremerton, Washington

HEFFRON, Carrol N., Lieut., M.C.
Alaskan Area
Address in Society Office

HELFOND, Alfred J.*

Williams held
Chandler, Arizona

HELFRICH, Jesse B.

Lieut. Colonel, M.C.
Camp Shelby, Mississippi

HELDOBLER, Alfred O.
Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

HEMINGWAY, Max W., Major, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

HENDRY, Edward A., Capt., M.C.
At Sea, Area Unknown
Address in Society Office

HENRY, Randall, Captain, M.C.
6th Armored Division

Camp Cook, California

HENRY, Robert I.

Captain, M.C., A.U.S.
General Hospital No. 46
Fort Riley, Kansas

HENTON, George Herbert
Lieut. Colonel, M.C.
Williams Field

Chandler, Rrizona

HERREN, R. Yorke*

HESS, O. R.*

Camp Kohler, California

HICKMAN, Harry S.

HIMMELFARB, Max, Captain, M.C.
185th General Hospital

McGraw General Hospital

Walla Walla, Washington

HOCKETT, Verden
Lieut. Commander, M.C.
Puget Sound Navy Base
Bremerton, Washington

HOFFMAN, S. J.

Lieut, [j.g.l, M.C., U.S.N.R.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

HOLCOMB, Roger,
Lieut. Commonder, M.C.
U. S. Naval Hospital
Seattle, Washington

HOLLENBECK, Willard F.

Lieut. Colonel, M.C.
Moore General Hospital

Swananoa, N. C.

HORSFALL, George, Col., M.C.
3rd Armored Corps
Camp Polk, Louisiana

HUGHES, J. E.

Lieut. Commander,rM.C., U.S.N.R.
Naval Training Station

Farragut, Idoho

HUNTINGTON, William H.*

MUTCHENS, Wendell H.

Lieut. Commander, U.S.N.R.
U. S. Morine Corps Bose
San Diego, California

ILLGE, Alferd H., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

INDERLIED, Herman F.,

Captain, M.C.
Station Hospital
Sawtelle, California

JOHNSON, A. N.*
Hq. 13th Naval District

Seattle, Washington

JOHNSON, George H.*
Fort Lawton, Washington

JOHNSRUD. Russell L.*

U. S. Naval Hospital
Seattle, Washington

JOHNSTONE, A. E.*

Fort Lewis, >Mashington

JONES, Arthur C., Coptain, M.C.
Letterman General Hospital

San Francisco, California

JONES, Lester T.

Commander, M.C., U.S.N.R.
U. S. Naval Hospital
Bremerton, Washington

JONES, Roymond F.

Lieut. Commander, M.C., U.S.N.R.
Address in Society Office

JOSEPH, Robert E.*

U. S. Naval Hospital
Bremerton, Washington

JUMP, Clarence E.*

KABEISEMAN, F. J.

Lieutenant, U.S.N.R.
North African Area
Address in Society Office

KAISER, Williom F., Jr.*

KAUFMAN, Russell H.

Major, M.C., A.S.N.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

KEANE, Roger H.

Lieut. Commander, M.C.
Oak Knoll Hospital

Oakland, California

KEISER, John Phil, Lieut., M.C.
Stockton Air Base, Station Hospital

Stockton, California

KELSEY, Walter L.

Lieut. Commander, M.C., U.S.N.R.
At sea. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

KENNEDY, Marshall
Lieut., M.C., U.S.N.R.
Manchester Navy Yard
Manchester, Washington

KERBEL, A. J,, Lieut., M.C.
Fort D. A. Russell

Marfa, Texas

KERBY, Kenneth A., Captain, M.C.*
North African Area
Address in Society Office

KERRON, Seth M.
Lieut. Colonel, M.C.
Barnes General Hospital
Vancouver, Wash
KESSLER, Raymond L., Major, M.C.
Station Hospital
Fort Lewis, Washington

KINNEY, Kenneth W.*
KINOSHITA, Robert S-, Copt., M.C.
Carlisle Barracks
Carlisle, Pennsylvania

KLINGLER, Marion, Captain, M.C.
North African Area
Address in Society Office

KUFFEL, Mork J.*

KUHN, Clifford W., Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

KULLBERG, Robert W.*

KURTZ, F. Howard*

KYKENDALL, John
Major, M.C., A.U.S.
Australian Area
Address in Society Office

LAGE, George H., Lieutenant
Med. Det., 502 Parachute Inf.

A.P.O. 472, Care Post Master
Nashville, Tennessee

LANDERS, E. L., Lieut, [j.g.]*

LARSON, Virgil C., Lieutenont, M.C.
Australian Area
Address in Socoiety Office

LAWSON, Earl L., Captoin
965th Field Artillery

Camp Forest, Tenn.

LAZICH, Bronislav
Lieutenant, M.C., U.S.N.R.
U.S.N. Auxiliary Air Station
Camp Kearney, California

LECOCQ, Frank*

LEE, George F.*

Fort Columbio, Washington

LEMERY, Geo. W. J., Lieut., M.C.
Station Hospital, Army Air Base
Portland 9, Oregon

LEWIS, Herbert D., Major, M.C.
Station Hospital, Walker Army
Air Field, Victoria, Kansas

LEWIS, Howard P., Major, M.C.
Halloran General Hospital
Staten Island, N. Y.

LIND, Laurie P.

Lieut. Colonel, M.C.
Station Hospital
Camp Carson, Colorodo

LITTLEHALES, Charles E.

Major, M.C.
General Hospital No. 46
Fort Riley, Kansas
LIU, Sam B.*

LIVINGSTON, William K.

Lieut. Commander
U. S. Naval Hospital

Oakland, California
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LLOYD, Robert L., Lieut. Col., M.C.
Port Leonord Wood, Missouri

LOEFFLER, Arthur John
Lieut. Commander, M.C.
Pork College, Parkville, Mo.

LOEHNER, Conrod*
92nd Evacuation Hospital
Rice, California

LOWELL, Lav/rence M.
Captain, M.C.
29th Portable Surgical Hospital

Torney General Hospital

Palm Springs, California

LYMAN, Richord W., Major, M.C.
Address in Society Office

McArthur, Robert Lindsay*

McBRIOE, William C., Jr.*

McCALLUM, George C.*

McConnell, Joseph*

McDaniels, Laurence
Lieut., M.C.
163rd Infantry

Fort Lewis, Washington

McDonald, Daniel
Captain, Med. Detch.
Overseas. Letters sent to him c/o
the Society [Medicol-Dental Bldg.,

Portland 5] will be forwarded.

MacDOUGALL, W. H.*

McGRAW, Lowell S., Lieut., M.C.
Australian Area
Address in Society Office

McKELVEW, Gilbert J., Major, M.C.
17th General Hospital

Fort Leavenworth, Mo.

McKIM, Charles Palmer
Captain, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

McMAHON, Raymond A.*

McSHATKO, George G.*

MANLOVE, Charles H., Major, M.C.
Baxter General Hospital

Spokane, Washington

MARBUT, William M., Major, M.C.
Barnes General Hospital

Vancouver, Washington

MARSH, Norman E.*

MARSHALL, Alfred N.*

MASON, Herbert E.*

General Hospital No. 46
Fort Riley, Kansas

MASSEY, George D.

Lieutenant [j.g.], M.C., U.S.N.
Washington, D.C.

MATHEWS, Thomas J., Captoin, M.C.
General Hospital No. 46
Fort Riley, Kansas

MENKEL, C. B.*

MERRILL, S. S., Lieut., M.C.
2401 N. W. 21st Street

Oklahoma City, Oklahoma

MERRYMAN, George H., Jr.*

Fort William Harrison
Helena, Montana

METZ, Paul*

MILLER, Joseph L., Jr.

Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

MILLER, Robert F., Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

MILLER. Vern W., Major, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

MILLETT, George W.*

MILLS, Victor D., Captain, M.C.
Fort Lewis, Washington

MONTGOMERY, Thomas R.*

^OORE, Donald Edmund*

MOORE, Philip H.

Lieut., M.C., V[S], U.S.N. R.

U. S. Naval Hospital
Seottle, Washington

MOORE, W. J., Lieut., M.C.
Station Hospital, Army Air Bose
Caspery, Wyoming
MORRIS, David A., Captain, M.C.
Alaskan Areo
Address in Society Office

MOUNT, Frank F.

Lieut. Colonel, M.C.
General Hospital No. 46
Fort Riley, Kansas

MOUNTFORD, Arthur H.*

MUNROE, Walter R., Captain, M.C.
General Hospital No. 46
Fort Riley, Konsos

NACHTMAN, Howard F.

Captain, M.C.
Hammond General Hospital
Modesto, California

NAIMARK, David H.*

NAKADATE, Katsumi J.*

NERSETH, Marvin H.*
Camp McQuade, California

NEWMAN, Jack V.*

NICHOL, Byron A.*

NICHOL, Walter E.*

NIELSEN, Warren E., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

NITSCHKE, E. J.

Lieut. Commander, M.C., U.S.N.R.
U. S. Naval Hospital
Seattle, Washington

NOLAND, Roy F.*

O'DONNELL, Richard H.*

OLIVER, J. B-*

O’TOOLE, Arthur James*

OTTEN, Fred R.*

Air Depot
San Bernardino, California

OWEN, Eugene P.

Commander, U.S.N.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

PACKARD, Frank B.

Captain, Med. Btn.

Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

PAGE, L. Kimboll, Lieutenant, M.C.
Graduate School of Medicine
University of Pennsylvanio
Philadelphia, Pennsylvania

PAGE, W. J.*

PARCHER, Russell W.*
General Hospital No. 46
Fort Riley, Kansas

PARKS, E. W.*
PARROTT, Max H., Captain, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5} wilt be forwarded.

PAYNE, DeWalt*
U. S. Naval Air Station
Astoria, Oregon

PEASE, Bradford N., Major, M.C.
Overseas Area
Address not received

PEASE, John A.
Lieut, [j.g.] U.S.N.R.
U. S. Naval Hospital
Treasure Island, San Francisco,
California

PEMBERTON, Paul A.*

PERKINS, James G.*

PERLMAN, Frenk, Captain, M.C.
Barnes General Hospital
Vancouver, Washington

PHILLIPS, Orlyn S.*

PIERCY, Orlyn S., Major, M.C.
Station Hospital
Fort Lewis, Washington

POLLOCK, Robert W., Coptain,M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

POWELL, Edwin R.*

POWER, F. K.*

PRAG, Ralph M., Captain
Angel island

Ft. McDowell, California

PURVINE, Ralph E., Lieut.

State Medical Officer
Selective Service System
Solem, Oregon

PUZISS, Abe.*

RADEMACHER, C. J., Captain, M.C.
North African Area
Address in Society Office

RAMAGE, John M.*

RANKIN, Frederick O.
Lieutenant, M.C., U.S.N.R.
Alaskan Area
Address in Society Office

RAWLS, Noel B., Captain, M.C.
Station Hospital
Fort Lawton, Washington

RAY, Geo. L., Lieutenant, M.C.
Hill Field, Ogden, Utah

RAY, Leon F., Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

REED, Delbert, Lieut., M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

REED, Robert J.*

91st Evacuation Hospital
Fort Knox, Kentucky

REICHLE, Raymond*

REtCHMAN, Carl V.*
U. S. Naval Reserve Dispensary
Bremerton, Washington

RICH, David R.*
Fort Lewis, Washington

RICH, R. I.*

RIEDEL, H. F., Lieut. Colonel, M.C.
Station Hospital, Chico, California

RITTEMAN, G. W.*

ROBB, Marvin J., Lieutenant, M.C.
Station Hospital
Gulfport, Mississippi

ROBBINS, Carl W., Colonel, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

ROBERTS, Howard*

ROBERTS, Joseph M., Major, M.C.
5th Auxiliary Surgical Group
Fort Sam Houston, Texas

ROBERTS, Stanley W.*
U. S. Naval Hospital
Athol, Idoho

ROBERTSON, Charles G.*

ROBINSON, E. G.
Lieut. Commander, M.C. U.S.N.R.
Overseas. Letters sent to him c/o
the Society [Medical-Dentol Bldg.,

Portland 5] wilt be forwarded.

ROCKWELL, Marshall A.*

RODDA, John Sydney
Captain, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

ROGERS, Arthur L., Captain, M.C.
Fort Riley, Kansas

ROGERS, Richard S., Major, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

ROLEY, Willard C.*

ROMIG, Ronald C.

Lieut. Commonder
X-Ray Department
Camp Farragut, Idaho

ROSS, Webster K., Major, M.C.
Australian Area
Address in Society Office

ROSS, Welden T., Captain, M.C.
Overseas Area
Address in Society Office

RUEDY, Verner E., Major, M.C.
303 East Chicago Avenue
Chicago, Illinois

RUSSELL, John Putnam*
RUSSELL, John P.

Captain, M.C., U.S.N.
North African Areo
Address in Society Office

RUUSKA, Paul E., Captain, M.C.
Barnes General Hospital
Voncouver, Woshington

SACHS, Maurice D., Lieut., M.C.
Letterman General Hospital
San Francisco, California

St. PIERRE, Rodrieck G.*

SANDLIN, Dean*

SAUNDERS, George C., Captain
363rd Fighters Group
Hamilton Field, California

SCALES, Kenneth J., Captain, M.C.
General Hospital No. 46
Fort Riley, Kansos

SCHEFTER, Robert P., Lieut., M.C.
tSation Hosp., Santa Ano Air Bose
Sonta Ana, California

SCHNEIDER, Leo, Lieut. M.C.
Prisoner of war in the Philippines.

SCHUSTER, E. J.*

SCHWARTZ, H. J.*

Camp Roberts, California

SEABROOK, Dean B.

Lieut. Colonel, M.C.
Camp Carson, Colorodo

SEARING, Donald H.*

SEELEY, J. R.*

Fort Douglas, Utah

SELLING, Phillip, Lieut.*

Fort Hamilton, N. Y.

SEMANSKY, E. J,*

Moffett Field, California

SETH, Roymond E.*

Camp Carson, Colorado

SHARKEY, William P.

Lieut. Commander, M.C.
U.S. Naval Hospital
Seattle, Washington

SHARP, Chorles R.*
Fort Lewis, Washington

SHARP, Paul M., Major
Fort Lewis Station Hospital
Fort Lewis, Washington

SHASKY, Florion*

SHERWIN, Richard N.*

SHIELDS, Ambrose B., Lieut., M.C.
North African Area
Address in Society Office

SHORT, Faulkner A., Captain, M.C.
General Hospital No. 46
Fort Riley, Kansas

SHUEY, Harold E., Major
Division Surgeon's Office, 88th inf.

Shreveport, La.

SICHEL, Mortin S., Major, M.C.
77th Station Hospital
Camp Corson, Colorodo

SIMONS, Max, Captain, M.C.
Hoff General Hospital
Santa Borbara, California

SIMPKIN, John M.*

SINGER, Isodor M.*

SISSON, Merrell A.
Lieut. Commander, M.C., U.S.M.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

SKELLEY, Leo G.*

SLEETER, Robert W., Captain, M.C.

SLOCUM, Donald B., Captain, M.C.
Torney General Hospital
Palm Springs, California

SMITH, C.H., Lieut. Colonel, M.C.
Vancouver Barricks Station Hospital
Vancouver, Washington

SMITH, Clarence W.,
Coptain, M.D.R.P., M.T.R.C.
Camp Robinson, Arkansas

SMITH, Gordon Knight, Major, M.C.
Pasedena Area Station Hospital
Pasedena, California

SNEEDEN, Vinton, D., Major, M.C.
General Hospital No. 46
Fort Riley, Kansas

SNOW, Eldon W., Lieut., M.C.
Vancouver Barracks Station Hospital
Vancouver, Washington

SOINE, Taylor S., Captain, M.C.
A.N.F. Station Hospital
Camp Abbott, Oregon

SOUTH, F. Floyd, Major, M.C.
Station Hospital
Presidio of Menterey, California

SPANGLER, Paul E.

Lieut. Commander, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

STANARD, Delbert C., Colonel
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

STEFFANOFF, Don N., Captain
54th Evacuation Hospital
Yuma, Aarizono

STEINER, Milton B.

Lieut. Commander, M.C., U.S.N.R.
13th Naval District Hq.,
Exchange Bldg., Seottle, Washington

STEWARD, J. Byron*
Fort Lewis, Woshington

STOUT, Gardner S.*
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STRICKLAND, Groeme H.

Lieutenant [j.g.]

U. S. Naval Base Hospital

San Diego, California

STROHM, J. Guy, Colonel
General Hospital No. 46
Fort Riley, Kansas

STUCKY, Jack E.*

STURDEVANT, C. O., Captain
Fort Lawton, Washington

SUCKOW, George R., Major, M.C.
Station Hospital
Fort Lewis, Washington

SULLIVAN, Arthur W.,
Captain, M.C.
124th Station Hospitol
Camp Carson, Colorado

SULLIVAN, David E.

Lieutenant, M.C., U.S.N.R.
At Sea. Address in Society Office

5UNDQUIST, Everett L., Coptain
Overseas. Letters sent to him c/o
the Society [Medicol-Dental Bldg.,
Portland 5] will be forwarded.

SWANSEN, Merle H.*
Wendover Field

Toole, Utah

SWEH, Wm. J.

Lieutenant [s.g.], M.C., U.S.N.R.
South Pocific Area
Address in Society Office

TALBOT, John M., Major, M.C.
In England
Address in Society Office

TAYLOR, David K.

Lieutenant, M.C., U.S.N.
Overseas. Address in Society Office

TEN EYCK, Thomas G.
Major, M.C., Station Hospital

Fort Lewis, Washington

THOMAS, Leon B., Major, M.C.
Station Hospital

Fort Lewis, Washington

THOMAS, Robert L.

Lieut. Commander
At sea. Letters sent to him c/o
the Society [Medical-Dental Bldg.

Portland 5] will be forworded.

THOMPSON, Douglas Q.
Lieut., M.C., Merced A.A. Base
Merced, California

THOMPSON, Lee*

THORSTENBERG, Edward
Lieutenant, M.C., U.S.N.
Address in Station Office

TROMMALD, John P., Coptoin, M.C.
General Hospital No. 46
Fort Riley, Kansas

TUHY, John E., Lieut., M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,

Portland 5] will be forwarded.

TUPKER, Eugene P.*

ULLMAN, Egon V., Major, M.C.
U. S. Army Air Base
Salt Lake City, Utah

UNDERWOOD, Franklin J., Major
M.C., General Hospitol No. 46
Fort Riley, Kansas

VAN NESS, Edwin Ball*

VERHS, Hermon F.*

VOGT, Paul R., Major
Fort Lewis Station Hospital
Fort Lewis, Washington

WALL, Edward C.*
Air Corps Training Detail
Ontario, California

WARNELL, Charles E., Lieut., M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.,
Portland 5] will be forwarded.

WARRINGTON, William Richard*

WELLS, Howard A., Lient., M.C.
Fort Lewis, Washington

WELLS, Stanley E.*

WHITE, John BeV,, Major, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.

Portland 5] will be forwarded.

WILBUR, Robert, Lieutenant, M.C.
Camp McQuade
Watsonville, California

WILBUR, Walter I.*

U. S. Army Hospital
Seottle, Washington

WILCOX, R. H., Lieut, [s.g.]

Camp Farragut, Idaho

WILEY, David R., Lieut.

Arlington Staging Area
c/o Station Hospital
Arlington, California

WILEY, James W., Lieut., M.C.
Army Air Base, Pueblo, Colorodo

WOOD. Robert L., Lieut. Col., M.C.
Fort Ord, California

WOODARD, Don E.*

WOODS, B. O., Major
303rd Station Hospital
Camp Mackalt, Hoffman, N. C.

WOODS, Harvey A., Captain, M.C.
Station Hospital, M.A.F.S
Merced, California

WOOLCOTT, Floyd L., Jr.

Captain, M.C.
Overseas. Letters sent to him c/o
the Society [Medical-Dental Bldg.

Portland 5] will be forwarded.

WOOLIEVER, Francis, Lieut, M.C.
Barnes General Hospital
Vancouver, Woshington

WYATT, Lisle M.*
Comp Chaffee, Arkansas

YOST, Charles W.*
826th T.D. Batt., Camp Young
Indio, California

ZELLER, Werner E.

Lieutenant [s.g.], M.C., U.S.N.R.
At Sea. Address in Society Office

ZENER, F. Bertram
Lieut. Colonel, M.C.
36th Field Hospitol
Fort Lewis, Washington

STATE COUNCIL MEETING

War Needs More Doctors. George Henton, chairman,

and Stanley Lamb, assistant, are replacing Wilson Johnston

in Procurement and Assignment for Physicians. They send

out word that all doctors under 45 years of age not in

essential work, must apply for a commission. Probably

those who have been rejected will be up for reexamination.

Life Members. At the .August 14 meeting, the State

Council voted the following into life membership in the

Oregon State Medical Society; Charles Sweeney, Medford;

Norman Pease, Portland; William P. Johnson, Corvallis;

Wilson Johnston, Portland.

Oregon Service Bulletin was first published in .August,

and all Oregon physicians, members and nonmembers,

should have received a copy. If you did not, or if you have

items to insert, please send such information as complete as

possible to Mrs. G. B. McLean, State Medical Society,

Medical Dental Building, Portland S, Oregon. The next

Bulletin will be out before this notice is published.

U. OF O. MEDICAL SCHOOL

Summertime note from Fort Riley, Kans.: A baseball

team representing officers and enlisted men of the 46th

General Hospital (University of Oregon Medical School)

Unit has captured the Diamond Baseball league champion-

ship. Their reward: a handsome gold ball swatter standing

high atop a walnut base, very elegant like the trophies of

high school days. The trophy has been marking time in

the office of Ralf Couch, medical school secretary. Coming
from Kansas is a gold plate, bearing names of team mem-
bers. When trophy and plate are assembled, they will be

placed in the school display case where all may admire.

The contracting party of the ninth service command has

completed arrangements for conducting an army specialized

training program at the medical school. At present 172

medical students wear the uniform of privates. Colonel

R. W. Bryan has been commandant but was slated for re-

tirement September 1.

Forty students are assigned under the navy program.

Lieutenant Bliss, USNR, is commandant. Uniforms had not

arrived by late August but when they are donned it will

put Army and Navy uniforms side by side in campus class-

rooms and labs.

Medical school visitors continue on the “military side”

to remind constantly that there is a war going on.

Dr. Thomas Parran, Surgeon General, U.S. Public Health

Service, was scheduled to visit the school August 1. He was

speaker at a meeting in the auditorium given under aus-

pices of the Oregon Association of Hospitals. Purpose of

the meet was to explain and encourage hospitals to qualify

and establish cadet nurse corps in nurses training schools of

Oregon.

Miss Lucille Petry, dean of the school of nursing at Cor-

nell and now on leave to direct the cadet corps nursing

program, planned to accompany Dr. Parran.

Dr. Charles N. Holman is president of the Oregon Asso-

ciation of Hospitals. Ralf Couch, who is director of hos-

pitals in the university medical center, presided at the

meeting.

The Oregon Nursing council for war service cooperated

in the session. Miss Elnora Thomson, head of the depart-

ment of nursing, is chairman of the council and Miss Linnie

Laird is secretary.

Major General James C. Magee, former Surgeon General

of the United States, addressed students, doctors and fac-

ulty members August 27 on tropical medicine. Recently he

returned from England and North Africa. He is a member
of the national research council and the American Founda-

tion for Tropical Medicine.

Dr. Jack Masur, special consultant in hospital adminis-

tration of the medical division of the U.S. office of civilian

defense, visited the campus to discuss civilian defense in

Portland hospitals.
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Dr. Max Lapham, executive secretary of the office of

Procurement and Assignment of the war manpower com-

mission, planned to come to Portland September 1. In the

death of Dr. Wilson Johnston, Oregon lost its head of

Procurement and Assignment. Dr. Lapham’s visit was in

connection with the naming of a successor.

Mahleur County Medical Society and Woman’s Aux-

iliary met July 18 in Ontario for dinner and separate busi-

ness meetings. Dr. and Mrs. George Henton, and Mrs. F.

Bertram Zanner of Portland, were honor guests.

Multnomah County Council is busy organizing the

new Vanport City hospital staff.

OBITUARIES

Dr. Wilson Johnston, 75, Portland, past-president of

both Oregon State Medical Society and Washington State

Medical Association, died early Sunday morning, .August IS,

from coronary disease. He had been doing well after three

months illness and was at home. Just a few hours before

his unexpected death, the council of the State Medical So-

ciety voted him a life member. Since early in 1942 Dr.

Johnston served as State Chairman of the Procurement and

Assignment Service for Physicians under the War Manpower

Commission. He was born in Toronto, Canada, October 23,

1867. After graduating from public school he studied at the

Collegiate Institute in Toronto, University of Louisville,

Kentucky, and the Kentucky School of Medicine, from

which he graduated in 1892. His first location for practice

was in West Virginia. Then he moved to Moscow, Idaho,

and from there to Colfax, Washington, later residing in

Spokane. He was president of the Washington State Medical

.Association in 1911, and also was a past-member of the

Washington State Board of Health. In 1917, he came to

Portland and was associated with Drs. Coffey, Sears and

Joyce for many years. He was captain in the Medical Corps

in the first World War. In 1930 he was President of Oregon

State Medical Socieety.

Dr. Florence W. Ditto died in the Portland Sanitarium

July 22. She developed a dilated heart, following several

years of bronchial asthma. She was born in Nebraska in

1889. She graduated from the Physicians and Surgeons Med-

ical School in St. Louis in 1915, and started practicing in

Rainier, Oregon, in 1916. In 1929 she and her husband. Dr.

Johnson F. Ditto, came to Portland, where they built and

operated the Ditto Clinic. Dr. Ditto had postgraduate work
in New York Polytechnic Hospital and also in Seattle.

Dr. Thorfinn Tharaldsen, 64, died August 14 in the

Coffey Memorial Hospital in Portland, following a two

month illness. He had practiced in Portland 22 years, and

had been Chief of Staff of the Emanuel Hospital, and a

member of the Good Samaritan Hospital staff. He was born

in 1879 at Battle Lake, Minnesota. He graduated from the

University of Minnesota Medical School in 1902. He prac-

ticed in Cottonwood, Minnesota, before coming to Portland

in 1921. He was instructor of Clinical Medicine in the

University of Oregon Medical School, past-president of the

Multnomah County Medical Society, and author of several

scientific books. He resided at Oswego, and was active in

many clubs and civic organizations.

Bertha BreeZe Brain.^rd, Jamestown, North Dokato;

Rush Medical College, Chicago, 1932; member of North

Dakota State Medical Association; diplomate of the Na-
tional Board of Medical Examiners; in 1940 member of

staff of the student health service at Oregon State College,

Corvallis; served as health officer of Jamestown; state presi-

dent of the American Association of University Women;
aged 49; died March 12, in Rochester, Minnesota, of he-

patic abscesses and thrombosis of the portal vein.

SOCIETY MEETINGS

Coos-CuRRY Medical Society met at Coquille with elec-

tions for the coming year. Melvin Johnson, North Bend,

was elected president; Herbert Thomas, Myrtle Point, vice-

president; D. M. Long, Marshfield, secretary -treasurer.

Bernard Barkwell, past-president, was named delegate to the

Oregon State annual meeting, and J. D. Rankin was named
alternate. George Henton, president of Oregon State Medical

Society, was the speaker. He spoke of the medical problems

due to the great influx of defense workers.

Lane County Medical Society met August 5 at the

Hotel Osborne, Eugene. George Henton, president of the

State Medical Society, spoke on State Industrial Accident

Commission affairs. Procurement and Assignment problems

and other matters of public welfare.

Women’s American Medical Association met in Port-

land at a picnic-dinner at Helen Carey’s August 4. Mary
Thompson was elected president for the ensuing year, and

Miriam Luteen was elected secretary-treasurer.

CLINICAL FORUM
{Continued from Page 263)

though general distention of the abdomen sometimes means

a general peritonitis and pus. But here there is probably no

peritonitis but the presence of fluid or blood. Next, one

might consider the possibility of a diaphragmatic hernia.

However, the signs of such a condition are not present.

Since rales were heard in the left chest when the child

was seen the first time, one could consider a pneumonia

with a diaphragmatic pleurisy. However, there has not been

pain enough either in the chest or the abdomen
;
the dis-

tention in the abdomen is too general to emphasize this

diagnosis. For treatment I would suggest opening the ab-

domen, with a mind also open to act upon whatever find-

ings might be present. The incision should be made in the

midline below the umbilicus.

Conclusion of case: To open the abdomen, a midline in-

cision was made in order to facilitate a wider excursion of

exploration. When the peritoneum was exposed, its dark

hue indicated the presence of blood which poured out as

soon as an opening was made, an estimated amount of at

least 400 cc. After considerable exploring the blood was

found to be coming from the upper left quadrant. The

incision was now extended to the left costal margin in order

to expose the spleen. This showed a tear in the outer edge

of the central area about an inch in length, from which

there was still a little oozing. The portion distal to the tear

was swollen, dark red in color and infiltrated with blood.

Another small tear was also discovered. The condition of

the spleen was such that it had to be removed.

A little difficulty was experienced in closing so large and

long a wound. The next one or two days were rather stormy

and then an uneventful recovery. Close questioning of

mother, the patient and her playmates disclosed no cause.

The child and her playmates stoutly deny rough play and

all agree that while playing, Mary suddently stopped and

had a period of excessive and hard coughing. Shortly after-

wards she complained of pain in her abdomen.
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FIFTY-FOURTH ANNUAL MEETING

HOUSE OF DELEGATES

SEATTLE, SEPT. 11-12, 1943

^ ASHINGTON STATE MEDICAL
ASSOCIATION

FIFTY-FOURTH ANNUAL MEETING OF HOUSE
OF DELEGATES

September 11 and 12

Olympic Hotel

The fifty-fourth annual meeting of Washington State

Medical Association will be held in Seattle, Olympic Hotel,

Saturday and Sunday, September 11 and 12. The meeting

will be a business session only of the Board of Trustees

and the House of Delegates, with the Board scheduled to

meet at 1:00 p.m. on Saturday, the 11th, and the House

of Delegates to meet at 3:30 p.m. and again on Sunday

at 11:30 a.m.

The Board meeting will be presided over by .Albert P.

Durj^ee, Everett, President of the Association, and the

House of Delegates meeting by the Speaker, Wilmot D.

Read of Tacoma. Vernon W. Spickard, Seattle, president-

elect, wdll be inducted into ofiice as President at the Sun-

day meeting of the House of Delegates.

Committees

Committees appointed by the Speaker for the session

are:

Resolutions

Raymond E. Zech, Seattle, Chairman
Alexander B. Hepler, Seattle

Charles R. McCreery, Tacoma
Necrology

Milton P. Graham, Aberdeen, Chairman
Roscoe E. Mosiman, Seattle

Charles F. Engels, Tacoma
1944 Place of Meeting

Homer D. Dudley, Seattle, Chairman
George H. Anderson, Spokane
Joseph E. Bittner, Jr., Yakima

Credentials

J. F. Christensen, Kelso, Chairman
Edwin W. Janes, Tacoma
O. .A. Thomle, Everett

AGENDA
HOUSE OF DELEG.ATES

First Session

SATirRDAY, SEPTEMBER 11, PARLOR A,

OLYMPIC HOTEL
Wilmot D. Read, Speaker, Presiding

3:30 p.m.

Call to order by Speaker.

Roll call.

Report of Credentials Committee.
Presentation, correction and adoption of minutes of S3rd

.Annual Meeting.
Appointment of Committees by Speaker;

Necrology Committee: (3)

Resolutions Committee: (3)

Committee on 1944 Meeting: (3)

Special Committees
Reports of Officers:

President’s Message and Report of Board of Trustees.

Report of Secretary-Treasurer.

Report of Delegates to A.M.A.: John H. O’Shea, R. L.

Zech.

Reports of Standing and Special Committees:

1. Executive Committee: R. L. Zech, Chairman.
2. Finance Committee: V. W. Spickard, Chairman.
3. Graduate Medical Education and Hospitals Commit-

tee: Homer D. Dudley, Chairman.
4. Industrial Insurance and Health Committee: H. E.

Nichols, Chairman.
5. Maternal and Child Welfare Committee: H. H. Skin-

ner, Chairman.
6. Medical Defense Committee: Homer D. Dndley, Chair-

man.
7. Medical Economics Committee: J. E. Bittner, Chair-

man.
8. Neoplastic Committee: George W. Cornett, Chair-

man.
9. Publication Committee: Herbert E. Coe, Chairman.

10. Public Health and Sanitation Committee: Donald G.
Evans, Chairman.
a. Diabetes: Lester J. Palmer, Chairman.
b. Social Hygiene: W. Ray Jones, Chairman.

11. Public Laws Committee: W. B. Penney, Chairman.
12. Public Relations Committee: George R. Marshall,

Chairman.
13. Procurement and Assignment Committee: R. L. Zech,

Chairman.
14. Resettlement Committee: Wilmot R. Read, Chairman.
15. Scientific Work Committee: R. E. Mosiman, Chair-

man.
16. Tuberculosis Committee: B. F. Francis, Chairman.
17. Woman’s Auxiliary Annual Report: Mrs. E. L. Cal-

houn.
18. Resolutions, Amendments, etc.

19. Supplementary Reports, etc.

20. Adjournment.
Note: The Committee on Resolutions and the Commit-

tee on 1944 Place of Meeting will meet in rooms an-

nounced by Speaker along with time of meeting.

ANNOUNCEMENT
CHEMICAL (GAS) WARFARE LECTURES

Medical Dental Building Auditorium
8:00 P.M., Saturday, September 11

This is a three-hour series of lectures given by fac-

ulty members of the University of Oregon Medical
School on “The Medical Aspects of Chemical (Gas)
Warfare.” Members of the House of Delegates and
Board of Trustees are urged to join the physicians of

King, Snohomish, Kitsap, Jefferson and Clallam Coun-
ties who have been invited to attend the lectures.

Second Session

SUNDAY, SEPTEMBER 12, PARLOR A, OLYMPIC HOTEL
11 :30 a.m.

Call to order by Speaker.
Roll call.

Induction of President, V. W. Spickard.
Report of Committees;

1. Resolutions Committee
2. Committee on Place of 1944 Meeting
3. Special Committees

Election of Officers:

1. President-Elect

2. Vice-President

3. Speaker, House of Delegates

4. Delegate to .A.M.A. (1) (2-year term)
5. Alternate Delegate to .A.M.A. (1) (2-year term)
S. Assistant Secretary-Treasurer (1-year term)
7. Trustees, Eastern Washington (2) (2-year term)
8. Trustees Western Washington ( 2 ) (2-year term)
9. Finance Committee (1) (3-year term)

10-Minute Recess
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BO.\RD OF TRUSTEES
Nominations by Board of Trustees to be elected by

House of Delegates:

1. Committee on Medical Defense (6) (3-year terms)

with recommendation by Board of Trustees that one
member of the six be elected Chairman of Committee
on Medical Defense, and a member of the Board of

Trustees.

2. Committee on Pubhcation (3) (1-year terms).

HOUSE OF DELEG.\TES
Report of Board of Trustees:

10. Election of Committee on Medical Defense (3-year

terms)

:

a. Committee member from FIRST District.

b. Committee member from SECOND District.

c. Committee member from THIRD District.

d. Committee member from FOURTH District.

e. Committee member from FIFTH District.

f. Committee member from SIXTH District.

11. Election of Committee on Publication (3) (1-year

terms)

.

12. Selection of City for 1944 Meeting.

13. Unfinished or New Business.

14. Adjournment.

REMEMBER GAS WARFARE LECTURES

In last month’s issue was published information concern-

ing the gas war lectures to be delivered in certain Wash-

ington cities, w'ith a schedule of the dates. The speakers are

members of the University of Oregon Medical School fac-

ulty. .\s a reminder of these important, informative ad-

dresses, the schedule of the lectures is herewith repeated.

SCHEDULE
BeUingham, Sept. 10—8:00 p.m. Herald Building As-

sembly Room. For Whatcom, Skagit, San Juan and Island

Countias.

Seattle, Sept. 11—8:00 p.m. Medical-Dental Building .Au-

ditorium. For King, Snohomish, Kitsap, Clallam and Jeffer-

son Counties.

Tacoma, Sept. 17—8:00 p.m. Medical .Arts Building .Au-

ditorium. For Pierce, Thurston and Mason Counties.

Aberdeen, Sept. 18—8:30 p.m. Morck Hotel. For Grays

Harbor, Pacific and Lewis Counties.

Yakima, Sept. 24—8:00 p.m. (Place to be designated).

For Yakima, Klickitat, Chelan, Kittias, Franklin, Benton

and Walla Walla Counties.

Spokane, Sept. 2S—8:00 p.m. Medical-Dental Building

.Auditorium. For Spokane, Pend Oreille, Stevens, Ferry,

Lincoln, Okanogan and Whitman Counties.

The three University of Oregon Medical School faculty

members, who will give the lectures, recently attended a

three-day session on the subject in San Francisco. They

have condensed the material into three hours on the fol-

lowing subjects:

1. General and Chemical .Aspects of Gas Warfare.

2. Symptoms, Physiology, Patholog>' and Treathent of

Lacrimators, Sternutators, Systematic Poisons and Lung Ir-

ritants.

3. Symptoms, Physiology, Pathology and Treatment of

Vesicants.

4. First .Aid, Self .Aid and Cleansing Stations

The three faculty members scheduled to give the lectures

are Edward S. West, Ph.D., Department of Biochemistry;

Charles P. Wilson, M.D., Department of Medicine, and

Charles E. Gurney, M.D., Department of Surgery.

Major .Arthur E. Lewis, USPHS, State Medical Director,

Office of Civilian Defense, will accompany the lectures and

act as chairman of the meetings.

MEDICAL NOTES

New .Army Hospital. The New Richmond Hotel of

Seattle, which has existed for a long period, has been con-

verted into a military hospital to be known as Seattle .Area

Station Hospital. It is located near the railroad stations and

is easily accessible to all means of transportation. It was

taken over by the army in March and since then has been

converted into a military hospital with all the usual equip-

ment and installations for an up-to-date general hospital.

•As a hotel this nine-storey building accommodated 359

guests; hospital provisions have been made for 600 patients.

Commanding officer of the new hospital, Lt. Col. H. T.

Gentle, says the hospital will serve merely as a clearing

house for wounded soldiers from Alaska and other battle

fronts.

Hospital Merger Proposed. In order to accommodate

tuberculosis patients more efficiently, it has been proposed

that the Seattle Firland Hospital for tuberculosis and the

County Tuberculosis Hospital be consolidated into one

institution. A committee representing tuberculosis organiza-

tions has been proposed to consider this problem. It has

been asserted that additional provisions for Firland Hos-

pital, together with rearrangement of its present facilities,

might care for both county and city patients.

Hospital Addition .Anticipated. In order to enlarge

King County Hospital, Seattle, for which a government

grant was withdrawn following failure of favorable vote

at last fall’s election of approval for county appropriation

of $200,000, the county commissioners propose again to

submit to the voters a measure of approval for the same

sum of money. It is hoped that the proposed addition

may be of permanent construction.

Hospital Closed. South Bend General Hospital, one of

the oldest in that section of the state, has been closed, due

to the inability of obtaining graduate nurses. It has been

reported that the hospital building may be purchased and

continued under different management.

New Hospital Chief. Claire W. Twinam has been ap-

pointed medical director of King County Morningside

Tuberculosis Hospital. He has been acting superintendent of

Lakeville State Sanitorium at Middleboro, Mass. He suc-

ceeds Philip H. Narodick, who retired last fall to enter

army service.

Consolidation of Nursing Services Proposed. In order

to obtain more efficient nursing services in Seattle the act-

ing commissioner of health has proposed that all of the

specialized nursing services of the city health department

be combined with that of the Visiting Nurse Service into

a coordinated group that will prevent overlapping of nurs-

ing service and accomplish more satisfactory results. It is

believed a merger of this sort can be arranged without

difficulty.

Temporary Nursing .Alterations. Miss Harriet Smith,

who has been superintendent of nurses at King County

Hospital during the eleven years of its existence, has

been granted a six months leave of absence. She has been

appointed to The Nurses Division of Procurement and

.Assignment Service with headquarters at Washington, D.C.

During her absence the superintendency will be conducted

by Mrs. Charlotte Dowler who has been superintendent of

nurses at St. Lukes Hospital at Spokane.
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New Army Hospital to be Constructed. Recently a

contract has been awarded by U. S. army engineers for

construction of a hospital to cost between $1,000,000 and

$3,000,000 which will be located at Fort Lewis, of which

more details will be known later.

Navy Hospital For Convalescents. The Naval hospi-

tal at Sun Valley is established as a convalescent institu-

tion for the use of officers and men who will be benefited

by altitude and solitude for their recovery. All must be

able to walk for meals, recreation and treatment.

Chinese Army Lieutenant. When a Chinese is inducted

into the army medical corps it is worthy of note. Henry S.

Luke, a Chinese physician of Seattle has been appointed

first lieutenant in the army medical corps. He will be sta-

tioned at Torney General Hospital at Palm Springs, Calif.

He is a graduate of Franklin High School, University of

Washington and Northwestern University Medical School,

and served as intern at Providence Hospital.

Health Officer Reappointed. N. E. Magnussen of Ta-

coma, who has been the county health officer for several

years, has been reappointed for another two-year period.

Walter C. Hart, who has recently served as intern at

Deaconess Hospital in Spokane, has located at Fairfield

which has been without a doctor for the past six months.

Health Officer For Two Counties. Jack Eason, for-

merly a Florida public health officer, has been appointed

in that capacity for Thurston and Mason counties. He
replaces S. P. Lehman who resigned to become health

officer for Clark County. Dr. Eason had eight years pub-

lic health experience after graduating from Jefferson Med-

ical College, Philadelphia.

George W. Bohl, graduate of the University of Minne-

sota Medical School, who. has practiced for thirteen years in

Minnesota, and Stephan J. Wood, graduate of Creighton

University, who has recently interned at Providence Hos-

pital, Seattle, have located in Kirkland, where they will be

associated in practice with Drs. Sherwood and Taylor.

Robert L. Barton, formerly of Rochester, Minnesota, is

now associated with Richard J. Bailey of Spokane in the

practice of dermatology and syphilology. He is a graduate

of the University of Michigan, where he remained for three

years as instructor in the department of dermatology. Since

January 1942 he has been consultant in dermatology and

syphlology at the Mayo Clinic.

John Garcia, graduate of Tulane University Medical

School, has located in Puyallup to take the practice of Carl

Scheyer, who has gone into service with the U. S. Navy.

OBITUARIES

Dr. Edgar F. Dodds of Tacoma died July 23, age 71,

from pernicious anemia and Hodgkin’s disease. He was born

in Doddsville, 111., in 1872, the town being named for his

grandfather. He received the degree of B.S. at Western

Normal College and his medical degree from Northwestern

University Medical School in 1897. For two years he prac-

ticed with the Colorado Fuel and Iron Company in Colo-

rado and New Mexico. After spending some time in post-

graduate work he located for practice at Deer Lodge, Mont.

In 1903 he studied in clinics and hospitals in Vienna, Berlin

and London; then he located in Missoula, Mont., where he

practiced for thirteen years. During World War I he served

in France with base hospitals Nos. 18 and 68. At the end of

the war he located in Tacoma, where he became well known

as one of the leading physicians of that city. He was active

in many medical organizations as well as civic interests.

Dr. Arnold L. Brandt of Pacific Beach died at Barnes

Hospital, St. Louis, July 8, age 76. He obtained his medical

degree from Washington University School of Medicine, St.

Louis, in 1902. Some years ago he practiced in Seattle but

in recent years had been located at Pacific Beach.

Dr. Willis H. Corson of Seattle died August 19, age 64

years, from carcinoma of the larynx. After graduating from
the University of Washington, where he was a well known
athlete, he received his medical degree from Stanford Uni-

versity Medical School in 1905. Soon afterwards he began

practice in Seattle, where he continued until his final sick-

ness. He was a veteran of World War I, serving nearly two

years in the United States Army Ambulance Corps with

Italian troops. He was awarded the Italian Cross of War.

He was coroner of King County from 1921 to 1927. For a

number of years he was superintendent of the King County

Hospital at Georgetown, and continued in that service dur-

ing the erection of the new county Harborview Hospital

and for a following period.

Dr. John Wotherspoon of Seattle died July 6, age 79.

He was born in Cumbernauld, Scotland, in 1864. He ob-

tained his medical education at the University of Glasgow

Medical Faculty, graduating in 1889, and located in Seattle

in 1890. He was one of the oldest practitioners in this city

and one of the early members of King County Medical

Society. His practice and acquaintance were extensive.

Dr. Robert O. Ball of Tacoma died June 18, aged 68.

He was born at Freedonia, Pa., in 1875 and came to Wash-
ington in 1894. He obtained his medical degree from the

University of Oregon in 1903 and settled for practice in

Tacoma in 1913 where he practiced until recently.

EVEN IF LEGAL, ADDITION OF VITAMINS TO
WHISKY WOULD BE UNDESIRABLE

“Even if it should become legal to add vitamins to alco-

holic beverages, physiologic considerations would incline to

make such formulas undesirable,” The Journal of the

American Medical Association says in reference to the
stability of vitamins in whisky. “Present government regu-
lations make it illegal to add vitamins to alcoholic bev-
erages. Nevertheless, the fact that many of the diseases

associated with chronic alcoholism are due primarily to de-

ficiencies in the vitamin intake of the excessive drinker make
information on the stability of vitamins in whisky of more
than academic interest. A. F. Novak and S. L. Adams
investigated this question by fortifying a standard brand
of 86.8-proof whisky with riboflavin, thiamine and nicotinic

acid. Part of the whisky was exposed to daylight in clear

bottles and part in amber bottles, and a control portion

was stored in the dark. The result of the assays showed
that riboflavin is unstable in whisky, since a reduction of

50 per cent of the amount added occurred in both paper-

wrapped and amber bottles at the end of the two month
period. At the end of six months assays indicated that loss

of thiamine or nicotinic acid had not occurred and that

these members of the vitamin B complex appear to be

stable in whisky.”

IMPLANTING SULFONAMIDE POWDER IN CLEAN
OPERATIVE WOUNDS

In view of the favorable results obtained in more than

600 consecutive cases which he reports in The Journal of

the American Medical Association, J. Albert Key, M.D.,
St. Louis, says that, “I believe that the practice of implant-

ing sulfonamide powder in clean operative wounds should

become routine in all civilian and military hospitals. This

is especially true at this time when, owing to the emergency
resulting from the war, so much surgery must be done
under abnormal conditions and the incidence of operative

infection may be expected to be unusually high.”
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IDAHO STATE

MEDICAL ASSOCIATION

FIFTY-FIRST ANNUAL MEETING

BOISE. AUGUST 30-31, 1943

IDAHO PHYSICIANS IN ARMED FORCES
The following list includes all Idaho physicians serving in

all branches of the armed forces so far as known at this

time. Their present locations are not listed since they have

not been ascertained. In a later issue more information will

be published concerning those whose names are not here

included.

Abbott, William R.,

Idaho Falls

Affleck, Dean W., Twin Falls

Alban, Harry, Kimberly
Anderson, V. H., Buhl
Budge, Bruce C., Boise

Baldeck, Eugene J., Lewiston
Baldeck, Joseph E., Lewiston
Balding, Grant, Boise

Barnes, John F., Mt. Home
Battles, N. H., Idaho Falls

Baughman, Howard E.,

Council
Bauman, James H., Lewiston
Beck, Norman R., Blackfoot

Beck, Wilford, W., Jr.,

Blackfoot
Besecker, Lester D., Arco
Beymer, Charles B.,

Twin Falls

Bischoff, George H., Boise

Bovenmyer, Sari S., Pocatello

Brother, William W.,
Pocatello

Bock, Gustavus D., Boise

Bullock, W. K., Emmett
Callard, Charles B., Boise

Carssow, John E., Lewiston
Chaloupka, H. M., Boise

Coats, Robert M., Weiser
Cole, Frank L., Montpelier
Cromwell, James O.,

Blackfoot

Creed, James W., Filer

Culley, J. H., Idaho Falls

Cutler, Marvin, Preston

Daines, H. B., Boise

Davis, John W., Glenns Ferry

Davies, D. H., Boise

Derrig, Raymond E., Pocatello

Dinsmore, James F., Nezperce
Doust, Horace T., Eastport

Douglas, Wallace S., Lewiston
Durrose, Frederick W.,
Bonners Ferry

Duncan, David G., Council

Eisenberg, Ben C., Pocatello

Ellsworth, Preston B.,

Idaho Falls

Engelcke, Raymond H., Boise

Farney, Richard, Boise

Foley, James V., Pocatello

Gavin, Clamor H., Wendell
Goodwin, Ralph A., Emmett
Greenwell, Albert, Idaho Falls

Groom, C. E. Pocatello

Guyett, Harvey E.,

Idaho Falls

Gudmundsen, May B., Boise

Hancher, William H., Weiser
Handford, William Bancroft,

Caldwell

Hatch, Harvey Allen,

Idaho Falls

Hatch, John S., Idaho Falls

Haury, Paul G., Lewiston

Hawkins, Orlando J., McCall Privet, Lowell B., Boise

Hedemark, Norman G., Boise Randall, Reginald C., Kellogg

Henson, Rex T., Rawlinson, Ronald P.,

Coeur d’Alene Emmett
Hollingsworth, James, Boise Rees, E. T., Twin Falls

Holstein, Theodore, Boise Ross, Warren B., Jr., Nampa
Howard, Forrest H., Shoshone Benjamin G.,
Hunter, Louis B., Wallace County
Jacobs, William R., Lewiston

y^g^d a., Wendell
Jennseon, E. C., Rupert

Jones, Everett, Boise ’

Jones, Ralph Russell, Boise ^
® „ •,•’ - - - Schow, Floyd Wayne, Hailey

Kaar, Richard C., Burley

Kackley, Evan M.,
Soda Springs

Kern, John Campbell,
Lewiston

Krotcher, Lester C.,

Twin Falls

Loehr, Doyle M., Moscow
Mack, Quentin W., Boise

Mangum, John R., Nampa
Marsh, Francis A., Culdesac
McBrainey, E. W., Buhl

Schwartz, Herbert J., Challis

Scott, R. T., Lewiston

Simpson, Samuel D., Caldwell

Skow, George D., Rupert

Smith, Robert, Boise

Spellman, Charles E., Salmon
Springer, Warren D., Boise

Steele, John G., Ada County
Stone, Harold W., Boise

Stowe, Harwood L.,

Twin Falls

McKean, Robert Scott, Boise Stromberg, M., Salmon City
McLaughlin, Hugh J.,

Caldwell (Deceased)
McQueen, Max Boyd,
Lewiston

McRoberts, Donald D.,

Lewiston
Mellor, Wendell J.,

Idaho Falls

Stump, Robert B., Twin Falls

Talbot, Robert E., Wilder
Tall, Asael, Rigby
Terhune, Charles A., Burley
Towner, Alonzo A., Jr.,

Nezperce
Van Doren, Robert W.,
Coeur d’Alene

Minas, Frank A., Ada County Wasserman, Sidney, Boise
Moritz, John, Sun Valley Wendle, Cornelius C.,

Myers, Isadore, Boise Sandpoint
Newton, Abram M., Pocatello West, L. F., Boise
Oldham, Gordon, Twin Falls White, R. L., New Plymouth
Patton, Halford E., St. Maries Winsberg, James W., Boise
Peterson, W. A., Boise Worlton, John E., Idaho Falls
Pierce, Wallace H., Zeschin, Oscar L.,

Cottonwood American Falls

BOOK REVIEWS
Rehabilitation of the War Injured. A Symposium

Edited by William Brown Doherty, M.D. and Dagobert D.

Runes, Ph.D. 684 pp. $10. Philosophical Library, New York,
1943.

Excellent works dealing with treatment of war casualties

are now appearing, the multiformity of pathologic states

demanding a variety of reference works by those who deal

with these conditions. It is to supply such a need that this

volume has been produced as a symposium on the rehabili-

tation of the war injured. More than fifty authors in as

many fields have covered the ground in articles ranging

from two to forty-two pages in length.

A few of the titles are: The Sequelae of War Head Injur-

ies, D. Denny-Brown; Practical Uses of the Tubed Pedicle

Flap, Sir Harold Gillies; Failures in Rhinoplastic Surgery,

Joseph Safian; Jaw Reconstruction, V. H. Kazanjian; Nurs-

ing in Plastic Surgery and Maxillo-Facial Injuries, Sir Har-

old Gillies; Some Aspects of the Problem of Amputation

Stumps in Relation to Limb Fitting, R. Langdale Kelham;

Rehabilitation in the Royal Air Force, R. Watson-Jones;

Massage, Movements and Exercises in the Treatment of

Nerve Suture and Repair, James Mennell; Occupational

Therapy for the Wounded, G. R. Girdlestone; Industrial

Participation in the Rehabilitation of the War Wounded,

Rutherford T. Johnstone; Rehabilitation by Modern Meth-

ods of Exercise, Nellie I. Lanckenau; Immersion-Foot Syn-

drome Following Exposure to Cold and Painful Swollen

Feet Secondary to Prolonged Dehydration and Malnutrition,

Commander James C. White.

Based as it is on the most recent war experiences and

covering so widely a field which will be demanding more

and more of our attention this book is to be most highly

commended. R. D. Forbes

These Mysterious Rays. .A. Nontechnical Discussion of

the Uses of X-Rays and Radium, Chiefly in Medicine. By
Alan L. Hart, M.D., M.Sc. (Med.). 218 pp, $2.75. Harper

& Brothers, New York and London, 1943.

The desire to solve mysteries is inherent in the human

{Continued on Page 274)
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EDITORIALS

PRACTICE OF MEDICINE BY HOSPITALS
During recent years hospitals have gradually

entered into practice of medicine, particularly

through the fields of radiology, pathology and an-

esthesiology. Physicians are almost unanimously

opposed to this practice which is particularly a

function of the medical profession. Opposition to

it has become nationwide. At the 1943 session of

the American Medical Association the House of

Delegates approved the following resolution:

“It is high time that the subject be taken seriously, not

just for the duration of the meeting of the House but for

the other 360 days of the year.

“Your Reference Committee, therefore, recommends:

“That the House emphatically reiterate that it disapproves

the injecting of a third party into the personal relationship

of the patient and the physician, and that hospitals should

not be permitted to practice medicine.

“That the practice of radiology, pathology and anesthesi-

ology is the practice of medicine just as much as is the

practice of surgery or internal medicine, and that it is only

a short step from including the first three in a medical

service plan to including the whole field of medicine in

such a plan.

“The medical profession must watch with care all pro-

posed plans for medical service and endeavor to prevent the

acceptance of any plan which includes medical service under

the control of the hospital.

“The effectiveness of this program can be attained only

if state and county medical societies use their influence on
hospitals in their respective localities, and exercise control

over the local members of the medical profession.

“The public must be educated on what it will mean to

them in the way of inferior medical care if these dangerous

trends are not curbed.

“In the relationships of the medical staff and the board
of directors of a hospital there should be no intermediary.

The staff should have direct access to the board.

“The board of trustees should continue their conferences

with national hospital associations and should also endeavor
to enlist the support of special medical organizations in

education both of the profession and the public.”

A conspicuous example of this form of treating

the sick is exhibited by the Blue Cross. This or-

ganization, established and developed by laymen,

exists for the purpose of extending hospital serv-

ices to the general public. The popularity of this

procedure is abundantly proven by the patronage

which it has received. Under the skillful promo-

tion of its lay leaders it has grown to magnificent

proportions. Its present membership is said to
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number 11,750,000 people, the greatest number

being found in the Eastern states, with 500,000

in the Far Western states. Financial returns from

this venture have mounted to enormous figures.

It is stated that the revenue for 1942 was $64,-

126,730, an influential sum of money.

In the states where the Medical Service Bureau

system has been established for the care of low

wage earners by premonthly payments, the Blue

Cross has encountered competition. The bureau

system extends to its subscribers medical care to-

gether with hospital services. If any profit accrues,

it reverts to the benefit of subscribers. This bureau

system has become well established, having been

operated, for example, in the State of Washington

during the past twenty-five years to the satisfac-

tion of participating physicians and subscribers.

In some states the Blue Cross has proposed to the

bureaus to take over the hospital feature, and in

some instances such an agreement has been con-

ducted for a short time, which has proven unsat-

isfactory to the medical bureau administration.

The difference between these two systems is that

everything pertaining to the administration and

operation of medical service bureaus is under the

direct and exclusive control and direction of phy-

sicians. On the other hand, the Blue Cross, estab-

lished for the purpose of extending hospital service

to its subscribers, is exercising its best efforts to

attach to this the practice of medicine through

the hospital on the part of physicians who are

willing to be subservient to lay supervision. ^\Tieth-

er medical practice shall be conducted in any com-

munity under Blue Cross and hospitals depends en-

tirely on the attitude of local physicians. If they

approve and endorse this system of practice, they

are entitled to maintain it. The moral of this ex-

position is that the practice of medicine is strictly

a function of physicians, entirely distinct from the

direction or supervision of laymen.

ACCIDENT-PRONE INDIVIDUALS
Many physicians have observed during the course

of extended practice that certain persons are spe-

cially prone to sustain accidents of greater or less

extent. Very commonly these consist of fractures

which seem to occur with distressing frequency to

some individuals. It appears that it may be pos-

sible to recognize these accident-prone persons and

classify them for future identification. In the Octo-

ber 2 issue of The Journal of the A. M. A., this

subject is dealt with as follows:

The toll from accidents in 1942 was 93,000 killed and

9,200,000 injured. According to the National Safety Coun-

cil! two out of three industrial accidents, and many of the

nonindustrial ones, have personal as well as mechanical

causes. The importance of identifying accident-prone per-

sons preferably before the occurrence of the accident is

hence obvious. Dunbar^ discusses a series of tests based on
educational and vocational histories, family relations and
information from personal observations, especially with re-

gard to interests and addictions, attitude toward authority

and impulsive behavior, by means of which it is believed

that accident-prone persons can be identified with reason-

able accuracy. The major sphere of difficulty of the acci-

dent-prone person appears to lie in the frequency of con-

flict with authority and the means by which such conflict

is resolved. The tendency toward impulsive behavior, on
which evidence may be gathered both from past history

and from observation of actual behavior under stress, is

also of importance, Dunbar says. If the validity of the

proposed methods of selecting accident-prone persons can
be confirmed—much may be learned concerning the possi-
bilities for reeducation and the selection of persons for e.x-

clusion from certain occupations.

1. Accident Facts, 1943 Edition, National Safety Coun-
cil, Inc., Chicago.

2. Dunbar, Flanders: Medical Aspects of Accidents and
Mistakes in the Industrial Army and in the Armed Forces.
War. Med., 4:161, Aug., 1943.

GLOBAL MALARIA
History is replete with accounts of armies deci-

mated and defeated by epidemic diseases, among
which typhoid and typhus fever have played lead-

ing roles. As recently as the Spanish-American war

morbidity and mortality from diseases, especially

typhoid fever, far exceeded casualties from the war

itself. During recent years the accomplishments of

prophylaxis have almost eliminated or greatly re-

lieved the menace of these two diseases.

At the present time medical authorities in the

Army, Navy and Public Health Service agree that

the most widely existing world disease is malaria,

far surpassing in the number of its victims any oth-

er known form of epidemic. While it is true that

this disease is found to prevail to the greatest extent

in the tropics, the delusion that it rarely appears in

temperate zones is thoroughly disproven. This is

unique among diseases for lack of communicability

from one victim to another, its transmission neces-

sitating a third factor, the mosquito.

It is generally anticipated that termination of the

World War will bring to our country great numbers

of returning soldiers afflicted with different forms

of malaria. Therefore, every physician with proper

foresight should familiarize himself as much as

possible with facts concerning this ubiquitous ail-

ment. In this issue appears a paper by Faust who

has had an extensive experience with malarial

diseases and presents in a fascinating manner the

facts concerning them, with which many readers

are unfamiliar. Also a paper by Jeffries describes

the existence of malaria in the Willamette Valley, a

revelation which is doubtless surprising to many.
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It is believed that mosquitoes, vectors for different

phases of malaria, may be found where the disease

has not hitherto prevailed. The presence of victims

of the disease, however, will provide the missing

link for its dissemination, if the suitable mosquito

comes in contact with the infected patient. The

opinion may be held that the patient has been cured

of the malarial infection, when in reality this is an

erroneous conclusion. It has been demonstrated

that it may be simply lying dormant, and may again

become active with the possibility of further distri-

bution. These and many other facts emphasize the

necessity that all practitioners must be on guard to

detect the presence of this all-prevailing ailment.

HELP MAINTAIN MORALE
It is inevitable that service men, separated from

their families and business associations in our own

land and especially when located in service abroad,

will suffer distressingly from nostalgia and perhaps

some consequent display of mental distress. This

condition can be relieved somewhat, if these absent

members can from time to time receive information

concerning what is going on at home, including

items of personal interest to themselves and home

friends. Provision for such assistance has been ob-

tained by some of our medical societies through

publications distributed to absent members contain-

ing items of interest for which they are longing.

For example, the Service Bulletin of Oregon State

Medical Society, which has been published monthly

of late, is intended to meet this emergency for pub-

licity. It is filled with information concerning the

activities of Oregon physicians at home and abroad,

giving absent members some idea of events at home

and elsewhere. A similar publication is the bi-

weekly King County Medical Society Bidletin

which has been published in Seattle for a number

of years. Special attention is paid to personal items

and interesting gossip as to what is going on among

doctors and other activities. The usefulness of these

publications is testified by the receipt of grateful

letters from absent members in many parts of the

world. Some have stated that reecipt of such news

is about the only source of information obtainable

concerning their home associates and their interests.

This is an opportunity to help maintain the morale

of our absent friends which is well worth consider-

ation and execution by many medical societies.

WARTIME NURSING IS DIFFERENT
It is utterly impossible to provide the necessary volume

of wartime nursing on a peacetime basis. Places where
nursing is going on as usual must share with others. Indi-

vidual nurses who have not made adjustments to wartime
needs for their service should understand the necessity for

their participation.

Wartime nursing is different. That inescapable fact must
be generally accepted by nurses, physicians and hospital ad-
ministrators. Energy and motion now spent in resistance

to change must be released for the attack on war-created
needs. The principles of good nursing have not changed,
but nurses are learning to concentrate on the essentials. In
the analysis and administration of nursing service radical

changes are being made. Tremendously valuable assistance

in caring for patients is being secured from the Red Cross
nurse’s aides and other volunteers as well as from paid
auxiliary workers.

A critical shortage of nurses exists. Here are the facts:

Over 36,000 nurses are now with the armed forces and the
Red Cross has accepted responsibility for the recruitment
of an equal number by June 30, 1944. Our men are re-

ceiving skilled medical care of a high order as shown by
the high percentage of recovery from injury. Skilled nurs-
ing is an important factor in such care. Then, too, the very
presence of nurses near the bases of military operations has
repeatedly been described as a potent force in maintaining
morale.

Here is the program of the new Nursing Division of the
Procurement and Assignment Service. The Red Cross re-

cruitment committees are pledged to recruit 36,000 nurses
this year. The new division will (1) determine the avail-

ability for military service or essentiality for civilian serv-
ice of all nurses eligible for military service and submit
such determinations to the .American Red Cross for use in

procurement of nurses for the Armed Forces; (2) promote
plans for maximum utilization of full-time nurses and those
who are able to serve only part time; (2) develop and
maintain a roster of all graduate registered nurses, and (4)
develop and encourage sound methods of supplementing

the work of nurses with nonprofessional personnel.

Through the War Manpower Commission, nursing will not
only have the benefit of the experience of medicine in the

procurement and assignment of physicians, but means will

be found to interpret wartime nursing to physicians and
their cooperation secured in effecting desirable wartime
adjustments (War Manpower Commission, Washington,
D. C.).

THE AMERICAN FOUNDATION FOR TROPICAL
MEDICINE, INC.

For the six month period ending June 30, 1943, twelve
grants amounting to $43,680 were made by the American
Foundation for Tropical Medicine, Inc. to eleven North
.American medical schools, a scientific journal and the .Army
Medical Museum, it was reported by Dr. Jean A. Curran,
executive director, at a meeting of the Executive Commit-
tee of the Board of Trustees in New York City on July 23.

These grants, made possible by contributions and pledges

for the current year of $66,600 by twenty-one American
corporations, are being used to strengthen teaching and re-

esarch programs in tropical medicine and parasitology at

the various schools. The approved projects were selected

by the medical committee among a number of applications.

Medical schools to receive grants during the period from
•April 1 to June 30 were Cornell University Medical Col-
lege, Duke University School of Medicine, University of

Pennsylvania School of Medicine and Stanford University
Medical School. The Journal of Parasitology was also

aided. Schools of medicine to which grants were made
available during the first quarter of 1943 were New York
University College of Medicine, Tufts College Medical
School, Tulane University School of Medicine, University
of Manitoba Faculty of Medicine, University of Nebraska
College of Medicine and Yale University School of Medi-
cine.

This program, adopted at the annual meeting of mem-
bers in January, calls for the collection and disbursement
of $100,000 among medical schools and scientific journals
and for special projects which fall within the scope of the

Foundation’s activities.
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ORIGINAL ARTICLES
IMALARIA*

Ernest Carroll Faust, Ph.D.

PROFESSOR OF PARASITOLOGY
THE TULANE UNIVERSITY OF LOUISIANA

NEW ORLEANS, LA.

INTRODUCTION

The subject of malaria seems far away from a

beautiful city like Portland, but it is the number

one disease which has presented itself in all of

our tropical theaters of military activity. It has

been said by one of our eminent authorities on

malaria that we are going to beat the Japs, but it

is conceivable that malaria may get there first. In

other words, malaria may win the Pacific War. This

is the serious problem which we have to confront.

ETIOLOGY

W'hat is malaria? Malaria is an infectious disease

transmitted to susceptible warm-blooded animals

by certain species of mosquitoes, and is character-

ized by more or less rhythmic episodes of chills and

fever, with remissions. Almost invariably after

malaria has assumed clinical proportions, a pro-

nounced anemia is established.

Malaria is produced by certain protozoan orga-

nisms belonging to the genus Plasmodium. There-

fore, it is redundant to speak of a malaria plasmo-

dium, because when we say “plasmodium,” we

mean the organism producing malaria. But malaria

is not peculiar to human beings. There are a few

species of malaria parasites which are found in liz-

ards, several species which are found in birds, and

many species in mammals, including four which

are peculiar to man. Insofar as we know, no other

mammals, birds or any other animal except certain

mosquitoes harbor these four species of malaria

parasites which cause disease in man.

The three most common species parasitizing man
are, respectively: (1) Plasmodium vivax, producing

vivax malaria or so-called benign tertian malaria,

which is characterized by a repetition of the chills

and fever t3qiically every forty-eight hours, (2)

Plasmodium malariae, the so-called quartan type,

which is characterized by a repetition of chills and

fever every seventy-two hours, and (3) Plasmodium

falciparum, producing falciparum malaria, the so-

called tropical or malignant malaria, or, as we

choose to call it in the United States and in the

Mediterranean basin, estivoautumnal malaria, be-

cause it is most prevalent in the late summer and

early fall. A fourth species, Plasmodium ovale, is

also a well recognized parasite of man, but is lim-
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ited in distribution almost exclusively to the central

east portion of Africa, essentially in the same high-

land area where the East African type of trypano-

somiasis is prevalent.

HISTORY OF MALARIA

In the old Chinese medical annals there was evi-

dence that the Chinese people recognized malaria

and distinguished the three common types, tertian,

quartan and malignant. In ancient Greece this same

clinical distinction was made. And yet, coming

down through the centuries, in spite of the fact that

malaria took its heavy toll year by year and cen-

tury by century, the individual who first observed

malaria parasites in human blood was Alphonse

Laveran (1880).

Laveran was a young French medical officer

working in Algeria, and had numbers of soldiers

who suffered from this infection. He had available

only microscopes with low and high dry lens mag-

nifications. He had no satisfactory stains. He ob-

served the living parasites in wet blood films under

his high dry lenses. Great honor is due to Laveran

for first observing and describing the malaria para-

sites. This work was rather slowly confirmed, fol-

lowing the discovery in 1880, but by the end of the

nineteenth century a great deal of progress had

been made.

Ronald Ross was the next important contributor

to our knowledge of malaria. He was a young medi-

cal officer in the Indian Medical Service and at first,

in the early 1890’s, was in a heavy malarious area,

but when he had gotten experiments under way in

order to determine whether mosquitoes were or were

not the transmitters of malaria from man to man,

he was moved to an essentially nonmalarious area.

However, month by month, he was inspired by let-

ters from the great Patrick Manson, who suggested

to him that he study bird malaria. And so, spurred

on by Manson, Ross studied bird malaria and dis-

covered the part which mosquitoes play in the life

cycle. He found that this infection was transmitted

by Culex, the ordinary house mosquito, and pub-

lished his findings in 1895-1897, demonstrating

that the life cycle involved this mosquito.

Meanwhile, in Italy, Grassi, a distinguished biol-

ogist, beginning his work in 1889 and continuing

through the 1890’s, together with his clinical col-

leagues, discovered the life cycle of the human

malaria parasites and in Italy found that there

were three of these species, the three prevalent

types which have already been mentioned. High

praise is due to Grassi and his colleagues for con-
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firming for human malaria what Ross had originally

discovered for avian malaria.

There is one essential difference between human

and avian types of malaria, namely, that in man

the organism is transmitted by Anopheles mosqui-

toes, while in birds it is usually carried by Culex

mosquitoes.

We should not leave out of the record the great

usefulness which quinine has played throughout

the centuries in the treatment of malaria. Before

Columbus came to the Western Hemisphere, the

Incas and other highly developed Amerind peoples

used infusions of the bark of chinchona trees to

cure, or at least to alleviate, certain remittent fevers

which they had. During the sixteenth century, this

secret was carried back to Spain and became widely

disseminated through the ^Mediterranean area. Chin-

chona bark and its more refined product, quinine,

came to be used extensively as the important anti-

malarial drug. It has only been during the last two

decades that plasmochin and atabrine have been

synthesized and today constitute other valuable

antimalarials. Nor should we leave out of the pic-

ture the epochal work which has been done in the

Panama Canal Zone, in Italy amd elsewhere in suc-

cessful attempts to control malaria in those highly

malarious areas.

GEOGRAPHIC DISTRIBUTION OF MALARIA

Let us next look at the present geographic dis-

tribution of malaria. On any map showing malari-

ous areas, there are extensive regions of hyperen-

demicity, where malaria is highly prevalent in the

native population. They all occur in warm climates.

Moreover, it may be well to point out that all of

our theaters of military operations in the tropics

lie in such places of high endemicity: the Solomon

Islands, New Britain, New Guinea, Northern Aus-

tralia, and up through the Southwest Pacific to the

Philippines and Central China; all this is hyper-

endemic malarious territory. Furthermore, all of

the northern part of South America, most of Cen-

tral America and the southern part of Mexico are

similarly malarious; the central and northern parts

of Africa, the Persian Gulf area and India, and

particularly east of India leading up to the Burma
Road.

In addition to the hyperendemic areas, there are

more extensive areas of milder endemicity. For ex-

ample, in the Western Hemisphere malaria is en-

demic throughout the greater part of northern Mex-
ico except in the highlands; in the United States

from central Texas through eastern Oklahoma and

Missouri to the southern part of the Great Lakes

area and even into central New York state;

throughout the southeastern states, and in a few

places on the Pacific Coast. However, the only

areas in the United States where today there is

any degree of high endemicity are the following:

( 1 ) a triangular area from Charleston, South Caro-

lina, extending in a southwesterly direction down

to central Florida, (2) the so-called “delta area”

of the Mississippi from Cairo, Illinois, down to

Natchez, Mississippi, and (3) a small area at the

mouth of the Rio Grande. But malarious areas in

the United States, both in size and intensity of the

infection, compare very favorably with the much

denser malarious areas to which I have already

referred.

EPIDEMIOLOGY OF MALARIA

In these malarious areas, whether they are mild-

ly endemic or hyperendemic, there is always the

possibility of epidemics. These may break out in

a native population, if certain physiographic or

climatic factors are changed. But more likely they

occur when a new population is exposed to malaria,

and such is the case with our own men who are in

the fighting fronts in the tropical theaters of

military operations. They are essentially all non-

immune and they are continually exposed to the

bites of infected mosquitoes which contract malaria

from native populations saturated with the infec-

tion.

Let us next consider the way in which infection

is acquired. Long delicate thread-like objects, the

sporozoites, are the stage found in the salivary

glands of the infected mosquitoes during the in-

fective stage. When madam mosquito prepares to

take a blood meal, introducing her proboscis into

the skin, she injects a few droplets of saliva con-

taining the parasites {sporozoite stage).

INCUBATION PERIOD

According to the idea of Schuadinn, proposed in

1905, the sporozoites, on introduction into the

peripheral blood vessels, immediately enter red

blood cells, round up and become the typical signet-

ring form with a rim of cytoplasm, a nuclear body

and a large central vacuole. This hypothesis has

been handed down in medical textbooks and in

medical schools for thirty odd years, but it is an

incorrect conception. All of our evidence points in

an entirely different direction, namely, that for the

first four or five days after introduction into the

human body these parasites occur outside red blood

cells. We refer to this early stage as the exoerythro-

cytic stage.

What evidence do we have that such a stage or

such a focus of the infection exists in the human
body? First of all, if you were to try to recover
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those delicate, spindle-shaped sporozoites two or

three minutes after their introduction by a mos-

quito into the human body, even though you used

as much as five hundred cc. of blood, you would

usually not be able to find a single parasite. They

would have completely disappeared from the per-

ipheral circulation. Then, where have they gone?

Our evidence is not entirely direct insofar as human

infection is concerned, but here, just as Ronald

Ross did, malaria in birds has been used to eluci-

date the problem. Probably the same thing occurs

in man as in the bird, namely, that almost instan-

taneously after these parasites have been intro-

duced into the skin, they disappear from peripheral

circulation. If you take a bird so inoculated and

ten minutes later sacrifice it, take the pulp from

spleen, liver, lungs, lymph-nodes or brain, and use

this as an inoculum for other birds, the recipient

birds will become infected, indicating that the

parasites had actually become located in the vis-

ceral centers almost immediately after they had

been introduced into the susceptible host.

Furthermore, we know from the recent work

that has been done on bird malaria that these para-

sites are found in the reticuloendothelial system and

it seems quite probable that immediately on being

introduced into the body from the mosquito, they

have been engulfed by wandering macrophages, and

have been carried to the centers of reticuloendothe-

lial activity. Instead of being killed in these cells

they have developed and multiplied during the early

stages of the infection. They multiply by segmen-

tation, technically known as schizogony. Apparent-

ly, in the case of tertian malaria, there are usually

at least two such periods of asexual multiplication

covering approximately four days, during which

the parasites are exclusively in the reticuloendothe-

lial system. Shortly thereafter, an exodus of some

of the parasites occurs and some of them are able

to invade the cells lining the smaller blood vessels,

particularly of the viscera; then some of the asexual

daughter organisms {merozoites) invade the vis-

ceral red blood cells and establish the infection for

the first time in red blood cells approximately four

or five days after the individual has been inoculated.

The earliest stage of the parasite seen in red

blood cells is the signet-ring stage, which grows at

the expense of the hemoglobin, utilizing the “glob-

in” portion and depositing the undigestible “hem”

in its own body. Then the plasmodium segments,

setting free the asexual daughter cells, or merozo-

ites, into the blood plasma, to infect other red blood

cells and carry on the infection.

Thus, the infection is built up by this asexual

segmentation process, schizogony, until approxi-

mately fourteen days after inoculation enough red

blood cells have been infected so that with their

bursting, there is a considerable amount of toxin

set free into the blood plasma. This produces the

episode which we know as chills and fever. Repeti-

tions of these attacks of chills and fever recur for

several such cycles. Usually, if the individual has

tertian malaria and is untreated, these cycles will

recur every forty-eight hours for approximately

three months and then there will be a latent period

of about three months, followed by a relapse.

In the meantime, during that three months period

free of clinical evidence of infection, you will or-

dinarily not find any parasites in the peripheral

blood, but some are residing in the original focus

in the reticuloendothelial system which we like to

think of as a residuum of infection responsible foi

the relapse, wherever and whenever it occurs.

Moreover, after a while, sometimes even as early

as the first chills and fever, we find that some of the

parasites have entered red blood cells and have de-

veloped into another stage of the infection, the

mother sex cell or gametocyte. This stage is in-

capable of multiplication within the human body.

It develops at the expense of the red blood cell, but

unless it is picked up by the appropriate mosquito,

it soon dies. This is the stage for carrying on the

infection outside the human body.

Where do the gametocytes come from? The

chances are very great that these mother sex cells

come from the residuum of infection in the reticulo-

endothelial centers. In order to get the infection

the mosquito must pick up blood from human be-

ings that have the mother sex cells in the proper

stage of ripeness. Necessarily there must be one

female mother sex cell and one male mother sex cell

in each sampling of blood which the mosquito ob-

tains in her blood meal.

Once the gametocytes are taken up in a blood

meal by the mosquito, they are passed down
through the mosquito’s pharynx and esophagus into

the large stomach portion of the midgut, where

maturation occurs. The female gametocytes be-

come mature eggs and the male gametocytes each

produces a few spermatoza-like organisms. One of

the male cells fertilizes one of the female cells to

form the fertilized egg and this fertilized egg now

actively migrates between the cells of the stomach

wall and comes to lie as a little spherical or ovoidal

cyst {oocyst) on the outer side of the stomach

wall, bathed in the liquid nourishment of the blood

cavity. The cyst increases in size and becomes a

sporocyst, internally developing large numbers of
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sporozoites. When this sporocyst has become com-

pletely ripe, the sporozoites are set free and migrate

all through the blood cavity of the mosquito but

finally accumulate in the salivary glands, so that

when she next makes her blood meal, she will be

ready to introduce the infective stage into man in

a few droplets of saliva.

MALARIA IN THE MOSQUITO

Shall we consider for a moment the infection in

the mosquito before coming back to malaria in

man? In the mosquito, under ideal conditions, ter-

tian malaria parasites require approximately ten to

fourteen days under optimum conditions to mature

and produce the sporozoites which constitute the

infective stage for man. For the tertian parasite

these conditions are at about an average tempera-

ture of 77° F. (25° C.). In the quartan infection

the period is longer but the incubation temperature

is lower, namely about 71° F. (22° C.). In the

estivoautumnal infection the optimum temperature

is considerably higher, namely, an average of about

86° F. (30° C.). At this temperature the estivo-

autumnal parasite will mature in approximately

eight or nine days. This biologic information has a

very practical application, because the data fit in

very definitely with our knowledge of the distribu-

tion of these infections over the face of the globe,

particularly in the case of tertian and falciparum

infections. The tertian parasite will stand warm
temperatures. It will also thrive in cooler climates,

so that throughout wide bands of temperate zones

as well as in the tropics tertian infection thrives.

In Portland falciparum infection is not likely to

become established, because this requires too high

a mean temperature, but Portland’s temperature is

compatible with tertian infection. The same is true

for New York State and was in years past in the

Connecticut River Valley and in Southern Ontario.

The same holds true even today for Northern Eu-

rope, as in Northern Germany, Denmark, the

southern part of Scandinavia and extending through

Russia into Siberia, where in the summertime there

are rather extensive epidemics of tertian malaria.

Similarly, on the other side of the equator in the

temperate zone, tertian infection is quite common.

But throughout the broad tropical belt, although

there are extensive infections of tertian malaria, the

predominate form, particularly from a clinical point

of view, is the estivoautumnal parasite, because it

is especially adapted to this high temperature.

INIoisture, of course, is another very important

factor. Without moisture, the mosquito would dry

up and there would be no malaria because it is

requisite for the completion of the life cycle of the

parasite. Likewise, mosquitoes have many natural

enemies and these keep them down. Then, among

other climatic factors, deluging rains will wash out

breeding places and drying winds will dry up the

pools of water to cause the death of the mosquito

larvae.

In spite of these facts. Anopheles mosquitoes are

abundant throughout most areas in the tropics ex-

cept in the desert and it is necessary to remember

that there are frequently little pools in oases.

Under controlled conditions in the laboratory,

there are many mosquitoes which are susceptible to

infection with the parasites of human malaria, but

some prefer animal to human blood. Therefore, if

there are any animals around, human beings are

more or less protected. But hyperendemic malaria

develops in those areas where the mosquitoes are

practically one hundred per cent feeders on human

beings and where the native population is heavily

infected with malaria.

Let us examine a typical female Anopheles mos-

quito. You will note she is distinguished from the

other mosquitoes by the fact that typically her body

lies in a straight line all the way from the tip of

her proboscis to her abdomen; likewise, the pos-

terior pair of legs dangle in the air and are not in

contact with the surface on which the mosquito lies.

During the larval stage, this mosquito breeds and

feeds with its body just under the surface of the

water. It has no projecting breathing tube as Culex

or Aedes has. It must lie like this in order to get air

from above the water level and it feeds in this

surface-film, turning its head around one hundred

eighty degrees in order that the oral side of its head

may be in a position to feed in the surface-film.

PATHOGENESIS OF MALARIA

Let US next consider the effects produced in man
when these malaria parasites have increased in

numbers sufficiently to produce chills and fevers,

the first clinical evidence of the infection. Obvious-

ly, there has been rather slowly built up during a

previous period of several days an amount of toxic

material which has been discharged into the blood

stream as the parasites increased in numbers and

broke out of the red blood cells. Furthermore, the

broken down by-products of the erythrocytes which

have been destroyed, as well as considerable accu-

mulations of hematin, are passing through the blood

stream.

If hourly temperatures of exposed individuals are

taken, beginning about the sixth or seventh day or

certainly on the eighth day after exposure, you

would find a slight elevation of temperature which

would continue for several days until the first par-
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oxysm of chills and fever occurs. Thus, the first

chills and fever are actually not the first evidence

that we would have. If we knew that the individual

had been exposed a certain number of days pre-

viously, we could actually know that the patient

was in a prodromal stage of illness. The chill is

merely an apparent thing, because if we took rectal

temperatures at the time of the chill, we would find

that there was an elevation of temperature. But

due to the contraction of peripheral blood vessels,

temporarily there is a chilly sensation. Then, when

dilation of these vessels occurs, the individual feels

as if he were burning up. After a few hours, defer-

vescence comes on with excessive sweating.

Except for feeling exhausted the patient will now

be in a rather comfortable state. But within thirty-

six to forty hours in tertian malaria there is a repe-

tition of the same paroxysm, and this will be re-

peated more or less regularly every forty-eight

hours. The condition is similar in quartan malaria,

except that the cycle is seventy-two hours and the

number of asexual daughter units produced each

seventy-two hours is fewer than in each forty-eight

hour period in the tertian infection. As a result,

quartan infection builds up much more slowly.

One thing that we must reckon with in estivo-

autumnal malaria is that the peripheral blood pic-

ture is no true index of what is going on in the

body. This is the reason why estivoautumnal ma-

laria is such a dangerous, insidious infection. We do

not find all of the stages in the peripheral blood or

even an average sample of them. The early ring

stages are the only asexual form seen in the blood

film of the average patient. There are also the so-

called “crescents,” the ripe gametocytes of estivo-

autumnal malaria. We find neither the more mature

trophozoites, schizonts nor unripe gametocytes.

Where are the intermediate stages which are ab-

sent from the peripheral circulation? They are

typically in visceral blood. For example, if we were

to take blood from the liver, spleen or bone marrow,

or the placenta following delivery of a child of an

infected mother, we would find these parasites in

large numbers. As a matter of fact, if in estivo-

autumnal malaria we observe all of the segmenting

stages in the peripheral blood, the prognosis is

usually poor.

If malaria parasites kept on multiplying as rap-

idly for the next five to ten cycles after the first

paroxysm as they had preceding that paroxysm,

they would occur in numbers absolutely incom-

patible with the number of red blood cells normally

present in the body or which could be produced by

stimulation of the hematopoietic organs. This brings

us to another very interesting point, namely, that

these parasites in the average individual stimulate

an immune reaction, which is expressed first by in-

creased activity of the macrophages and then an

increased production of macrophages. These phago-

cytes engulf and destroy the little merozoites very

rapidly as they escape from the infected red blood

cells. This is the way in which the system tends to

produce a balance between itself and the invaders.

As an example, an individual, who normally has

five million red blood cells per cubic millimeter of

blood, would suffer from an anemia because he now

had only two and a half million cells. However, an

equilibrium would possibly be established at that

level by the killing off of many of the merozoites

just as soon as they were produced. Furthermore, it

is probably this immune reaction on the part of the

host which stimulates the production of the mother

sex cells by the parasites.

PATHOLOGY AND SYMPTOMATOLOGY

What are the underlying disease-producing causes

in malaria? First of all, the toxins, which are set

free in the circulating blood plasma each time there

is a discharge of merozoites every forty-eight hours

or seventy-two hours, are sufficient to produce the

chills and fever. Next, with the destruction of red

blood cells there is anemia, which later on may be-

come the most conspicuous aspect of the infection.

In the third place, and this is particularly true of

the estivoautumnal parasite, these parasites tend

to accumulate in large numbers in the blood sinuses

of the spleen, the liver, the lymph-nodes and the

bone marrow, and in the capillaries of the lungs,

the kidneys, the adrenals and particularly the brain.

Furthermore, estivoautumnal parasites tend to ag-

glomerate, thus producing little emboli in the

smaller blood vessels. This explains why individuals

with this infection, out of an almost clear sky, will

develop a coma which has to be handled very

rapidly, else the individual will not survive.

The spleen in malaria becomes enlarged; at first

it may be soft but sooner or later it becomes hard-

ened and sometimes fibrous, and is grayish purple

to melanotic in color. Its sinuses and capillaries are

crowded with the parasites. Likewise, the liver be-

comes enlarged and pigmented. The bone marrow

becomes engorged, red and hyperplastic. The kid-

neys frequently manifest hemorrhage, at times

thrombi, with a subacute glomerular nephritis. The

adrenals develop an arteriolar occlusion. The brain

becomes congested, particularly in the estivoautum-

nal infection, with numerous thrombi wherever

there are agglomerations of these little parasites. At

times there is a fatty degeneration of the heart.
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The toxic by-products thrown out into the blood

stream account for the malaise, the chills and the

fever. The anemia, like that of any other etiology,

has its own sequelae. The occlusions are respon-

sible for the enlargements of the visceral organs

and for the albuminuria. In patients with blocked

kidneys, there may be hemoglobinuria or the more

serious complication of blackwater fever in estivo-

autumnal malaria. There may even be anuria. There

is likely to be a reduced adrenal secretion, with

evidence of hypertension. The occlusions in the

brain are most commonly productive of coma.

SPECIFIC DIAGNOSIS OF MALARIA

How can malaria best be diagnosed? If the para-

sites are abundant in the peripheral blood, a well-

prepared thin blood film, stained with Wright’s or

Giemsa’s stain, will provide excellent material for

diagnosis. But if the infection is in a more chronic

state, thin blood films are likely to be time-consum-

ing and frequently misleading in providing only a

negative diagnosis. It is now’ almost the universal

practice in the tropics to utilize thick blood films

that are sufficiently thick so there are several layers

of red blood cells on top of one another and about

the area of a nickel. These films must be properly

prepared on an absolutely clean slide and allowed

to dry properly, then dehemoglobinized and stained

preferably with Giemsa’s stain. Diagnosis of such

films requires experience because the plasmodia

do not look as they do in thin blood films. How’-

ever, the thick film is the method of choice in mak-

ing routine survey examinations for malaria and is

utilized in large hospital practice in the tropics.

Sometimes placental blood will provide evidence

w’hich peripheral blood does not show. Occasionally,

it may even be desirable to do a biopsy of sternal

bone marrow. In a few cases in New Orleans, where

we have been unable to obtain diagnoses from thin

or thick blood films, we have found the parasite in

the sternal bone marrow.

There is another partially satisfactory method of

determining infection in a population group in ma-

larious areas, namely the so-called spleen rate as

contrasted w’ith the parasite rate which is deter-

mined by actually finding the parasites in the blood.

The spleen rate is derived from determining the

number of palpable spleens in a particular com-

munity. The examiner does not usually examine the

spleens of everybody in the group because those of

adults are sometimes very difficult to palpate.

Therefore, children of preschool and early school

age are used to determine how endemic or hyper-

endemic malaria is in a particular area. It has

even been stated by an eminent malariologist that

the physician who does this spleen index work

should get used to doing it while the patient is

standing up. The examiner comes up behind the

patient unaw'ares and simply feels the spleen while

the child’s attention is being diverted to something

else, because usually time does not permit, and

likewise natives will not always submit to lying

down and having their spleens palpated. However,

the spleen rate has its shortcomings, because there

are many other diseases which produce a splen-

omegaly and these must be considered in making

up an appraisal of the value of a spleen rate as an

index of malaria in any particular community.

The parasite rate is not subject to any such

criticism. The proper recognition of the parasites

and the differentiation of the different species of

malaria parasites, and ideally even their stages, con-

stitute the method of choice wherever such work is

carried out. In our military forces the parasite rate

is the one which is being utilized on all occasions.

Wherever it is possible, the same method is being

employed to determine the amount and types of

malaria in native populations.

PROGNOSIS

Generally speaking we may say that in tertian

malaria the prognosis is good, particularly if there

is adequate but sane antimalaria treatment. There

is one simple way in which we can evaluate the

effect of treatment. If there are continued large

numbers of the asexual stages, i.e., the rings and

schizonts, in blood films, the individual is not pro-

ducing adequate immune reactions to the infection

and will continue to have clinical malaria with re-

currence of chills and fever. On the other hand, if

there are few or none of the asexual stages and

many of the gametocytes, then, clinically speaking,

the prognosis is good. In estivoautumnal infections,

there is always the likelihood or possibility of oc-

clusion of small blood vessels in various foci, thus

rendering prognosis of this disease always a hazard

as long as the infection persists.

TREATMENT

May we next take up the question of treatment.

First of all, it must be confessed that there is no

known drug which is completely satisfactory in

eliminating malaria parasites fro mthe human body.

In spite of the value of quinine, of atabrine and of

plasmochin, no one or combination of these drugs

can be guaranteed to eliminate malaria parasites

from the human body. If the individual cannot

muster an immune reaction in his own body, the

chances of eliminating these parasites are very

scant indeed. What quinine or atabrine does is to

clean the parasites out of the peripheral and vis-
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ceral blood, but there is no guarantee that either

of these drugs will destroy the parasites in the

reticuloendothelial centers.

Plasmochine is too toxic for use in full therapeu-

tic doses against the asexual stages of the parasites,

but it is very effective in sterilizing or actually kill-

ing the gametocytes. It is prophylactic in that the

individual patient is unable to provide infection for

the mosquito. Plasmochin also tends to reduce the

relapse rate. If this is true and if relapse stems

from the residuum in the reticuloendothelial cen-

ters, then plasmochin apparently does reach the

parasites to a certain extent in the centers from

which new streams of infection flow.

However, there is no single drug which will pre-

vent an individual once inoculated from acquiring

the infection. In that sense, we have no true pro-

phylactic. In other words, we can take quinine or

atabrine for an indefinite period of time and if we
then went to some hyperendemic area, we would

still be susceptible to infection. There is nothing

that we know of today which will kill the sporo-

zoites as they enter the skin and nothing that will

prevent them from getting into exoerythrocytic cen-

ters and developing there.

Wliat we do recognize today is the following:

that in quinine and atabrine we have moderately

good drugs for taking care of clinical malaria and

frequently, with aid of the patient’s own immune

mechanism, for cleaning out the infection, if the pa-

tient is treated early enough and intensively enough.

This is what is referred to as curative treatment.

I have mentioned that there is practically noth-

ing in the way of preventive treatment. On the other

hand, we have fairly satisfactory suppressive treat-

ment, in which we give either quinine or atabrine

in reduced doses over the entire period of time

during which an individual is exposed in endemic

or hyperendemic areas.

If a patient comes to a physician with clinical

malaria, he should be given the full therapeutic

course (i.e., curative treatment). In the case of

quinine, quinine sulphate is administered by mouth

in the amount of ten grains three times a day,

usually with meals, for a period of four to five days;

followed by ten grains a day at night for a period

of four to five weeks or more. This is the standard

quinine treatment for malaria. Usually in early

cases, if the individual is able to develop an im-

mune reaction, one or two courses of treatment will

probably clean out the infection, but there is no

absolute guarantee.

The full therapeutic course of atabrine consists

in the oral administration of one one-tenth-gram

tablet three times a day with meals for five to

seven days, making a total of fifteen to twenty-one

0.1 gm. tablets. It has been found, on the basis of

extensive experience in the tropics with large num-
bers of individuals employed in plantations, that

they will readily take the atabrine for this short

period of time, because it is practically tasteless

and they get practically no after effects from it.

Three to five days after the intensive 30-grains-

per-day quinine treatment plasmochin should be

given in the amount of 0.01 gm. daily for four or

five days to sterilize the gametocytes and possibly

to reduce the relapse rate. Plasmochin should also

be given with atabrine, but never until after ata-

brine treatment has been discontinued because it

and plasmochin are incompatible. Therefore, one

should wait for at least two or three days after the

full five- to seven-day course of atabrine treatment,

and then give the plasmochin.

Next, let us consider suppressive treatment. Here

we attempt to start the treatment before the indi-

vidual is exposed. The amount of time which is

now found to be desirable is two weeks before the

individual enters a hyperendemic area. The sup-

pressive treatment with quinine is ten grains daily,

taken usually at night. However, today we have a

very small amount of quinine on hand and the

chances are that very little of it will be available

in the immediate future compared with the amount

of suppressive treatment that our troops will re-

quire. Thus, suppressive treatment with atabrine is

advised. This drug is probably as good as quinine

and is available now in excess of all estimated

needs. The suppressive treatment consists of four to

six one-tenth-gram tablets a week. It can be ad-

ministered in the amount of one-tenth of a gram

daily, six days a week, omitting Sunday.

Atabrine has advantages over quinine for air

personnel because it does not change depth percep-

tion or color values and produces no toxic reactions

in fliers even above a thirty-thousand-foot ceiling.

On the other hand, quinine is essentially contra-

indicated for fliers because of tinnitus and loss of

equilibrium which develop.

Up to the present time, insofar as I know, none

of the sulfonamides has proved to be of real spe-

cific value in human malaria.

Frequently it is necessary to transfer a chronic

malaria case from the tropics to a cooler climate

before his immunity mechanism is able to develop

to a point where he can become free of the infection.

PRESENT STATUS OF MALARIA

Now, shall we very briefly take up the question

of the present status of malaria? Usually in the past
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we have discovered that there were waves of ma-

laria that occur every five or seven years. One ap-

peared in the Southern United States about 1924

and another about 1929-1930. Then came a drop a

year or two later and following that we had the

economic depression, with a tremendous increase

in malaria. Thereafter the incidence gradually de-

creased to an unusually low level but we expected

another increase about 1938 or 1939. This did not

develop, probably due to efforts made on a scale not

previously attempted to drain malarious areas, to

use oil and Paris Green to kill the mosquito larvae,

to give adequate nourishment to individuals in the

areas, to screen the houses, and, wherever indi-

viduals were infected, to give them either adequate

quinine or atabrine treatment. Up to the present

time (August, 1943) this e.xpected increase has not

occurred. Only in case malaria is brought into the

country in large number of patients and is allowed

to get into the mosquito population, is there a great

likelihood that malaria will be, in the immediate

future, a serious problem in our midst.

Thus, we find that malaria is world-wide through-

out the tropics and extends into temperate zones.

There will be many people coming to the United

States in the near future, our returning soldiers,

sailors and marines and others who have been out

on the fighting front, and later on individuals who
have gone into tropical areas, not on military mis-

sions but on business or pleasure. Many of these

repatriated persons will have picked up malaria

and brought it to the United States. Thus, we can-

not ignore malaria, even though our mortality and

morbidity records at the present time are more sat-

isfactory than they have been at any time in our

past experience.

WARTIME MALARIA IN OREGON*
REPORT OF A CASE

Benjamin Jeffries, M.D.
ASSISTANT SURGEON (RESERVE), UNITED STATES PUBLIC

HEALTH SERVICE

PORTLAND, ORE.

After a little more than one year’s participation

in this global conflict, the full impact of diseases

more common in tropical climates is beginning to

fall upon us. Medical science has been cognizant of

this problem. Great strides have been made and

signal victories can be claimed in our engagement

with disease in foreign environments. However, for

many in this area it has been a didactic and to

Approved by the Surgeon General, U. S. Public Health
Service.
Acknowledgment: I wish to acknowledge the kind coop-

eration and keen interest of Gatlin R. Brandon, M.S., Act-
ing Director of Oregon State Board of Health, and Harry
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some extent a pedantic subject, intensely interest-

ing, but not of particular medical concern.

The turn of events has come, inasmuch as our

military personnel and merchant seamen are now
returning after active duty in the most diverse areas

of the world and are bringing with them the dis-

eases native to those areas. Mackie^ has summed it

up that tropical diseases have been added to the

classic wartime diseases of typhus, dysenteries and

enteric fevers. He has included in this list malaria,

leprosy, yellow fever and filariasis. He points out,

further, the total result of the importation of dis-

eases will not be maximal until the readjustment

of populations following peace. With this perspec-

tive, we must study this new factor in epidemiology

as it relates to the population of Oregon.

First, let me review some significant data on the

dissemination of malaria in temperate zones as a

result of the war. A classic is the introduction of

estivoautumnal malaria into Connecticut following

the Spanish American War.^ Sequent to the last

war, malaria was observed in England, Germany

and Russia, where previously the disease had been

a clinical curiosity.^

The presence of malaria in our fighting forces in

this war is shown dramatically in the estimates that

85 per cent of every regiment at Bataan had acute

malaria. Contrast this with a previous morbidity in

the Philippines of twenty-five cases per one thou-

sand. Even at the present time the morbidity of

malaria in the Southwest Pacific is 50 per cent.

The airplane increases the possibilities of the

importation of tropical diseases by the sharp dimi-

nution in travel time. Thus, individuals are import-

able in the incubation period of their diseases, and

the vectors of disease are permitted increasing aid

in dissemination. This is especially true of malaria

and its intermediate host, the Anopheles mosquito.

Fortunately, the life cycle of the Anopheles is not

amenable to distant transportation; we may dis-

miss this possibility of the introduction of a new

species of mosquito and concentrate on the impor-

tation of malaria via man.

Factors in the epidemicity of this disease are

present in the Northwest and particularly in Ore-

gon. The population is highly susceptible, and the

Anopheles mosquito finds this environment com-

patible with growth, survival and propagation.

Anopheles mosquitoes have been reported in all

sections of Oregon. The greatest number of finds

1. Mackie, J. J. : War and Migration of Tropical Dis-
ease. J. A. M. A., 122:1-4, May 1, 1943.

2. Craig: Cyclical Variations in the Incidence of Ma-
laria. Symposium on Human Malaria ; American Associa-
tion for Advancement of Science, section on Medical
Science 9-41.

3. Coggeshall, L. F. : Malaria as World Menace. J. A.
M. A.. 122:8-11, May 1, 1943.
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have been in the verdant, temperate Willamette

valley, where there is an abundance of shallow, sun-

lit ponds of fresh, slow water and moderately still

pools at the edges of bodies of moving water. The
specific Anopheles which have been identified are

Anopheles maculipennis,^’ ^ Anopheles freeborni,^

and Anopheles punctipennis.^’®

The concrete evidence of endemicity of any dis-

ease is the persistent reporting of that disease in a

particular area. With this in mind, let us examine

the presence of malaria in Oregon. The history of

malaria in this area is remarkable and reveals an

endemic region existing in the valley of the William-

ette river for over a century. The first recording of

malaria was in 1832, at which time nine-tenths of

the aborigines were destroyed. This was probably

associated with the visit of Jeddiah A. Smith and

his Overland party in 1828 to Fort Vancouver, co-

incident with the first breaking of ground for agri-

culture in this area.® In the fiscal year 1882-83, the

United States Public Health Service at Portland

reported 20 cases." Records of the state of Oregon

in the past eight years show an average morbidity

of 38 cases with the highest report of 67 cases, in

1936.® These cases are reported in the counties ad-

jacent to the Willamette river valley and are pre-

dominantly rural in character.

An interesting digression is the presence of a

similar situation in California. Malaria was first

reported there in 1841 and was greatly augmented

in 1849 by the “gold rush,” with its attendant mi-

grations from the South and East,®’® resulting in the

establishment of endemic areas in the valleys of

the Sacramento and San Joaquin rivers with an

average reported rate (1935-1939) of 235 cases,

with the 1938 high of 358.

At this time I wish to present a case of estivo-

autumnal malaria in a merchant seaman recently

returned from Africa. This man’s disease is espe-

cially important in Oregon because he introduces

an exotic species of malaria organism. Furthermore,

he typifies the possibility of an increase in malaria

in this area. Lastly is the potentiality of an epi-

demic in an already endemic area.

REPORT OF CASE

PRESENT ILLNESS

The ship on which the patient was sailing was attacked
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;
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on Medical Science 9-41.
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Malaria ; American Association for Advancement of
Science, .section on Medcal Science 9-41.

6. Boyd, M. P. : A Historical Sketch of Malaria in North
America. Am. J. Trop. Med., 2:223-244, March, 1941.

7. U. S. P. H. S., Portland, Oregon: Medical and Sur-
gical Statistics of Hospital Patients, 1882-1883.

8. Oregon State Board of Health: May 15, 1943.
9. Reed. A. C. : Malaria: Clinical Summary. California

& West. Med., 53:15-18, July, 1940.

in August, 1942, and with nineteen of the crew this man
spent thirty-two days in a small boat. These individuals

suffered with salt water boils, sunburn and deprivation.

They were debarked at an African port, examined by quar-

antine officials and hospitalized. Our patient’s total stay in

Africa was ten days. During this period two episodes of

fever occurred, which disappeared spontaneously. General

malaise was attributed to exposure, his weight having
dropped from 180 to 130 pounds. On the second day
ashore, lesions were noted on both legs which were excised

and followed by rapid involution. The patient states the

lesions contained worms 3 by 1 mm. in size.

Immediately upon return to Washington, D. C., via air

transport, the patient complained of mild chilliness which
was attributed to tropical garb in the month of October.

Without delay he proceeded to Portland and was hospital-

ized three days following arrival.

He revealed that throughout his journey of six days he

had had mild cephalalgia associated with moderate chills and
fever one to two times a day. Occasional parasthesias were
noted in the tips of fingers and toes. Related to the parox-

ysms was some tinnitus. There was no history of analgesia,

anesthesia, ataxia, paralysis, tics, tremors, coma, memory
or personality change. There were no complaints referable

to external otitis or otitis media, vertigo or hallucinosis.

No history of rhinitis, epistaxis, pharyngitis, tonsillitis,

laryngitis, aphonia, dyspnea, cough or chest pains.

Review of cardiac history revealed no precordial dis-

tress, no pain or parasthesias in the upper extremities, no
palpitation, ankle edema, paroxysmal or undue exertional

dyspnea.

Gastrointestinal history revealed moderate anorexia as-

sociated with hyperpyrexia. There was no glossitis, dys-

phagia, nausea, vomiting, abdominal distress, abdominal

masses, pruritis, food dyscrasia or hemorrhoids. Stools

were formed and of uniform color.

Genitourinary review produced no complaints of dysuria,

incontinence, urgency, pyuria, hematuria or flank pain.

There was a history of chancroid in 1918, with lymph-

adenitis and ulceration. The patient denied gonorrheal and

syphilitic infections.

Past history: General health was good until onset of

present illness. With the exception of diphtheria, all other

childhood diseases were denied. Gastrorraphy was done in

1923 for a chronic gastric ulcer, with excellent result.

Faucial tonsils were removed in 1938 in Ecuador for treat-

ment of chronic arthritis, with good result. The left eye

was enucleated in 1920 following a bullet wound.

The family history was fragmentary and not relevant.

Marital history reveals wife aged forty-four and daughter

aged twenty-two living and well, with no significant ill-

nesses.

The patient has been a merchant seaman for forty-three

years. For the last eight years he stated he had been tak-

ing quinine prophylactically for tropical diseases. His

cruises have been to Australia, Africa and Brazil. He denies

any history of previous malaria or tropical febrile dis-

eases.
PHYSICAL EXAMINATION

The patient is a well nourished, well developed 57-year-

old white male, appearing chronically ill. Cooperation and

insight excellent.

Skin\ Slight icteric tinge; turgor and resilience physio-

logic
;
no generalized lesions.

Head'. Physiologic contours, no areas of tenderness or

swelling.

Eyes'. Prosthesis on the left. Right, lids and conjunctivae

clear, pupil slightly irregular in contour, reacts to light and

accommodation. Fundoscopic examination irrelevant.

Ears'. Canals clear; tympanic membranes normal; no

evidence of inflammation.
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Nose: Moderate septal deviation to the right. Mucosae

negative. Turbinates physiologic.

Mouth: Lips and buccal mucosae clear. Dental prosthesis

superiorly and inferiorly. Tongue moist, pink and in the

midline. Faucial and pharyngeal areas clear and pink.

Neck: Thyroid impalpable, no tenderness, no rigidity,

trachea in midline, no tugging. No distension of cervical

veins. N soft, discrete unattached nontender mass 2 by 3

cm. in the anterior-superior cervical chain on the left.

Abdomen-, Flat, soft, nontender. N midline scar 8 cm.

in length superior to the umbilicus, with marked separa-

tion of the recti in the same area, resulting defect 8 by 10

cm. in size, definite impulse on lifting the head; presence

of this defect makes it difficult to be sure of palpation in

the superior quadrants. Spleen is impalpable and the liver

questionably palpable 4 cm. below the costal border in

midclavicular line. Occasional deep tenderness in the area

of the tip of the tenth rib anteriorly. Kidneys impalpable.

No flank nor back tenderness. No fluid waves or shifting

dullness demonstrated. Peristalsis active. Several discrete

shotty nodes in both a.xillary and inguinal areas.

Rectal: No masses nor tenderness. Sphincteric tone ade-

quate. Prostate moderately enlarged bilaterally, nontender,

firm in consistency.

Extremities: Physiologic.

Nervous system: Intact.

Blood pressure: 114/64.

Roentgenograms (second day): No evidence of active

inflammatory process in lung fields.

DIAGNOSIS

The patient, while in the hospital, was not acutely ill and
his complaints remained essentially as given in the history.

Final diagnosis was not made on initial admission on blood

smears taken at that time. Thus, we were only able to

classify the disease as a hyperpyrexia of unknown etiology.

In the interim between admissions there w’ere no com-
plaints. Upon request, tetanus, typhoid-paratyphoid and
smallpox immunizations were initiated, but were inter-

rupted by exacerbation of the former symptomatology.
With our previous experiences in mind we attempted to

run the gamut of tropical and temperate zone diseases, but

were still impressed with the probability of malaria. Fol-

lowing repeated smears our efforts were crowned with suc-

cess and substantiated by cooperating laboratories.

As soon as the diagnosis was established, routine therapy

as advised by the Committee on War Participation of the

American Medical Associationio was instituted. This course

of therapy consists of:

1. Totaquine or quinine sulphate, 0.64 gm. three times

per day after meals for two or three days or until pyrexia

is controlled. Then give

2. Atabrine 0.1 gm. three times per day after meals for

five days. After two days without antimalarial medication,

give

3. Plasmochin 0.01 gm. three times per day after meals
for five days. (We were forced to omit plasmochin because
it was not available.)

The patient was followed for approximately two months
without exacerbation, at w’hich time he presumably re-

turned to sea.

In retrospect, the acuteness of this patient’s dis-

ease was not great, which may be accountable to

the changes in latitude and a certain amount of

immunity, probably engendered from previous, un-

diagnosed infections.^^ The temperature curves

show some approximation of a tertial cycle, though

the Plasmodium fulciparum is known as usually not

10.

Committee on War Participation, A. M. A.: Critical
Antimalarial Problem and Its Solution. J. A. M. A. 120

:

1043-1044, Nov. 28, 1942.

being well regimented and the tertian cycle not

being consistently established.^-

The failure of prompt diagnosis was unquestion-

ably attributable to the use of the thin smear in

contradistinction to the thick smear used routinely

in malaria studies and in hyperendemic areas. It

has been estimated that the threshold concentra-

tion of organisms is 1 parasite per 100,000 erythro-

cytes, which mathematically makes identification in

the thin smear exceedingly arduous. The only ac-

ceptable technic when confronted with this problem

is the thick smear and repeated slides until the

presence or absence of Plasmodia is beyond debate.

There arises the question of the effect of sul-

fonamides on the course of the patient’s disease.

The reports of the use of these drugs have been

highly unsatisfactory.^®' That there was a

recrudescence^' is ample evidence of the ineffective-

ness of the sulfonamides used. The potency of

quinine and atabrine was shown, though our ob-

servation was somewhat brief. However, a great

deal of work has been done on these drugs, and

their maximum effectiveness reported. Drug ther-

apy has showTi dramatically its effectiveness in con-

trolling severe clinical malaria.^® We must not for-

get at any time that our present drugs are unable

to eradicate malaria or reduce the parasites to the

point where transmission is impossible.^®

CONCLUSIONS

1. Malaria is one of the major diseases of the

war, particularly in tropical climates.

2. War brings the problem of importation of

diseases by men returning from areas of operation.

3. Any endemic area must be vigilant of mos-

quito control and case reporting in order to keep

the disease under control.

4. There are areas in the temperate zones in

which malaria is endemic, of which Oregon’s Wil-

lamette valley is an example.

5. Malaria must be thought of at all times in

relapsing types of fever, latitude notwithstanding.

11. Hackett: Malaria and the Community. Symposium
on Human Malaria

;
American Association for Advance-

ment of Science, section on Medical Science 9-41.
12. Kitchen: Infection in the Intermediate Host: Symp-

tomatology of Fulciparum Malaria. Symposium on Human
Malaria; American Association for Advancement of
Science, section on Medical Science 9-41.

13. Schwartz, L., Furst, M. and Flippin, H. F. : Sul-
fathiazole as Antimalarial. Am. J. Hyg., Sect. C. 34:161-
162, Nov., 1941.

14. Hall, W. E. B. : Sulfonamides in Tertian Malaria. J.

Pharmacol. & Exper. Therapy, 63:353-356, Aug., 1938.
15. Chopra, R. M. ; Myter, R. T. M. and Sen, B. and M.

& B. 693 in Indian strains of Malaria. Indian M. Gaz.,
74:658-660, Nov., 1939.

16. Pakenham-Walsh, R. : M. & B. 693 in Malaria.
Lancet, 1:1382, June 17, 1939.

17. Boyd: The Infection in the Intermediate Host:
Symptomatology, General Considerations. Symposium on
Human Malaria; American Association for Advancement
of Science, section on Medical Science 9-41.

18. Clark, H. C., Komp, W. H. W. and Jobdins, D. M.

:

Tenth Year Observations on Malaria in Panama. Am. J.

Trop. Med., 21:191-216, March, 1941.



288 ARTHRITIS SHERWOOD AND ZIMMERMAN Vol. 42, No. 10

TREATMENT OF ACUTE ARTHRITIS
K. K. Sherwood, M.D.

AND

Bruce Zimmerman, M.D.

SEATTLE, WASH.

There is no group of rheumatic diseases in which

the results of treatment are as prompt and as sat-

isfactory as in that of acute arthritidies. Likewise,

there is no group of diseases in which an exact

diagnosis is more important, for the correct treat-

ment varies widely among the different members

of the group. There are five diseases which com-

monly make up this group, namely, rheumatic

fever, infectious or focal arthritis, rheumatoid arth-

ritis, gout, fibrositis and acute hypertrophic arth-

ritis.

RHEUMATIC FEVER

Rheumatic fever is most important from the

standpoint of prognosis, though numerically it is

the least common of the entire number. It very

rarely attacks patients over thirty-five years of age.

In the adult, respiratory infection preceding the

onset of rheumatic fever is the rule. The onset is

acute and follows one of four courses. The fulmi-

nating form usually leads to death in a few weeks.

The second and more chronic form is that of a

steadily progressive dowm-hill course over a period

of months, death frequently resulting from conges-

tive failure and/or pulmonary infarction. The third

disease pattern is that of a single attack with clini-

cal recovery in two or three weeks. The last pattern

is that of multiple recurrent attacks with or without

progressive signs of cardiac damage.

The joints affected in rheumatic fever are always

peripheral in location, usually the larger joints such

as the wrists, ankles, knees and elbows. Very char-

acteristic of the disease is the fact that the joints

affected will vary from day to day or week to week.

One might almost say it is axiomatic that any

joint affected with acute arthritis, which still shows

signs of an acute process at the end of seven days,

is not a joint of rheumatic fever. Diagnostically, the

migratory character, first one joint and then an-

other being affected in a matter of days, is quite

important in differentiating rheumatic fever from

the other arthritidies.

There are few diseases where the patient will look

more ill with a moderate fever of 101° to 102°.

Usually the pulse is more rapid than the tempera-

ture would warrant and frequently the respiratory

rate is out of proportion to the temperature or to

any pulmonary findings. The joint involved is

swollen, fusiform, very tender and has only a mod-

erate amount of fluid in it. As before stated, char-

acteristically it will be well in forty-eight to sev-

enty-two hours and by this time another joint will

be affected. Likewise, the findings of definite

heart pathology aid greatly in the diagnosis. Signs

of pericarditis are usually the earliest in the course

of the disease and the friction rub will clinch the

diagnosis of rheumatic fever in doubtful cases.

Cardiac murmurs of diagnostic quality usually de-

velop later in the course of the disease.

In our experience in dealing with adults, the

electrocardiogram is very frequently abnormal

(prolonged PR interval). Muscle atrophy around

the involved joints is very slight and calcification

of the skeleton does not vary from normal. Usually,

the white blood count and the sedimentation rate

are elevated, but occasionally the latter may take a

week or so to become abnormal and rarely it may
remain within normal limits.

INFECTIOUS OR FOCAL ARTHRITIS

The most frequent member of this group of acute

arthritidies is the subdivision which we designate

infectious or focal arthritis. This may be defined as

an acute or subacute arthritis which follows an

acute infection elsewhere in the body. Gonorrheal

arthritis is a practical example of this. It is well

known that arthritis can come at any age from

early childhood to the late senescent. Occasionally

in our more elderly patients, we will have a history

of previous attacks. The patient with gonorrhea

who has had two or three attacks of urethritis, each

of them followed by arthritis, is a good example.

Significantly, most of these cases have severe res-

piratory infections or severe urinary tract infec-

tions as the precipitating cause. There is no doubt

in the patient’s nor in the doctor’s mind that the

arthritis is related to the acute infection, from

which the patient is suffering or has just recovered.

The onset is over a period of days. Frequently

in the first twenty-four to forty-eight hours it will

migrate from joint to joint, at the end of this time

settling in one or two joints to remain there. These

are usually the large peripheral joints, wrists, ankles

and occasionally the hands and feet. Once these

joints have become swollen and painful, the disease

will remain there and will not migrate as in rheu-

matic fever.

The patient may have a very high fever, 102° to

104° being common. The pulse and respirations are

also in keeping with this and the patient does not

appear as ill as the temperature would lead one to

expect. It is common to have this type of patient

walk into the office complaining of severe pain and

find that his temperature is 101°. The local re-

action is very marked. There is no arthritis which
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gives the amount of swelling, redness or the amount

of pain which these infectious arthritidies will dis-

play. On the other hand, the patient feels relatively

well except for his acute arthritis and the subsiding,

preceding acute infection.

The white count is always increased, the sedi-

mentation is likewise elevated, the hemoglobin is

not remarkable. Both the heart and electrocardio-

gram will be normal. Muscle atrophy is not usually

severe, being about what one would expect from

the amount of joint involvement. Decalcification is

not systemic but merely around the joint involved.

With these features in a patient with a normal

heart, the diagnosis is easily made.

RHEUMATOID ARTHRITIS

.\cute rheumatoid arthritis is much less common

than acute infectious arthritis. This is the relatively

acute beginning of a generalized, deforming, decal-

cifying, ankylosing, proliferative or atrophic arth-

ritis. It can occur at any age. There is no definite

history of a preceding attack. In the history, rather

than infections, major emotional upheavals can be

elicited in the preceding weeks or months.

The onset is very gradual, being that of weeks

rather than days. It involves numerous joints, being

usually symmetrical in location and seldom omit-

ting the metacarpophalangeal joints of the hands

or the metatarsal heads of the feet. Occcisionally in

young males, it takes the form of spondylitis. In-

volvement of the sacroiliac and lumbar spine with

fusion of the sacroiliacs shown by roentgenogram is

diagnostic. The joints in this type are not so painful

as they are rigid. In these rheumatoid patients the

complaint is much more of stiffness than of pain.

The fusiform swelling of peripheral joints may be

quite pronounced and there may be considerable

engorgement of the veins overlying the joints. This

is especially pronounced over the fingers and knees.

There is a mild systemic reaction in the form of

temperature up to 101°. The pulse and respirations

are usually normal but the patient has marked

fatigue, usually with night sweats and the anorexia

and minor complaints which go with the chronic

toxemia. The w'hite count varies from normal up to

sixteen or eighteen thousand, the sedimentation rate

is usually rapid and the hemoglobin is rarely as

high as in rheumatic fever or in infectious arthritis,

being usually about 60 per cent. The heart may
have a systolic murmur but there is no evidence

of organic disease either in ausculation manifested

by cardiac enlargement or by electrocardiogram.

Typically and characteristically, a fact of con-

siderable diagnostic importance is the occurrence of

muscle atrophy out of proportion to either duration

or extent of the joint diseases. Patients complain

not only of stiffness but of weakness, for example,

inability to open doors or fasten collars. This will

be found to occur not only in the region of the

joints involved but throughout the skeleton. Roent-

genologically, soft tissue swelling is noted and de-

calcification is diffuse, being, however, more marked

around the joints most severely involved. Early

there is little or no involvement of the articular

cartilage; therefore, the joint spaces are normal.

GOUT

The fourth member of this group is the one most

frequently overlooked as a diagnostic possibility

and which is perhaps the easiest of the entire group

to treat. This is gout. It affects almost exclusively

persons over thirty-five years of age, the majority

being over fifty and 90 per cent of the cases are in

males. When the patient comes to the doctor, there

is usually a history of previous attacks frequently

of short duration, days to weeks, and in which vary-

ing procedures are given credit for the recoveries.

There may be a preceding history of overeating or

overdrinking. Commonly there is a history of a

very minor trauma.

The onset occurs typically in a twelve hour

period. The patient will go to bed feeling not quite

right, by morning he has a very acute red, swollen

and painful joint and the following night he is un-

able to sleep. There is no arthritis in which one-

quarter grain of morphine gives as little relief as

gout. The initial attack lasts from a few days to

two or three weeks. Usually there is a progressive

lengthening of the duration of attacks and progres-

sive shortening of the interval between them. Gout

affects only bursal joints. While podagra is the

classic form of gout, it occurs very frequently in

the shoulder and elbow and occasionally in the

ankles, knees and hands.

The attack usually is acute only in one joint,

though occasionally there may be minor manifesta-

tions in the second or third joint. These have the

history of previously being involved. The gouty

patient is in a great deal of pain; his temperature

may be slightly elevated; his white count may be

slightly increased but he is obviously not sick ex-

cept for his joint pain. His sedimentation rate is

variable and he has an increased or normal hemo-

globin rather than an anemia. The blood urates are

usually elevated. His cardiac findings are normal

for his age.

There is no muscle atrophy in the far advanced,

recurring cases and the typical punched-out topha-

cious areas may be seen in the bones around the af-

fected joints by roentgenogram. Tophi maybe found
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in the rim of the ear. An acute arthritis following

surgery or beginning soon after installation of treat-

ment of some condition requiring such specific sub-

stances as insulin or liver, is gout until otherwise

proven. Occasionally acute gout is precipitated dur-

ing the treatment of cardiac failure with mercurial

diuretics.

FIBROSITIS AND ACUTE HYPERTROPHIC ARTHRITIS

The above four groups make up approximately

30 to 50 per cent of all cases of acute arthritis. The

great majority of persons coming to a doctor’s offce

are cases of fibrositis or acute hyperthrophic arth-

ritis. This muscular rheumatism, this acute painful

joint which has suffered very minor trauma is the

most frequent type of arthritis seen in the office. It

can affect patients of any age, though with increas-

ing years it is of increasing frequency. There is

usually a history of periodic attacks frequently in

the same location, occasionally in a different site.

Quite frequently there is a history of chilling, sit-

ting in a draft, perspiring and then being exposed

to a cool wind or of some unusual twist or pull of

physical activity.

The onset is frequently sudden. The patients say

they bent over and were unable to straighten up or

they woke up feeling perfectly fine and found them-

selves unable to get out of bed. The disease may last

from days to weeks or months, though usually with

lessened severity after the first two weeks. It may
affect anv joint but principally it attacks weight-

bearing joints or those suffering trauma, as for ex-

ample, the backs of manual workers or the shoul-

ders and elbows of air-hammer workers.

This is the type of arthritis which gives the so-

called acute sacroiliac slip. Differentiation between

acute fibrositis and osteoarthritis is often not easy.

If one remembers the underlying pathology, name-

ly, that fibrositis is a periarticular inflammation,

whereas acute osteoarthritis is an articular disease

involving cartilage and synovial membrane, the di-

agnosis is more apparent. With these two kindred

rheumatisms, there is no systemic reaction and no

fever, and the patient appears well except for his

local pain.

The white count, sedimentation rate and hemo-

globin are all usually normal. Roentgenogram of

the involved joints reveals no decalcification but,

more frequently than not, narrowing or tilting of

the joint surfaces with hypertrophic spurring. It is,

however, important to remember that with advanc-

ing age these changes occur in almost all individ-

uals, and it is fallacious to explain pains in one’s

shoulders on hypertrophic changes in the lumbar

spine. The diagnosis is dependent upon the findings

of muscle spasm usually local and localized joint or

periarticular tenderness. Except in the knee, the

swelling is usually quite limited.

TREATMENT

Recognizing these five possibilities, the treat-

ment is usually relatively simple. In rheumatic

fever, the most important medicine is also the most

difficult to administer. The diagnosis of rheumatic

fever should mean that the patient remains in bed

six weeks, regardless of how well he feels. As to

diet, a high protein, high vitamin, high fruit and

vegetable diet is important. This usually involves

considerable skill, as early in the disease the patient

has a capricious and limited appetite. Salicylates,

either in the form of aspirin or sodium salicylate,

should be given as needed for pain and control of

temperature. In the exceptional case, when tem-

perature and pain control cannot be secured by the

administration of salicylates, the giving of sodium

cacodylate intramuscularly, 0.3 grams every six

hours until the patient has a garlic odor to his

breath, occasionally appears to aid in securing a

remission of the disease. This medication may be

repeated if necessary every three to four days.

Phenobarbital for rest is frequently worthwhile. In

the recovery phase, the diet is fortified with 300 mg.

of vitamin C, cod liver oil, calcium and ultraviolet

light daily if available.

Treatment of acute infectious arthritis, since the

advent of sulfonamide therapy, is very satisfactory.

After the initiating disease has been treated, treat-

ment of arthritis with sulfathiazole or sulfadiazine

in rather large doses given for three days is begun.

Then, if the patient has not made a satisfactory

response, sufficient foreign protein is given to ob-

tain a moderate generalized reaction (temperature

101°-102°). This will augment the therapeutic ac-

tivity of the sulfanomide and will frequently be the

means of getting a stubborn case to respond in a

favorable manner. Occasionally one may use for-

eign protein alone. If such is the case, intravenous

typhoid vaccine with dosage necessary to give 101°

temperature, is very efficacious. The use of hyper-

pyrexia by cabinet methods with temperature of

106° for around six hours is used in the more re-

sistant cases of gonococcal arthritis with excellent

success. During the process of healing, after the

infection has largely subsided, physical therapy,

vaccine and occasionally in a stubborn case small

doses of gold may be of benefit.

In the early case of rheumatoid arthritis with rel-

atively acute onset, we find the ideal situation for

the use of gold. These individuals are presumably

in relatively good general condition and, if there is
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no history of renal involvement, gold in small doses

may be given once or twice a week. Prior to the

giving of each dose of gold, three questions should

be asked: first, is there itching, for this is the ear-

liest sign of gold dermatitis; second, are there any

black and blue spots, for purpura may indicate a

beginning thrombocytopenia and/or aplastic ane-

mia; and, third, is there any urinary frequency

indicative of renal irritation.

Most of the early cases of rheumatoid arthritis

will respond to gold. If no response is obtained or

if toxic symptoms develop, a change to vaccine is

indicated and satisfactory response over a longer

period of time may be anticipated. General therapy

in the form of vitamin C, when indicated by blood

or physical findings, vitamin B complex and cal-

cium are almost routinely given. They should re-

ceive a high caloric, high vitamin, high protein diet.

In addition, plenty of rest is needed. Most of these

patients are chronic overdoers and it is always wise

to put them on a regime of from twelve to sixteen

hours of rest a day.

Spondylitis has been mentioned before and prob-

ably should not be classified under these acute arth-

ritidies, but a few words are warranted here be-

cause of its insidious nature, its slow progressiveness

and severe crippling results. The use of roentgenism

has shown great promise in this process, and while

it is by no means curative, it should be used in

every case when bilateral clouding or beginning

fusion of the sacrailiacs is noted. The use of gold,

as a whole, is to be condemned in spondylitis as it

has not been shown to be of any material benefit in

most cases and has usually resulted in severe com-

plications. Measures such as adequate diet, use of

a hard bed, chest exercises, back brace or even

casting are all therapeutic measures which are of

much importance in management of this disease.

There is no acute arthritis in which more dra-

matic results can be secured than gout. Once the

diagnosis is made, if the symptoms are acute, wine

of colchicum, drams one-half every two hours, is

given until the bowels move. By the end of twelve

hours the patient will be comfortable, a marked

contrast to giving narcotics which have no effect

and at times seem to aggravate the pain. Having

secured relief by means of colchicum, cincophen is

exhibited in doses of 15 grains four times a day for

the first week, then 7.5 grains four times a day for

the second and third week, and then omitted one

day a week, increasing this omission of a day a week

as each week goes by.

Directions on each prescription of cincophen are

four times a day, but if bloating occurs or the

stomach is upset, stop the tablets and call a doctor.

Nausea and vomiting will precede the onset of

cincophen atrophy of the liver by enough time so

that, if the drug is stopped at the onset of these

symptoms, no serious result will ensue. Incidentally,

it is a rare case of gout that is not able to take

cincophen.

In these cases that are unable to take cincophen,

it has been found that large doses of aspirin are

quite efficacious and have probably the same effect

on blood urates. Doses of from 60 to 70 grains a

day, given with equal quantities of soda and large

quantities of fruit juice, three consecutive days of

the week, are usually sufficient to produce an ade-

quate urate diuresis. This will last from three to

four days after the drug has been given. This pro-

cedure, while it is probably much safer than the

use of cincophen, cannot be tolerated by everyone

because of the large amount of aspirin given and

also the difficulty which the doctor has of convinc-

ing the patient that it is an adequate measure of

therapy. It is, however, becoming a popular method

of treatment in many of the large clinics. The diet

is adjusted, purines being reduced. Frequently one

or two items of the diet apparently precipitate the

attacks. It may be wine, it may be coca-cola, it

may be overindulgence in spices or fats.

.Acute hypertrophic arthritis and acute fibrositis

likewise may be simple to treat. The first procedure

to try is local infiltration of the painful spot with

1 per cent novocaine. The relief secured will depend

upon the duration of symptoms and the number of

attacks. In the first attack of a short duration the

relief is almost always complete and permanent.

In recurring cases or of long duration the results

are less satisfactory. If counterirritation as well as

anesthesia is wanted, one of the preparations com-

bined with novocaine is used. If the patient’s gen-

eral condition is such that it will stand it, foreign

protein may be used. This may be given in the

form of small doses of typhoid vaccine, or more

preferably in less severe doses in the form of res-

piratory vaccine subcutaneously or one of the nu-

merous foreign proteins on the market.

It is especially important in this type of case to

look at the patient as a whole, for a mild degenera-

tive systemic disease may be the precipitating fac-

tor in the onset of these acute fibrositic conditions.

Infected teeth, infected tonsils, chronic disease of

the genitourinary or cardiovascular system are fre-

quent predisposing factors in acute fibrositis. Oc-

casionally, in the cases in which relief is incomplete

with a more usual measure, prolonged courses of

vaccine therapy will give very beneficial results.
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The body weight and diet should be adjusted to

optimum. Frequently, in the more elderly group,

vitamin deficiency may be rather severe even with

ample intake. It should be recognized that gastritis

and/or achlorhydria will decrease the amount of

ingested vitamin that is absorbed; hence, it is quite

possible to develop an avitaminosis with a theo-

retically ample intake. Physical therapy, especially

massage, heat and occasionally iontophoresis are

of benefit to these patients.

In summary, it may be said that the therapy of

the acute arthritidies is not nearly as complicated

as the ordinary physician believes and, if a correct

diagnosis can be made, therapeutic results are usual-

ly very satisfying to physician and patient alike.

EARLY POSTOPERATIVE WALKING FOL-

LOWING ABDOMINAL SURGERY*
Julian A. Rickles, M.D.

SURGICAL RESIDENT, CHARITY HOSPITAL

NEW ORLEANS, LA.

Early ambulation of ventral wounds is not a re-

cent idea. As early as 1899 Ries’^^ wrote an excellent

article on early postoperative walking and brought

forth many of the same reasons and pleasing results

that I shall present in the discussion that follows.

Early ambulation was started at the Charity Hos-

pital of Louisiana at New Orleans after adoption of

the cotton suture technic.^ Nelson and Collins,®

from the Tulane Gynecology Department, reported

on the use of cotton and early ambulation in gyne-

cology and obstetrics with results much superior to

their previous methods of handling the same type

of patients.

Cotton suture is the suture of choice because,

being almost pure cellulose, it is not acted upon by

the body ferments and causes absolute minimum of

foreign body reaction and hence the minimum of

exudation into the wound. Under direction of Dr.

H. E. Nelson, the independent surgery resident staff

at Charity Hospital had all uncomplicated appen-

dectomies walk on the first postoperative day with

such gratifying results that later almost all non-

infected abdominal wounds were ambulated at an

early postoperative date. Newburger^ reported re-

cently on comparative strength of abdominal

wounds in early ambulated and nonambulated rats,

and showed in a well controlled series that wounds

Prom Department of Surgery, Charity Hospital of
Louisiana, New Orleans.
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gained full strength much more rapidly in those

animals that were trained to walk immediately after

the operation.

MATERIAL

The cases in this report were all patients oper-

ated on by me while on the surgical service at Char-

ity Hospital, New Orleans. All were charity cases

and in general were in a poorer nutritional state

than the ordinary private patient. Cotton suture

material was used for closing all wounds. Quilting

cotton was used for the sutures, a highly glazed

cotton about No. 50, and No. 80 cotton was used

for ligation of all vessels in the abdominal wall.

All suturing was done according to the principles

of Halsted. A minimum of tissue was contained in

each suture; only plain interrupted or rarely in-

terrupted mattress sutures were used, except as is

indicated later under ventral hernias where gut

suture was also used. All sutures were triple throw

and cut directly on the knot. No sutures w’ere

placed through muscular tissue when this could be

avoided. All noninfected cases were ambulated on

the first postoperative day, unless it was thought

better to delay ambulation a few days because of

drains in the abdomen or excessive obesity.

The cases are divided into three groups and

number 146 altogether.

GROUP I. CELIOTOMIES WITHOUT PERITONITIS

There are ninety-eight cases in this group with

ages ranging between six and sixty-eight.

Ages Cases

6- 9 9

10-19-..- 47
20-29 - r 23

30-39 11

40-49 5

S0-S9 1

60-68 2

Eighty-seven of these cases were explorations

and appendectomies operated on through a Rockey-

Elliot® or Davis transverse incision. There were

forty-four acutely inflamed appendices, including

acute obstructive, acute suppurative, and acute

gangrenous appendicities; and forty-three nonacute

appendices, including subacute, chronic recurrent,

chronic obstructive, and acute focal appendicitis;

and normal appendices.

The typical postoperative orders for an adult in

this group are:

1. Trendelenberg position for 6 or 8 hours postoperative-

ly and then patient to be up and out of bed.

2. Liquids and diet as tolerated.

5.

The Rockey-Elliot incision is a transverse muscle
splitting incision made at the level of the anterior super-
ior iliac spine at the point where the external oblique is

completely aponeurotic and the internal oblique and trans-
versus muscle fibres run in a straight transverse direction.
The incision is carried over the lateral half of the rectus
sheath and the rectus muscle is retracted medially, giv-
ing room to insert the entire hand for adequate explora-
tion.
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3. Cevitamic acid, mg. 50, b.i.d. after meals.

4. Codeine, gr. 1, p.r.n., q.6 for pain only.

(Sedation given only to adult patients.)

All of these patients were up on the first post-

operative day and walked to the bathroom by

themselves. By the second day they were out of

bed more than in. Most of them were discharged

by the third postoperative day and returned to the

clinic to have sutures removed.

The remaining eleven cases had larger abdominal

incisions. Two of them were of the Rockey-Elliot

with Weir, lateral rectus, extensions. Both cases

had acute gangrenous appendicitis. Six cases had

paramedian incisions and three had right rectus

incisions. All of these were closed in layers with

quilting cotton sutures. No muscular sutures were

used. These patients had the same postoperative

orders as others in the group and were all ambu-

lated on the first postoperative day.

GROUP B. CASES WITH CONTAMINATION OR

INFECTION OF THE PERITONEAL CAVITY

There are thirteen cases in this group. The ages

range between six and sixty-eight, distributed as

follows:

Ages Cases

6 1

10-19 1

20-29 4
30-39 4
40-49 2

68 1

There was one upper abdominal stab wound, ex-

plored through an upper transverse incision tran-

secting both recti and oblique muscles. This incision

was closed in layers with plain interrupted quilting

cotton sutures with no sutures placed in the mus-

cles. He was ambulated on the first postoperative

day as no hollow viscera were cut.

There were six cases of ruptured gangrenous ap-

pendices with abscesses well walled off by the

omentum. The incision used was the Rockey-Elliot.

The entire abscess mass along with the appendix

was removed and ten grams of sulfathiazole in sus-

pension were injected through a catheter placed in

the right iliac fossa at the start of the closure, after

the peritoneum had been closed with interrupted

cotton sutures.® The catheter was then removed.

Four of these cases were closed with drains

placed under the fascia and two without drains. All

wounds were irrigated thoroughly with warm saline

and sulfathiazole powder placed in the wound. All

were placed on continuous gastric suction with

intravenous fluids and blood until normal peristalsis

was heard and gas was being passed by rectum. All

6. Pearl. M. J. and Rickies, J. A.: Local Implantation
of Sulfathiazole as Therapeutic and Prophylactic Measure
in Peritonitis. West J. Surg., 50:99-102, Feb., 1942.

were eating within forty-eight to seventy-two hours

and were allowed up on the third day. One patient

was discharged by mistake on the third day be-

cause even the resident on the ward could not be-

lieve that she was a ruptured appendix case.

There were three cases with similar pathology

to the above. Weir extensions were placed on the

Rockey-Elliot incisions to secure better exposure

and prevent contamination of the rest of the peri-

toneal cavity. Postoperative care was the same as

the above and all were up and eating by the third

day.

Two more cases with the same pathology were

operated on through a Rockey-Elliot incision with

a lateral extension paralleling the iliac crest. Post-

operative management was the same as with the

above cases.

One case with generalized peritonitis was oper-

ated on through a Rockey-Elliot incision with a

Weir extension. The appendix was removed and

ten grams of sulfathiazole in suspension were in-

jected into the peritoneal cavity. Drains were placed

under the fascia after thorough irrigation of the

wound with warm saline. Sulfathiazole powder was

also placed in the wound. This patient was kept in

bed for five days, even though his peristaltic sounds

and bowel movements were normal before that time.

On the fifth day he was allowed to be up as much

as desired and was discharged on the morning of

the seventh day.

The patients in this group were allowed up when

it was reasonably sure that the demger of perito-

nitis was over. During the first two days after oper-

ation their abdomens were auscultated at least

three times daily and sufficient sedation was given

to make them comfortable while they were confined

to bed. It must be understood that this is a paper

on early ambulation and not therapy of peritonitis,

and so those cases, in which infection was a contra-

indication to ambulation, are not included. Cases

with active infection, of course, should not be am-

bulated.

GROUP 3. HERNIA REPAIRS

There were thirty-five cases in this group. The

ages ranged between two and eighty-three and were

distributed as follows:

Ages
2 .

10-19.

20-29.

30-39.

40-49.

S0-S9.

60-69.

83 ,

Cases
... 1

... 1

... 9

... 7

... 10

... s

... 1

... 1

The types and distribution of cases were as follows:
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Diagnosis of Hernia Cases

1. Postoperative ventral 3

Reduceable, 2

Incarcerated, 1

2. Diastasis recti and paraumbilical 2

3. Umbilical 3

Simple, 1

Incarcerated, 2

4. Unilateral indirect inguinal 6

Reduceable, 4

Incarcerated, 2

5. Unilateral direct inguinal 1

6. Bilateral indirect inguinal" 19

7. Secondary closure of inguinal 1

All ventral hernias were repaired by the Cattel

technic, in which the entire hernial ring is closed

by a continuous mattress chromic suture, after

which the individual layers are separated and re-

approximated with fine interrupted cotton sutures.

In the inguinal hernias no single technic was

used. In the younger patients a modified Bassini

operation was used, bringing the transversalis fascia

to the shelving edge of Poupart’s ligament to form

the new floor and to reinforce the internal ring. In

older patients with larger defects I used my own

modification of the Halsted repair. In these the

floor is made strong by bringing the lower edge of

the split external oblique aponeurosis to the internal

oblique fascia and aponeurosis, after the transver-

salis fascia and the conjoined tendon have been

brought to the shelving edge of Poupart’s ligament.

Then the upper portion of the external oblique

aponeurosis is sutured to the external surface of the

ilioinguinal ligament or to the fascia lata. The chord

is left in the subcutaneous tissue in these cases.

All inguinal hernia patients were allowed up on

the first day with scrotal supports. Ventral hernia

cases were allowed up on the second day with elas-

tic abdominal binders. All but two of these patients

were obese, one colored girl weighing 352 pounds.

RESULTS AND CONCLUSIONS

Every case in this series healed primarily. In all

of them skin sutures were removed by the sixth

day and usually by the fourth. No wound break-

downs nor separations occurred and no infections.

All scars were excellent from a cosmetic standpoint

and compared favorably with those in nonambu-

lated patients closed with the same technic. All

healed wounds were exceptionally strong at an

early date, as determined by palpation at the first

clinic visit the first week after discharge. No cases

of latent breakdown have occurred in the first year

of follow-up on these cases. In a wound, closed with

a nonirritating, nonabsorbable suture that did not

break down early, it would not be expected that

late breakdowns would occur.

7. Both sides of bilateral hernias were operated on sim-
ultaneously, using two operating teams, the author operat-
ing on one side only, but the technic and management re-
maining the same.

More important than this is the fact that, even

though several of these patients with appendicitis

were operated upon with upper respiratory infec-

tions present, not a single pulmonary complication

of any type occurred in any of them. This is what

would be expected, for atelectasis is not feared in a

patient who is walking about most of the day. Also,

pulmonary emboli do not occur in a patient who

is walking at an early postoperative day because

the thrombosed leg veins, from which emboli usual-

ly arise, do not occur when a patient is active.

Still another consideration from the patient’s

point of view is that these cases are not invalids.

They require no sedation after being up. They do

not have to be taken care of; they go to the bath-

room by themselves. Not a single case in the above

series required catheterization, nineteen bilateral

hernias included. Only three were given enemas,

about the expected number that would ordinarily

need enemas out of 146 people, and none of them

needed laxatives. They could all eat and drink nor-

mally after the operation, except as pointed out

under cases with peritonitis.

Still another important point is that these cases

do not lose their muscle tone because their muscles

are not immobilized. Patients can be sent home at

an early date, saving valuable hospital time for

other patients who may need it. These people do

not spend the next week or two at home being

waited on as the ordinary simple appendectomy

patient used to do. All of these patients could come

to the clinic by themselves for their first visit,

usually one week to two weeks after surgery.

How do the patients themselves react? Most of

these cases are told in advance that they will get up

on the first postoperative day and hence they expect

it. Most of the white females and older patients

have to be coaxed out of bed. Practically all of them

feel a sharp pain in the incision when they first get

up, but this quickly disappears. Once a patient is

up, it is hard to get him back to bed. Almost all

patients are willing to get up, if they know it

will shorten their hospital stay, and that they will

be able to resume full activities at an earlier date.

Nonambulated patients in the same ward are all

jealous of walking cases; and any patient who

realizes that it is all right for him to get up is a

hard patient to keep in bed.

I can see no disadvantages to early postoperative

walking in noninfected cases. Certainly many pa-

tients who refuse operation because they are afraid

of the painful and disagreeable postoperative course

will consent, if they know they can get up after the

operation.
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OREGON STATE

MEDICAL SOCIETY

AMENDMENT TO OCCUPATIONAL
DISEASES LAW

To the Medical Profession of Oregon;

1. The amendment covering occupational diseases be-

came effective on July 1, 1943, and applies only to occu-

pational diseases incurred after that date.

2. The law defines occupational diseases as:

a. Any disease or infection which is peculiar to the in-

dustrial process, trade or occupation in each instance

and which arises out of and in the scope of employment,
and to which an employee is not ordinarily subjected or

e.xposed other than during a period of regular actual em-
ployment therein.

b. Silicosis: Silicosis shall mean a disease of the lungs

caused by breathing silica dust (silicon dioxide) produc-
ing fibrous nodules distributed through the lungs and
demonstrated by x-ray examination or by autopsy.

3. Interpretation of definition of occupational disease;

.\n occupational disease is one that is definitely asso-

ciated with the hazards of an employment and not likely

to be incurred elsewhere. Ordinary diseases of life to

which the general public is exposed outside of employ-
ment should not be compensable. The disease must ap-
pear to have had its origin in a risk connected with the

employment and to flow from that source as a natural

consequence.

4. A special form is required for the filing of an occu-
pational disease claim (Form No. 227 available from the

Commission)

.

5. The procedure for filing a claim is the same as for

industrial accidents. The claim form includes reports
from the workman, the employer, and the doctor.

6. Compensation payments for occupational diseases

are the same as for industrial accidents, except by cer-

tain limitations in cases of silicosis, where the exposure

after the effective date of the amendment is less than

five years.

7. The law requires that claims for silicosis be filed

within one year after total disability, or within six

months after death.

8. -A requisite for the obtainment of benefits for sili-

cosis is five years injurious exposure to silicon dioxide in

a workman’s employment in Oregon, some portion of

which shall be after the effective date of this act.

9. Compensation, medical, hospital and nursing ex-

penses on account of silicosis are payable only in the

event disability or death results within two years after

the last injurious exposure, except that in the event of

death following continuous total disability commencing
within two years after the last injurious exposure, the

former limitation shall not apply.

10. The appeal rights are radically different in occupa-
tional disease cases. The only appeal from a final order

of the Commission is to a medical board of review, and
the appeal must be filed within 30 days from the date of

a final Commission order. The medical board of review

consists of three doctors selected from an approved panel,

one doctor chosen by the claimant, another by the Com-
mission, and the third by these two. The panel from

which a board of review may be chosen is appointed by

agreement between the Dean of the Medical School of

the University of Oregon, the State Health Officer, and

the Industrial Accident Commission.

11. Injuries arising out of the course of employment

and due to violent and external means should be reported

as an accident on Form 20, the 3-way form that has

been in use for years.

12. Occupational disease cases should be reported on new
Form 227, also a 3-way form (employee, employer, and

doctor)

.

13. In instances where there is real doubt as to which

form would be appropriate, it is suggested that both

Form 20 (accident report) and Form 227 (occupational

disease report) be sent to the Commission for claim de-

termination.

U. OF O. MEDICAL SCHOOL

Poliomyelitis Conference. The University of Oregon

Medical School, in conjunction with the Multnomah Coun-

ty Chapter for Infantile Paralysis, held a three-day sym-

posium on newer concepts in the management of polio-

myelitis September 16-18. Some seventy public health

nurses. and physicians from all parts of Oregon attended.

.Although there have been a considerable number of in-

fantile paralysis cases recently in the state. Dean David

W. E. Baird emphasized that the symposium did not indi-

cate the school’s belief that cases would increase. Polio

usually declines with winter weather. The course was

designed as a help in handling existing cases.

Only basic data were presented. Speakers included Dr.

E. T. Hedlund, Portland postmaster and head of the

Oregon Polio Foundation; Dr. Adolph Weinzirl, professor

of preventive medicine; Dr. Paul V. Wooley, Jr., associate

professor of pediatrics and assistant medical director
;
Dr.

Lawrence Noall, associate professor of orthopedic sur-

gery
;

Dr. Lewis Clark, director, the crippled children’s

division of the school. Lectures and demonstrations were

given by nurses of the Medical Center’s hospitals. Approx-

imately twenty-five polio cases have been handled at

Doernbecher Memorial Hospital for Children in recent

months. Observation and practice on young patients was

a feature of the three-day meeting.

Dr. Olaf Larsell, professor of anatomy, will attend

the Chicago session of the .American Academy of Oph-
thalmology and Otolaryngology, October 10-14. He will

give a paper based on his seven years research on the

cochlea.

Dr. Warren C. Hunter, professor of pathology, will

represeent the medical school at an indoctrination course
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at the naval reserve midshipmen’s school, Columbia Uni-

versity, New York City, October 1-15. All medical schools

now affiliated with the Navy V 12 plan will send dele-

gates. He will attend as a civilian representative.

Ralf Couch, secretary of the medical school and direc-

tor of hospitals, attended the .American Hospital associa-

tion sessions.

MEDICAL NOTES

Hospital at Camp .Abbot Dedicated. September 2 saw

the dedication of a camp and its hospital on the area where

eighty-eight years ago General Henry Larcom Abbot (then

Lt. Abbot) first camped. Colonel Frank S. Besson, brother

of L. S. and John Besson of Portland, is the commanding

officer. Colonel Frank J. Crandal, Jr., is Post Surgeon.

Charles E. Hunt of Eugene represented the State Medical

Society, and gave a short talk. Tribute was paid to the

late Robert W. Hemingway of Bend. F. .A. Lieuallen of

Bend spoke for the Central Oregon Medical Society. R. E.

Johnson spoke for the Central Oregon Dental Society. Mr.

Robert W. Sawyer gave a talk on the work of John Strong

Newberry, doctor who accompanied the early Pacific Rail-

way Survey. John Besson, of Portland, formerly of Bend,

brought greetings from Multnomah County Medical So-

ciety.

Nurses drilled and bands played; a color guard raised

a Red Cross flag, and planes flew overhead. The ceremony

was colorful and impressive.

.A large Oregon coast area is without medical service.

Lumber camps and other groups must go to Newport or

Grande Ronde to get any medical services, thus causing

inadequate medical care as well as a high amount of ab-

senteeism. Lumber industry is willing to underwrite a salary

for a doctor who will practice in that area.

Clyde Walker has moved from Vale to Westport.

Melvin Breeze will intern in the Henry Ford Hospital

in Detroit. He is a 1936 pharmacy graduate from Oregon

State, and for a few years worked as an Eli Lilly sales-

man in Southern Oregon.

Poliomyelitis continues in the Willamette Valley, espe-

cially about Eugene and Salem. More cases are reported

this year than any time since 1927. Cases are reported all

over the state, but coastal areas seem to have less than

interior area cities. About 10 per cent are fatal. The Kenny

treatment seems to be lessening the paralysis of other cases.

Many cases, of course, are so slight as to go undiagnosed.

Captain Leo Schneider of Portland sent a postcard to

hsi wife saying he was uninjured and in good health. He is

a prisoner of the Japanese since the fall of the Philippines.

Harold Chapman of Marshfield and Eugene has been

having a furlough in Australia. He is now a major.

Roseburg Veterans Hospital loses two doctors. W. B.

Hawkins is entering the army, and Mark L. Underwood is

retiring.

We envy Dr. and Mrs. O. H. Clarke of Myrtle Point

who have just returned from a month on the East Coast.

They visited their son, Robert, Chief Pharmacist Mate,

while his ship was in harbor for repairs. On the way home
they did considerable sightseeing, and visited Dr. Clarke’s

mother. From her they added a hundred-odd pitchers to

their own collection of some two hundred.

Vacation period is about over. Most of us have taken

some sort of a vacation, but none have been able to leave

for a long enough period to really rest. Perhaps the hunt-

ing season will help in this emergency. Shorter work hours

may add up to a longer number of weeks and months.

We must hold out for sure until the end of the War. No
fair quitting before our time.

J. B. Gillis has closed the Milton Clinic. He has ac-

cepted a position in the Kaiser Emergency Hospital in

Portland.

The Army has places for many women doctors. So far

no western women have joined. Women doctors now have
the same standing as men, and are given the same assign-

ments according to training.

Miss Lorriene M. Conlee, e.xecutive secretary for the

State Medical Examiners, gives out the figures of thirty-

three women practicing in Portland, and twenty-seven in

the rest of the state. Only seven women are enrolled in

the University of Oregon Medical School this year. There

is no military arrangement for them as there is for the

men students to study nor as there is for nurses training.

OBITUARIES

Dr. Arthur Wayland Moore, age 88, died August 25

in Portland. He was born March 17, 1855, in Ellsworth,

Maine. He graduated from University of Vermont. His

medical degree was obtained at College of Medicine in 1883.

He came to Oregon in 1883 and practiced in St. Helens

before going to Portland, where he practiced until four

years ago. Dr. Moore was one of the first members on the

staff of St. Vincent hospital, past president of Multnomah
County Medical Society and connected with many organi-

zations. In later years his hobby was making miniature

articles.

Dr. Robert W. Hemingway, age 49, died August 27 at

his home in Bend. He graduated from Rush Medical Col-

lege in 1925 and interned in St. Paul. He opened an office

in Bend in 1922 and has continued practicing there. Always

alert and friendly, he was well known and highly respected

both socially and professionally.

SOCIETY MEETINGS

Jackson County Medical Society met at the home of

Charles Lemery in Medford, September 8, for a 7 o’clock

dinner. C. I. Drummond gave a paper on “Caudal .Anes-

thesia in Obstetrics.” L. O. Inskeep gave a report on the

State Medical Society annual meeting.

Lane County Medical Society met at the Sacred Heart

Hospital, Eugene, September 17. Drs. Overstreet and Stew-

art talked on “Poliomyelitis,” demonstrating with active

cases.

Umatilla County Medical Society had its first fall

meeting, September 21, in Pendleton.

J. P. Brennan reported on the State Society Meeting.

Major Merrill Smeltzer gave a paper on “Endometriosis.”

Major Thomas Buckley gave a paper on “Some Practi-

cal Points in Office Practice of Urology.”

Lt. Colonel Oral Harbaugh showed an excellent picture

on “Amputation of Lower Extremities.”

The last three speakers were doctors from McGaw Hos-

pital at Walla Walla.
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WOMAN’S AUXILIARY

The first meeting of the Tri-county Medical Auxiliary

was held September 14 in Portland at the home of the

president, Mrs. Stuart Lancefield. A dessert supper was

served. Mrs. Grover Bellinger, new state president, reported

on the state convention. Officers assisting Mrs. Lancefield

for the ensuing year are Mrs. Carl Emmons, vice-presi-

dent; Mrs. Rosco Wilson, secretary; Mrs. J. O. Matthis,

treasurer.

Births: Dr. and Mrs. Jack Grondahl of Pendleton are

the parents of a daughter, Mary Allison, born August 31

in Portland.

Dr. and Mrs. Eugene Sorum are the parents of a daugh-

ter born in Marshfield, September 10.

Wedding: M. H. Smith of Astoria and Miss Bertha

Henningson of Portland were married July 3. Their home

is at 37S Kensington Ave., Astoria.

WASHINGTON STATE

MEDICAL ASSOCIATION

FIFTY-FIFTH ANNUAL MEETING

SEATTLE, 1944

RESOLUTIONS AND AMENDMENTS

Although a later issue will carry complete minutes of the

Board of Trustees and the S4th annual session of the House

of Delegates of Washington State Medical Association, held

in Seattle September 11-12, it is desired at this time, for the

immediate information of all members, to publish some

major resolutions adopted and particularly the election of

officers and committee members. Vernon W. Spickard of

Seattle was inducted as President and will head organized

medicine in the state for the next year. Other officers and

committee members were elected were as follows:

Raymond L. Zech, Seattle, President-Elect.

Herbert E. Coe, Seattle, Vice-President.

Wilmot D. Read, Tacoma, Speaker, House of Delegates.

John H. O’Shea, Spokane, Delegate to .\.M..4.

Leon S. Gilpatrick, Spokane, Alternate Delegate to A.M .A.

Carroll L. Smith and Donald G. Corbett, Spokane, Trus-
tees for Western Washington.

Allison T. Wanamaker, Seattle, re-elected to Finance
Committee.

George W. Cornett, Yakima, elected to Finance Commit-
tee chairmanship, vacated by resignation of V. W. Spickard.
George R. Marshall, Seattle, Assistant Secretary-Treas-

urer.

Herbert E. Coe, Seattle; R. N. Hamblen, Spokane and
S. F. Herrmann, Tacoma; Committee on Publication
(Northwest Medicine).
Committee on Meffical Defense: Homer D. Dudley, Se-

attle, Chairman; J. Reid Morrison, Bellingham; Milton P.
Graham, Aberdeen

;
George W. Cornett, Yakima

;
Carroll L.

Smith, Spokane, and Wilmot D. Read, Tacoma.
Other committees will be elected when the Board of

Trustees meets again some time in November.

RESOLUTIONS AND AMENDMENTS
The following Resolutions and Amendments were adopt-

ed by the House of Delegates, September 12:

(Note: The E.xecutive Committee of the state association
was instructed by the Board of Trustees to draft the follow-
ing Resolution for consideration by the House of Delegates.
The Resolution was presented to the House of Delegates
who referred it to the Resolutions Committee. The Resolu-
tions Committee held a hearing on it and recommended to
the House of Delegates its adoption. The House adopted the
Resolution.)

Prepaid Hospitalization

Be It Resolved'. That the Board of Trustees of Washing-
ton State Medical Association favors prepaid hospitalization
under the direction of Washington State Medical Associa-
tion; and
Be It Resolved'. That the Board of Trustees of Washing-

ton State Medical Association recommends to the House of
Delegates approval of the sale of pr^aid hospitalization

under the direction of Washington State Medical Associa-

tion
;
and

Be It Resolved: That this plan be made available to the

families of the subscribing members of Washington State

Medical Bureau and to the public; and
Be It Further Resolved: That a Committee of the Trus-

tees of Washington State Medical Bureau constitute a fier-

mament committee for the study and recommendation of all

matters pertinent to prepayment medical and hospital plans,

including tax financed medical programs.

(Note: The following three Resolutions were presented

by the Washington State Radiological Society to the Board
of Trustees of Washington State Medical Association who,
in turn, referred them to the House of Delegates. The House
of Delegates voted to accept the Resolutions, referring them
to the Resolutions Committee of the House of Delegates for

report. The Resolutions Committee held a hearing on them
and referred them back to the House of Delegates with
corrections and amendments and with the recommendation
that they be approved as amended. The House of Delegates

voted approval of the Resolutions.)

Radiology In Medical Practice

Resolved: That Washington State Medical Association

hereby officially reaffirms and reemphasizes the principles

that:

1. Radiology in all its aspects is medical practice, and
cannot exist except as an integral part of the practice of

medicine; and consequently cannot properly be carried out

by any except licensed practitioners of medicine.

2. The technical and medical aspects of radiology are

properly and in fact inseparable; and technicians must be

required to carry on their activities only under the personal

direction, and as the agents of, licensed practitioners of

medicine.

Unethical Employment
Resolved: That Washington State Medical Association

declares it unethical for its members to serve as employees
under conditions or in situations which involve the sale, or

offer for sale, of their services by a corporation or un-
licensed employer.

Unlawful Medical Practice

Inasmuch as it is known to this body that there are ex-

isting instances wherein corporations and unlicensed persons

are practicing medicine, in violation of the law and public

policy of the State of Washington,
Resolved: That an existing committee be empowered and

directed, or a permanent committee be appointed, empow-
ered and directed, to act in the name of, and as the author-

ized agent of Washington State Medical .Association:

1.

To receive and gather evidence of instances of such
practice if proved to be illegal,

2. To dissuade, whenever possible, the persons responsible

for such unlawful practice of medicine.

U. S. Senate Bill 1 161

Whereas, Senators Wagner and Murray have introduced

in the Senate of the United States a Bill entitled: “.4 Bill to
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provide for the general disability, sickness, unemployment,
and dependency; to amend and extend the provisions of the

Social Security Act; to establish a Unified National Social

System
;
to extend the coverage, and to protect and extend

the social-security rights of individuals in the military serv-

ice; to provide insurance benefits for workers permanently
disabled

;
to establish a Federal system of unemployment

compensation, temporary disability, and maternity bene-

fits; to establish a national system of public employment
offices, to establish a Federal system of medical and hos-

pitalization benefits; to encourage and aid the advancement
of knowledge and skill in the provision of health services

and in the prevention of sickness, disability, and premature
death

;
to enable the several States to make more adequate

provision for the needy aged, the blind, dependent children,

and other needy persons; to enable the States to establish

and maintain a comprehensive public assistance program;
and to amend the Internal Revenue Code,” and known as

S. 1161 of the First Session of the 78th Congress, now,
therefore.

Be It Resolved: That Washington State Medical Associa-

tion at its annual meeting held at Olympic Hotel, Seattle,

Washington, on September 11-12, 1943, vigorously opposes
the passage of Senate Bill No. 1161.

Be It Further Resolved: That the Secretary immediately
inform our Representatives and Senators in Congress of our
opposition to this legislation and earnestly urge each of said

Representatives and Senators to vote and work against the

passage of this Bill.

The Federal Childrens Bureau Circular No. 13,

As of March 29, 1943.
1. Herein is announced the appropriation by Congress of

?S,600,000 the first year (proposed $6,000,000 for future

annual apportionment) for use in the different states in

carrying on Maternal and Infant service. Washington’s
allocation is to be expended in hospital obstetric and pe-

diatric care for wives and infants of soldiers, of grades:

Private, Private 1st Class, Corporal, Sergeant and corre-

sponding grades in all other branches of the Armed Forces.

2. Whereas: The Bureau states it will allow:

a. $10 for prenatal care,

a. $35 for delivery and postpartum care,

c. $10 for first week of infant sickness in hospital only,

d. $S a week for subsequent care in hospital only,

e. $10 for individual consultation fee; in case of complica-

tions a maximum of $45 may be paid the consultant, not

to the attending physician.

3. Whereas: The above does not take into consideration

obstetric complications, exigencies, emergencies, compensa-
tion commensurate with care demanding special technical

skill, and
4. Whereas: These complications, etc. are to be found

more often in this social bracket
;
and

5. Whereas: No. 2 does not recognize the difference in

cost to the doctor for obstetric care (one example, his of-

fice rent, personnel, equipment, supplies) whether located

in White Salmon, Ephrata, Vancouver, Spokane or Seattle;

and
6. Whereas: The results of the above are not conducive:

a. To continuing the developing high standard of obstetric

and pediatric service in the State;

b. Or, therefore, to a fully adequate realization of the ob-

jectives of this circular of the Bureau
;
and

7. Whereas: The fees allowed for sick infants are piti-

fully meager as cited in No. 2, subitems c and d; no office

calls nor house visits are provided under this bill
;
and

8. Whereas: In a Democracy “freedom” is its greatest

asset, so here in this project it is a matter of insistence

that:

a. The prospective mother shall have her free choice of

physician

;

b. There may be a mutual agreement between her and her

physician as to fee for his services;

c. In order to regulate fee-cost ratio, the entire procedure
must be under the control of the State Medical Associa-

tion
;
and

9. Whereas: The Children’s Bureau has most prematurely
submitted a memorandum to a large number of camps in

which the soldiers of the four lowest categories in the

.A.rmy, etc. have been informed that they are entitled to

free care for their expectant wives and for a year of care
for the infant, all of which has embarrassed the soldiers
greatly, since the organization has been arranged in almost
no states in the union; very few of our hospitals have been
acquainted with the contents of circular No. 13 and the
memorandum has served to put the medical profession in
a bad light, “on the spot” so to speak, since they have not
as a whole been acquainted with the promises of the
Bureau (Federal Government) which directly involves the
medical man; and

10.

Whereas: The American Medical Association House
of Delegates in June, 1943, approved the reference com-
mittee recommendations
a. That the action of the Federal Government in making

funds available for maternity and infant care for the
wives and infants of enlisted men be approved, and

b. That the adoption be urged of a plan under which the
Federal Government will provide for the wives of en-
listed men a stated allotment for medical, hospital, ma-
ternity and infant care, similar to the allotments already
provided for the maintenance of dependents, leaving the
actual arrangements with respect to fees to be fixed by
mutual agreement with the wife and the physician of her
choice

;

Be It Resolved, That:
1. Washington State Medical Association approves in

general the action of the Federal Government in its at-

tempt to furnish emergency obstetric and pediatric assist-

ance to the wives of enlisted men for the “duration”;
2. Be It Further Resolved: That, in sympathy with the

enlisted man’s predicament, and in recognition of the ex-

igency of the moment, Washington State Medical Associa-
tion agrees to receive the Bureau’s fees as stated until the
Bureau’s willingness to appreciate differences in care cost,

grades of skill necessary in emergency practice, degrees of
service, and to allocate equable and reasonable compensa-
tion, the period of acceptance of this plan to terminate
July 1, 1944.

3. Be It Further Resolved: That Washington State Medi-
cal Association desires that each prospective mother (wife

of an enlisted man) shall have free choice of physicians;

4. Be It Further Resolved:
a. That the fee for services rendered in respective com-

munities shall be agreed upon by a committee appointed
by Washington State Medical Association.

b. That at the conclusion of services the stated amount be
paid the attending physician through recognized, estab-

lished channels; and
5. Bt It Further Resolved: That the Maternal and Child

Welfare Committee of Washington State Medical Associa-

tion confer with representatives from the Western States

to formulate a unanimous action relative to Federal Chil-

dren’s Bureau Circular No. 13 ;
and

6. Be It Further Resolved: That Washington State Medi-
cal Association provide funds to implement this resolution.

AMENDMENT TO BY-LAWS
Annual Dues to State Association

Amend Section 3, Chapter II of the By-Laws of Wash-
ington State Medical Association by striking out in the first

sentence of said Section the sign and figures “($15)” and
substituting in lieu thereof the words, sign and figures

“Twenty Dollars ($20) ”.

(Note: Report of Secretary-Treasurer shows that dues

for 417 members in the armed forces have either been re-

funded or exempted. This amounts to $6,255 per year. An-
nual income is not sufficient to cover expenditures).

PROPOSED AMENDMENT TO CONSTITUTION

Honorary Members of State Association

Amend Section 3, of Article HI of the Constitution of

Washington State Medical Association by striking the period

at the end of the first sentence of said section and adding
thereto, the following:

“or active members who have been in good standing in

this Association but who are now totally disabled and not

in the practice of medicine and have been exempted from
the payment of further dues or assessments by their com-
ponent societies.”

Note: Amendments to the Constitution are effective one
year following adoption. Therefore, this amendment will be
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effective Sept. 12, 1944. This is an amendment to the sec-

tion regarding Honorary Members who are exempt from

dues and would permit extension of such provision to mem-
bers disabled and not in active practice of medicine)

.

MEDICAL NOTES

The Doctors Hospital. Plans have nearly been com-

pleted for construction of the $800,000 Seattle hospital

by King County Medical Service Corporation, the corpo-

rate body of the Medical Service Bureau. Its title will be

The Doctors Hospital, with a capacity of 200 beds. Plans

call for three major and two minor surgeries, a nursery,

outpatient department and other accessories of a modern

hospital. It will be a two-story structure, with basement

and subbasement made possible by the lay of the land

which covers a city block.

Modern Addition to Hospital. It is announced that St.

Joseph’s Hospital at Aberdeen will be enlarged by a mod-

ern wing and residence for Catholic sisters with funds from

a $700,000 bequest left by a pioneer Grays Harbor lum-

berman. A committee has been appointed to plan the hos-

pital improvements and complete them at an early date.

Bids Received for Hospital Construction. Contract

bids were received last month at Olympia for the construc-

tion of a $275,000 addition to Western State Hospital at

Fort Steilacoom. It will be one-story high, of masonry con-

struction with angular wings. Referred to as a geriatric

ward, it will contain 268 beds.

Hospital for Ephrata. It is reported that plans are being

drawn for a $300,000 general hospital and nurses home at

Ephrata for Grant County Hospital Association. It will

contain fifty beds. Its necessity is indicated by the fact

that the territory around Ephrata for twenty-five miles

has increased in population in the past three years from

2500 to 15,000.

Proposed Home for Venereal Diseased Women. The

Seattle city government proposes to lease Florence Critten-

ton Home which for several years has extended obstetric

service to unmarried mothers, for a treatment center for

girls and women suffering for venereal disease. Negotiations

are being carried on with FWA for a grant of about

$100,000, to be duplicated with a similar sum annually by

the city. If carried out, this home will relieve the over-

crowded city jail which hitherto has housed these patients.

New Bremerton Hospital. The Franklin Delano Roose-

velt Hospital at Bremerton has been built at a cost of

$986,000, this sum being appropriated by FWA, and the

hospital is now in the final stages of construction. It is ex-

pected it will be open for reception of patients by Novem-

ber 1. It is a multiwinged hospital covering 65,000 square

feet of land.

Renton General Hospital. Bids have been called for

the $500,000 Renton hospital, which will be a one-story

masonry building containing 101 beds, together with surgery

and a maternity room.

Warning Against Diphtheria. A warning has been is-

sued by Bryan Newsom, King County epidemiologist, con-

cerning the possible danger from diphtheria, owing to the

migration of war working families to the Pacific North-

west. During the first eight months of the year fifty-eight

cases were reported in the county. This is a large figure as

compared with ten cases last year in the same period.

Doctors are cautioned to be on the lookout for patients
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with slight fever, sore throat with white membranes in the

pharynx.

Medical Director for Firland Sanatorium. Seattle’s

acting commissioner of health, Ragner T. Westman, has

appointed the first fulltime medical director for Firland

Tuberculosis Sanatorium, Kenneth B. Olson, who has been

pathologist and director of laboratories of Olive View Sana-

torium in Los Angeles County, California. Dr. Olson is a

graduate of Seattle’s Garfield High School and the Univer-

sity of Washington, and obtained his medical degree from

Harvard Medical School in 1933. After serving at Boston

City Hospital, he was at Presbyterian Hospital, New York,

for five years, subsequently as laboratory fellow at Trudeau

Tuberculosis Sanatorium, Saranac Lake, N. Y.

Medical Service at Boeing’s. Nowhere are workmen at-

tended with more meticulous care than in war plants. At

Boeing’s, home of the Flying Fortress, are employed thir-

teen fulltime physicians and seventy-one registered nurses

who treat chiefly minor cuts and bruises at first-aid sta-

tions located at strategic points throughout the company’s

plants. In addition are seven laboratory technicians and

nine nurses aides. The purpose is quickly to promote healing

of injuries and prevent infection.

Poliomyelitis in Kitsap County. There was much agi-

tation last month in Bremerton and adjacent country on

account of the presence of poliomyelitis. Fourteen cases of

the disease were reported, though not considered excessive

in a population of about 125,000. However, the Bremerton

Board of Health ordered closure of theatres, churches,

dance halls and swimming pools. Three fatalities were re-

ported. Strangely enough, in Seattle, with its great popu-

lation, only five cases have been reported during the year.

Emergency Doctors and Dentists. The state license

director at Olympia has announced the granting of tempo-

rary licenses to thirty-two physicians and surgeons and

twelve dentists. These licenses are to be valid between the

time of issuance and completion of the next examination

for these practitioners.

OBITUARIES

Dr. Lewis R. Dawson of Seattle, age 87 years, died

•\ugust 16 as a result of cardiac disease. He was born in

Warren, Ohio, in 1856. He obtained his medical degree from

University of Michigan Medical School in 1882. He located

in Seattle for practice in 1884, when conditions were primi-

tive and population small. In 1887 he entered into partner-

ship with Thomas T. Minor, one of the leading physicians

having a large and influential practice. Dr. Minor’s tragic

death by drowning, in the summer of 1889, left Dr. Daw-
son to carry on his practice, which continued successfully

until within a few years of his death.

Soon after his arrival in Seattle Dr. Dawson joined the

Seattle Rifles which took an active part in suppressing the

Chinese raids of 1885. Later he was appointed chief surgeon

of the first Washington Volunteer Infantry which subse-

quently merged with the National Guard. At the outbreak

of the Spanish-American war he was appointed surgeon of

the first Washington Volunteer Infantry which participated

in the war in the Philippines. He gained distinction not only

as a surgeon but by deeds of valor on the battlefield. He
continued on the retired list of Washington National Guard

as lieutenant colonel and brigade surgeon.
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During subsequent years he devoted a long life to the

practice of medicine, being one of the best known prac-

titioners in the city with a large clientele for whom he was

not only a dependable physician but a personal friend. He

was distinguished for meticulous detail in care of his pa-

tients, being deliberate and thorough with them, regardless

of age or personal relationships. He was the sort of physi-

cian that patients retain for themselves, their children and

grandchildren. He was the typical general practitioner,

being internist, surgeon, obstetrician and pediatrician. His

memory will be retained for many years by a host of

friends and admirers.

Dr. James L. Rogers of Spokane died September 4, age

64 years. He was born in Rock Island, 111., in 1879. He ob-

tained his medical degree from University of Minnesota

Medical School in 1905. He first practiced at Santa, Idaho,

and located in Newport, Washington, in 1909. In 1920 he

opened an office in Spokane. He was physician for the Mil-

waukee Railway until his retirement a few years ago.

Dr. .Ashley B. Palmer of Seattle, age 78 years, died

-August 15. He was born in Monticello, Iowa, in 1865. He

graduated from Indiana Medical College in Indianapolis in

1907. He located for practice in Seattle in 1895, where he

practiced until his final illness.

Dr. George R. Gowan of Walla Walla, age 61 years,

died September 2 following an extended illness. He was

born in Bedford, Indiana, in 1882. He obtained his medi-

cal degree from Southwestern Homeopathic Medical Col-

lege and Hospital at Louisville, Kentucky, in 1909. In that

year he located at Milton, Oregon, and in 1919 moved to

Walla Walla, where he practiced as an eye, ear, nose and

throat specialist until three years ago.

Dr. Arthur S. Monzingo of Gig Harbor died August

21 from disease of the heart, age 66 years. He was born at

Coin, Iowa, in 1877. He obtained his medical degree at

Keokuk Medical College of Physicians and Surgeons in

1908. .After practicing in a western city he located at Gig

Harbor in 1925, where he opened a hospital and continued

practice until his death.

Dr. Frank H. Grandy of Seattle, age 45 years, died

.August 15 of disease of the heart. He was born in Warsaw,

Indiana, in 1898. He received his medical degree from In-

diana University School of Medicine in 1926. He practiced

at Burton, on Vashon Island, for six years before locating

in West Seattle, where he has practiced during the past

nine years.

Dr. Christo P. Balabanoff of Tacoma died August 6,

age 84 years, after a brief illness. He was born in Bulgaria,

and came to the United States in 1876. He obtained his

medical degree from New York Medical College in 1888.

In 1896 he located for practice in Tacoma, specializing in

eye, ear, nose and throat work, and continued in practice

until about a week before his death.

Dr. Dale O. Nugent of Centralia died in Portland Sep-

tember 10, age 59 years, after a prolonged illness. He was

born in Tennessee in 1884, and obtained his medical degree

from University of Tennessee College of Medicine in 1892.

He located for practice in Centralia in 1923. Beside being

in active practice during this period, he participated as civic

leader in the progress and development of the city.

SOCIETY MEETINGS

COWLITZ COUNTY MEDIC.AL SOCIETY

Cowlitz County Medical Society held its first regular fall

meeting September 15, 7; 00 p.m., at the Coffee Shop in

the Columbia Hotel, Kelso. It was well attended. J. W.
Henderson, a former member now retired, was a guest of

the society. He is devoting all of his time to farming activi-

ties and reports some of his corn stalks over twelve feet

high. No arguments from any of the members.

Several business matters were discussed. J. H. Benward,

pediatrician from the Doernbecher Hospital, Portland, gave

a most interesting paper on the present epidemic of polio-

myelitis. A number of cases have been reported in Portland

area as well as in our local district. He stressed the impor-

tance of early diagnosis, of which he considers the most

symptoms are fever, extreme headache, spasticity of muscles

in neck and back, and sometimes vomiting and diarrhea.

The cause of the disease is not definitely known but he

thought it important during such an epidemic that chil-

dren should avoid crowds, especially public places, swim-

ming pools, theaters, etc. He advised the Sister Kenny

treatment with early passive motions, to begin immediate-

ly after the paralysis develops. There is no serum or any

other medication of any value up to the present time.

The Auxiliary met at the home of Mrs. John Nelson who
was hostess for the evening and is the incoming president.

She gave a report of the state auxiliary meeting which was

held in Seattle. Mrs. C. J. Sells spoke on the aims and his-

tory of the auxiliary.

PIERCE COUNTY MEDICAL SOCIETY

The regular meeting of Pierce County Medical Society

was held in the Medical Arts Auditorium, Tacoma, on

September 14, with S. F. Herrmann in the chair. Minutes

of the last meeting were read and approved.

The program was presented under the auspices of the

Committee on Industrial Hygiene of Washington State

Medical Association.

L. W. Farner described the development of the indus-

trial hygiene program in the state.

H. J. Whitacre presented the program of the Commit-

tee on Industrial Hygiene of the State Association.

.Arthur P. O’Leary was elected to membership.

WALLA WALLA VALLEY MEDIC.AL SOCIETY

The September meeting of Walla Walla Valley Medical

Society was held at the McCaw General Hospital, Walla

Walla, where the society and its .Auxiliary were guests of

the hospital staff. All enjoyed a pleasant social half hour

before dinner. The following program was thoroughly en-

joyed. It set a high standard to equal in programs of the

year.

Capt. Albert Lesser gave an illustrated paper on “Vein-

ography” which made clear the immense progress that has

been made in this field.

Capt. Gerhard Danelius gave a roentgen demonstration

that was very interesting and made many linger after the

meeting to learn more of the many things shown.

Capt. Wm. Scoville, Chief of Neurosurgery, gave us a

paper on “Ruptured Nucleus Propulsus.” This troublesome

condition is much more common than many think and is

also easier to diagnose as we learn more about it.
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STATE DEPARTMENT OF HEALTH

VENEREAL DISEASE CONTROL

The shifting of population to industrial centers and in-

creasing numbers of trainees in training camps throughout

the state has complicated the problem of venereal disease

control in the State of Washington. This increase in diffi-

culty has been greatly ameliorated by the splendid coopera-

tion given by the Armed Forces, local departments of

health, and other official and voluntary agencies.

The control of both syphilis and gonorrhea rests upon

preventing sexual contact between infected individuals and

those who are susceptible. The major responsibilities of the

health department are to impress upon the general public

the importance of these diseases, to find those who are in-

fected and to see that they are treated until no longer a

menace to others. The points emphasized in the educa-

tional campaign are early diagnosis, early treatment by

competent physicians and avoidance of quacks and self-

treatment. This results in a certain number of patients

seeking treatment voluntarily.

A more direct method of finding infected individuals is

the interview of each person diagnosed as having venereal

disease. This is the first step in the contact tracing process.

It is important to know answers to the questions: “where

did you get it?” and “to whom might you have given it?”

Obviously, this requires skilled and tactful interrogation.

When this information is obtained, an effort is made to find

the alleged contacts and see that they are examined and

treated when necessary.

Another method of case-finding is usually called the Was-

sermann survey. One of the best examples of this type of

work is that with the Selective Service men. When a man

is called for induction he is required to have a blood test.

The laboratories of this state performed about 175,000 of

these tests and found 2,641 positive up to July 1 of this

year. It is the responsibility of the Health Department to

see that these men are treated and returned to the Selective

Service Boards as fit for duty.

In the two-year period from July 1, 1941, to June 30,

1943, there were 16,737 cases of venereal disease reported

to the State Department of Health. Of this number, 5,862

were treated in clinics. The average monthly patient load

was 3,292. There were 96,776 treatments administered for

syphilis. Patients with gonorrhea visited the clinics 14,002

times; 644,600 sulfonamide tablets were distributed. The
laboratories performed 608,686 serologic tests for syphilis

and 76,841 tests for the detection of the gonococcus. Dur-

ing the same period of time there were 79,694 doses of

arsenicals distributed free to private physicians and an

equal or greater number of doses of bismuth.

Nothing has been said so far about cooperation with the

.Armed Forces. As early as September, 1939, the War and

Navy Departments and the United States Public Health

Service realized that an emergency existed. This resulted in

what is usually called the eight-point agreement which was

adopted by the State and Territorial Health Officers in

May, 1940. It was later endorsed by the International Asso-

ciation of Chiefs of Police of America and other interested

and influential organizations. Two points of interest in the

present outline is the agreement to exchange information

between civilian and military authorities, and the promise

of cooperation of these with the local police in repressing

prostitution.

Every infected soldier and sailor is interviewed to de-

termine his probable source of infection. This information

is given to the Health Department for appropriate action.

It was learned very quickly that, in spite of an expenditure

of $200,000 a year to find and treat infected individuals,

the then open houses of prostitution were such prolific

spreaders of venereal disease that conditions were steadily

growing worse. No one knows the exact number which

were operating; it is certain there were several hundred,

and these were distributing about 50 per cent of the infec-

tions to the Army. It was not long until the Army de-

manded that these houses be closed. This closure was ef-

fected in due time. With the closure of houses of prostitu-

tion there was quite a satisfactory drop in the rates among
the military.

The wholesale dispensers of venereal disease being out

of the picture in most cities in Washington, the attention

of the control officer is directed toward the retailer. Pro-

miscuity is the basic reason for the spread of these dis-

eases. It reduces to a mathematical formula, the more con-

tacts, the more disease. The promiscuous retailer in the

aggregate contributes a sizeable number of infections.

While commercialized prostitution is a problem pri-

marily for the police, it is necessary for the Health De-

partment and the Police Department to work in close co-

operation to solve the retail problem. .A surprisingly high

percentage of the women arrested for vagrancy, drunken-

ness, disorderly conduct or morals offenses are infected.

Habitues of taverns, the so-called tavern pick-ups, are a

prolific source of infection.

Many of the girls picked up by the Health Department

cannot be relied upon to continue treatment and refrain

from sexual intercourse until cured. Some of the girls picked

up by the police are not properly jail cases. With over-

crowded jail conditions, it is not humane or even possible

to quarantine all those who should be quarantined at the

present time. It is hoped that a facility for quarantining

this type will be available in the near future.

Summarizing, then, with a program based on education,

finding and treating infected cases, repression of prostitu-

tion, both commercial and clandestine, cooperation with

official and voluntary agencies, we hope to reduce the num-
ber of cases of venereal disease. That we are being suc-

cessful is indicated by the fact that the rate in the Army
and Navy, as a whole, is the lowest in wartime history

and little higher than the best peacetime year. The Armed
Forces stationed in the State of Washington have a rate

below the excellent national rate.

SAFETY IN BATHTUBS
“We take pride in our millions of bathtubs, yet there is

much that can be done to render them safe,” Guy Hinsdale,
M.D., Charlottesville, Va., declares in Hygeia, The Health
Magazine for October. “Architects and designers of tube
and fixtures must recognize the dangers and provide fool-

proof safeguards before bathtub accidents can be elimi-

nated entirely.

“Danger lies in the installation of the tub and electric

light fixtures,” he points out. “Architects should be aware
of this danger and never allow the electric fixtures or even
the switches or buttons to be within reach of the bather.

When the bather is in the tub or standing on a wet floor,

it is possible for him to receive a fatal shock if he touches
a broken or frayed electric wire, most certainly if he tries

to use a massage machine . .
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IDAHO STATE

MEDICAL ASSOCIATION

FIFTY-SECOND ANNUAL MEETING

BOISE, 1944

IDAHO STATE MEDICAL ASSOCIATION
detail and also all local health plans. Geo. Kellogg sug-

gested that Dr. Jewell’s advice be included in Dr. Koeh-

ler’s resolution.

PROCEEDINGS OF FIFTY-FIRST ANNU.\L MEET-
ING OF IDAHO ST.ATE MEDICAL ASSOCI.ATION,

-\UGUST 30-31, 1943

HOUSE OF DELEGATES
First Session

August 29, 8 p.m.

The meeting was called to order by President G. O. \.

Kellogg. The following were present:

Delegates: E. D. Hunsaker, L. E. Jewell, Thos. Horton,

F. M. Cole, C. E. Carver, O. F. Swindell, A. M. Popma,
\. S. Thurston, J. J. Kaiser, G. O. A. Kellogg, F. B.

Jeppesen; .Mternates: L. F. Lesser, R. L. Rodwell, G. H.

VVahle.

A committee of three, consisting of L. M. Jewell, .Alex-

ander Barclay and L. F. Passer were appointed to pass on

seating of the delegates. The minutes of the 1942 meeting

were read and approved. Two committees were appointed:

Resolutions Committee: E. N. Roberts, Chairman, Alex.

Barclay, W. L. Sutherland, F. C. Gibson, Paul Ellis.

Nominating Committee: Paul Ellis, Chairman, C. W.
Pond, Parley Nelson.

The next business was a report of the Advisory Com-

mittee which was appointed several months ago to work

with and advise the State Department of Public Health

on matters of controversy. H. E. Dedman, who is chair-

man, explained what the committee is for and also ex-

plained the workings of the Federal Program for the ma-

ternal care of soldiers’ wives. There was some discussion

of this program by Geo. Kellogg who suggested that the

committee get the salient points together for the next meet-

ing of the House of Delegates.

J. W. VVurster of Buhl was appointed to act for G. C.

Halley as Dr. Halley is ill.

A. M. Popma gave a report of the Program Committee.

Due to the short time available to prepare the programs

several mistakes were made in the list of the armed forces

and one obituary was missing.

L. F. Passer asked if it would be possible to come di-

rectly to the Medical .Advisory Committee whenever some

difficulty arose with the Department of Public Health

instead of going to the latter. This was referred to the

Resolutions Committee.

E. N. Roberts requested that all resolutions which were

to be considered by the Resolutions Committee be read

at this meeting.

J. B. Koehler of Grace read a resolution in regard to

control of certain activities of the State Department of

Public Health. This defined the activities to which the

Parley Nelson discussed the above matters and also the

immunization of preschool children.

F. M. Cole discussed the Medical Advisory Committee.

He said that, if the committee approved the program, it

should go to all of the soldiers’ wives who are eligible.

He discussed a case that went to the Caldwell Sanitarium

which is not on the approved list. F. M. Cole felt that

the safety of a patient lies entirely in the hands of the

attending physician. This was discussed by Parley Nelson,

F. C. Gibson and J. B. Koehler.

L. E. Jewell discussed and recommended sending a

Resolution on Bill 1161 to the National Commander of

-American Legion.

F. E. Barrett discussed the maternal care of soldiers’

wives in Idaho. He felt that only two things were neces-

sary to determine whether a woman should have her medi-

cal bills paid. These were that the pregnant mother should

be a soldier’s wife and the doctor taking care of her should

be a licensed physician.

E. N. Roberts brought out the fact that the House of

Delegates of the .A. M. A. recommended a certain course

in taking care of these soldiers’ wives and the resolution

they passed has been ignored by forty states.

J. L. Stewart discussed the proposed Elks home for

convalescent crippled children to be situated on the old

Collister estate west of Boise.

Cancer Committee Report

A. M. Popma gave the following report for the Cancer

Committee:

Your cancer committee has functioned throughout the

past year. As in the past few years, the majority of its

activities have been concerned with the American Society

for Control of Cancer and the Women’s Field Army. The
work has been advisory and educational.

The chairman of the Cancer Committee automatically

becomes the Executive Chairman of the Idaho Branch of

the Women’s Field Army. This demands numerous con-

ferences dealing with organization and education.

Your committee assists in arranging newspaper articles,

radio addresses and talks by physicians before lay groups.

•All of these deal with educating the public regarding can-

cer. Letters are frequently received and answered concern-

ing individual cancer problems, cancer clinics, quack cures,

etc.

The Committee feels that the work of the Women’s Field

.Army is worthwhile and wishes to continue its cooperation.

The Committee also requests the continued support and

cooperation of the Association in the educational cam-

paign and the drive against fakes and quackery.

There were no reports from the committees on Internal

various local health units would be limited. Dr. Koehler

said that the activities of the Pocatello Health Unit were

not limited to indigent people. E. N. Roberts said this

was a state matter and it was referred to the Resolutions

Committee.

L. E. Jewell discussed J. B. Koehler’s resolution, and

also the treatment of luetics and dentistry. He suggested

that a committee be appointed to go into this matter in

Medicine, National Defense and Tuberculosis.

Dr. Gibson brought out the fact that a new generation

of doctors is being educated by the government.

Parley Nelson suggested to the Legislative Committee

that the Governor be compelled by law to appoint men

on the Medical Examining Board suggested by the State

.Association. He also suggested the appointments on the

board be staggered.
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COUNCIL MEETING
First Session

August 29, 8;30 p.m.

Members present were: W. O. Clark, A. C. Jones,

G. O. A. Kellogg, F. B. Jeppesen.

The financial statement of the Secretary-Treasurer was

examined and was approved by the council. It was rec-

ommended that it be accepted by the House of Delegates.

HOUSE OF DELEGATES
Second Session

August 30, 4:30 p.m.

The following were present:

Delegates: E. D. Hunsaker, L. E. JeweU, Thos. Horton,
F. M. Cole, C. E. Carver, O. F. Swindell, A. S. Thurston,

J. J. Kaiser; Alternate: Elizabeth Munn.

The financial report was read and accepted.

Financial Report

Statement of Receipts and Disbursements
November 1, 1942 to August 1, 1943

Receipts

General Fund Dues $ 2,000.00

Local Society Dues 264.00

Northwest Medicine 398.00

Total Receipts $ 2,662.00

Opening Balance No. 1 2,842.84

Total Cash Available $
Disbursements

Legal and Auditing $ 75.00

Office Expense 76.42

Salaries 200.00

Telephone and Telegraph 39.98

Refund of Dues 10.00

Travel Expense 100.00

Committee Meeting Expense 8.00

Local Society Refunds 284.00

Northwest Medicine 440.00

Printing and Stationery 15.50

Legislative Expense 1.85

5,504.84

Total Disbursements $ 1,250.75

Balance on Hand August 1 4,254.09

BALANCE SHEET
Assets

Cash in Checking Account | 3,244.30

Savings 1,009.79

$ 5,504.84

Total Cash $ 4,254.09
Postal Savings Bonds 11,250.00
Office Equipment $ 244.25

Less Reserve for Depreciation 139.48

Total Assets $15,608.86

Liabilities, Reserves and Surplus
Due Local Societies $ 40.00
Northwest Medicine 183.00

Idaho Medical Foundation 11,250.00 $11,473.00

Surplus 4,135.86

Total Liabilities, Reserves and Surplus $15,608.86

Report of Nominating Committee

President-elect, W. O. Clark, Lewiston.
Councilor, to replace Dr. Clark, J. T. Wood, Coeur

d’.Mene.

Councilor for Southwestern District, O. F. Swindell,
Boise.

Secretary-Treasurer, F. B. Jeppesen, Boise.

Delegate to A. M. A., E. N. Roberts, Pocatello.

It was moved by F. C. Gibson and seconded that a

unanimous vote be cast for the above men. Passed.

H. E. Dedman, who is chairman of the Medical Ad-

visory Committee, spoke of the program for maternal care

for soldiers’ wives and recommended acceptance of pro-

gram. F. M. Cole discussed this program and opposed it

because of the way it is administered. He read a resolution

which is in the minutes of the next meeting.

Following this a resolution from the Pocatello Medical

Society was read.

E. N. Roberts suggested that anyone interested in the

resolution should appear before this committee and state

his case.

Moved by Paul Ellis and seconded by F. E. Barrett that

the financial report be accepted. Passed.

F. C. Gibson moved that the Program and Arrangement

Committee be responsible for next meeting. This motion

was seconded and passed.

Third Session

August 31, 7:30 a.m.

The following were present:

Delegates: F. M. Cole, A. S. Thurston, J. J. Kaiser;
.\lternates: G. E. Davis, Harmon Tremaine.

H. B. Woolley was chosen as alternate delegate to E. N.

Roberts to the A. M. A.

RESOLUTIONS
The following resolutions were passed unanimously.

U. S. Senate Bill 1161
Resolved: That it is the sense of Idaho State Medical

Association that the passage and enforcement of Senate
Bill 1161, known as the Wagner-Murray bill, would con-
stitute a tragic mistake in the evolution of American
medicine, in that the finest achievements in world medi-
cine, which have been the logical and natural outcome of
our system of free and competitive efforts on the part of
American doctors, coupled with the splendid relationships
between the family and physician which has always been
fostered throughout the history of medicine in America,
will be more or less destroyed through the enactment and
enforcement of this bill.

We also feel that the collection and disbursement of the

proposed gigantic tax at this time, with our country al-

ready staggering under a necessary burden of war debts,

is inadvisable and perhaps ruinous.

Control of Certain Activities of State Public Health

Resolved:

I. Public Health units are essential to the welfare of the

state of Idaho.

2. Public Health units should function efficiently and
within certain limitations to best serve the health of the

state.

3. For the duration of the war there should be no ex-

pansion of program or personnel.

4. The function of these units should be limited to the

following activities:

a. Communicable disease quarantine and release from
such upon the direction of the attending physician, and
that no treatment or nursing care shall be given such

cases except upon the direction of the attending physician.

b. Immunization against communicable diseases in indi-

gents, wards of the state, preschool children and school

children and the entire population in case of epidemics or

threatened epidemics, subject to approval of the local

physicians’ committees.

c. Venereal disease treatment of such cases as are re-

ferred to the unit by a practicing physician.

e. Prenatal and postnatal care only upon the specific

written request of the attending physician
;

no nursing

visits to be made except upon the written request of the

attending physician.

5. Milk inspection, meat inspection, sewage disposal, in-

spection of public eating establishments, pest control, city

water and garbage disposal should be emphasized.
6. These units shall not engage in the following activities:

a. Well baby clinics, except for indigents.
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b. Morbidity service except under the direction of the

attending physician.

It is further

Recommended'. That no changes be made in the program
of the health units except upon consultation and the ap-
proval of the Physicians’ Committee. It is further

Recommended: That this public health unit reduce ex-

penditures and personnel where possible for the duration

of the war.

The following resolution was tabled:

Federal Children’s Bureau Program
The Medical Advisory Committee submits the follow-

ing recommendation to the House of Delegates pertaining

to the program of the Federal Children’s Bureau for pro-

viding Obstetric and Pediatric care for wives and infants

of enlisted men.
That there is a positive need on the part of families of

service men for such service there can be no doubt. As to

the method of providing this service, there is endless argu-

ment. It is admitted that such argument involves the ques-

tion of socialized medicine. However, so far it remains an
emergency measure comparable to the Federal Emergency
Relief Administration of nine or ten years ago, which was
successfully withstood by organized medicine. The plan is

in op>eration in forty states, Alaska and T. H., and we
have no alternative plan to offer which stands a chance of

being successful. Therefore, be it

Resolved: On recommendation of the Medical Advisory
Committee that the House of Delegates of Idaho State

Medical Association go on record as being in favor of con-

tinuing the program established for the period of the en-

suing year.

Motion by J. B. Koehler that publicity be given F. M.
Cole’s resolution by district secretaries. Seconded by Paul

Ellis, and passed.

F. E. Barrett discussed reciprocity law and moved that

Idaho State Medical Association go on record as favoring

its repeal. There was some discussion by L. F. Passer,

W. O. Clark, F. C. Gibson, F. M. Cole. There was no sec-

ond to the motion.
Board of Medical Examiners

F. M. Cole moved that a resolution be drawn up in an

effort to take the Board of Medical Examiners out of

politics. Recommended that the Governor appoint 6 men
from 12 names submitted and that their terms be stag-

gered 2-4-6 years, then every two years. Passed unani-

mously.
On suggestion of Paul Ellis thanks were extended the

Owyhee Hotel.

NEW COUNCIL MEETING
The following were present: Parley Nelson, Rexburg;

J. T. Wood, Coeur d’Alene; O. F. Swindell, Boise; F. B.

Jeppesen, Boise.

The following committees were appointed:

Program: A. M. Popma, chairman; J. W. Marshall,

C. W. Pond.
Arrangements: R. D. Simonton, Chairman; Paul Ellis,

E. V. Simison.

Industrial Medicine: F. N. Roberts, Chairman; F. C.

Gibson, Glen McCaffery, R. T. Hopkins.

Legislative: J. L. Stewart, Chairman; D. C. Ray, H. P.

Belknap, C. A. Robins, R. T. Hopkins, J. D. Shinnick.

Maternal Welfare: H. E. Dedman, Chairman; W. T.

Wood, J. B. Koehler.

Antituberculosis: O. F. Swindell, Chairman; F. E.

Barrett, H. E. Bonebrake.
National Defense: F. M. Cole, Chairman; R. D.

Simonton, Vice-Chairman; E. N. Roberts, W. L. Suth-

erland, H. D. Spencer, W. O. Clark, L. E. Jewell, Paul

Ellis, J. T. Wood, W. F. Passer.

Insurance Board: M. T. Smith, Chairman; G. O. A.

Kellogg, Wm. Koelsch.

Cancer: A. M. Popma, Chairman; Alex Barclay, H. L.

Schiess, W. H. Howard, C. O. Armstrong, Wallace Bond.

Welfare: C. A. Robins, Chairman; H. D. Spencer, F. C.

Gibson, M. T. Smith, R. D. Simonton, J. F. Coughlin,

H. J. Hartvigsen, E. L. Soule.

Medical Advisory: H. E. Dedman, O. F. Swindell, R.

L. Rodwell, G. C. Halley, W. O. Clark, H. J. Hartvigsen.

ADMINISTRATION OF THE BUREAUO
CHILD WELFARE IN IDAHO

Whereas: The Congress of the United States has enacted

legislation for maternal aid and child welfare which makes
it possible for the wives of enlisted men serving with the

military forces of the United States to obtain the services

of the physician of their choice at childbirth, at the ex-

pense of the United States government; and
Whereas: The funds allotted to the State of Idaho for

the purpose of paying for such maternal aid are, under the

Act of Congress, being administered by the Bureau of

Child Welfare of the State of Idaho; and
Whereas: The Bureau of Child Welfare of the State of

Idaho in administering the Act of Congress has adopted

rules and regulations which discriminate against women
located in small communities in the State of Idaho, and

prevent the use of the funds in such manner as to give re-

lief to wives of our service men who are in need; and

Whereas: The administration of the Act of Congress by
the Bureau of Child Welfare of the State of Idaho is con-

trary to the intent and spirit of the law, now, therefore,

be it

Resolved: By Idaho State Medical Association in con-

vention assembled, as follows:

That we commend Congress for its vision and patriotism

in the enactment of a law which will, if properly adminis-

tered, in some measure recognize the sacrifices which are

being made by our boys in the military service in that it

will provide, at the expense of the taxpayer, medical assist-

ance for and maternal care of their wives at the time of

confinement

;

That it is the sense of this meeting that the funds pro-

vided by law should be so administered that the wife of

every service man for whom the money was appropriated

be entitled to receive the benefits of the law, regardless of

where she is located when the need arises

;

That every wife of a service man shall be entitled to

have the services of the practitioner of her own choice, as

provided by law, and shall be entitled to have the practi-

tioner rendering service to her paid out of the funds pro-

vided by the law for that purpose, regardless of where she

is located prior to confinement;

That it is further the sense of this meeting that the safety

and proper care of any woman to be confined is the re-

sponsibility of the physician in charge of the case and

having her under his care, and that her welfare should be

left to the judgment of the attending physician

;

That we condemn the manner in which the Act of Con-

gress is being administered by the Department of Public

Health of the State of Idaho and the Children’s Bureau,

as being contrary to the intent of Congress and the spirit

of the law. We protest the promulgaion of rules and regu-

lations by the Department of Public Health of the State of

Idaho, and the Children’s Bureau having the effect of law,

and the theoretical and impractical character of the rules

and regulations so promulgated. Be it further

Resolved: That this resolution be spread upon the min-

utes of the Idaho State Medical Association, and that copies

thereof be transmitted to the Idaho Congressional dele-

gation, the Governor of the State of Idaho, the Department

of Public Health of Idaho, the Chief of the Children’s Bu-

reau at Washington, D. C., The Journal of the American

Medical Association, and Northwest Medicine.
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BOOK REVIEWS
Pictorial Handbook of Fracture Treatment. By Ed-

ward L. Compere, M.D., F.A.C.S. Associate Professor of

Surgery, Northwestern University Medical School, etc., and
Sam W. Banks, M.D., Associate in Surgery, Northwestern
University Medical School, etc. 3S1 pp., $4.25. The Year
Book Publishers, Inc., Chicago, 111., 1934.

This book will be of great value not only to the man
treating an occasional fracture, but also to one specializing

in fracture treatment. It is clearly and concisely written and,

therefore, makes both interesting and easy reading. As the

title implies, each step of treatment is thoroughly illustrated

by schematic drawings, and these are augmented by fre-

quent roentgenograms and photographs. The subject mat-

ter can thus be followed without difficulty and is easily

understood. The book does not go into great detail in

dealing wtih any fracture. However, this does not appear

to be necessary in view of the fact that the salient features

are so well brought out by numerous illustrations. The
book is well indexed which makes it handy for reference

which is of particular value in these days, when there are

so many demands on a doctor’s time.

Part I deals with general considerations of treatment of

fractures and dislocations, such as fracture healing, emer-

gency treatment, rate of healing fracture and aftertreatment,

compound and infectious fracture, delayed union and non-

union, pathologic and birth fracture. Usually such general

subjects will have many pages of theory and general con-

siderations which are over the heads of the average prac-

titioner. However, in this book we find that in a few short

paragraphs the authors have given a clear understanding

of what is known on these subjects. The chapter on de-

layed union and nonunion should be of particular value to

the man treating an occasional fracture.

The remainder of the book deals with individual frac-

tures and, in spite of its moderate size, practically all known
fractures are discussed. This is due to the fact that the

authors have found a way to maintain brevity while not

sacrificing clarity. Not only the fractures but their compli-

cations are dealt with simply. For the individual fractures

described it does not attempt to point out the numerous
methods of treatment that have been used in the past, but

presents the methods which the authors themselves have

found satisfactory. The method described will be found to

be conservative. Radical treatment is advocated only where

conservative treatment has failed or it offers no reasonable

prospect of a good result. Therefore, the doctor who is

confronted by a fracture can quickly and easily find in this

little book a practical up-to-date method of treatment with

the usual complications presented in a clear manner. This

book should have a wide circulation. Louis H. Edmunds.

Whooping Cough. By Joseph H. Lapin, B. Chem., M.D.,
Adjunct Pediatrician, Bronx Hospital, Associate in Conta-
gion, Riverside Hospital for Contagious Diseases, New
York. 228 pp., $4.50. Charles C. Thomas, Springfield, 111.,

and Baltimore, 1943.

This book is well written and unusually easy to read for

a scientific text. At the age of seventeen years 73.5 per cent

of individuals have had pertussis, 12.6 per cent diphtheria,

12.9 per cent scarlet fever and 79.2 per cent measles.

Whooping cough is usually endemic, social conditions in-

fluencing the incidence considerably with little seasonal

variation. Approximately 20 per cent occurs the first year,

21 jjer cent the second and 40 per cent between two and

five years. The mortality rate in the United States varied

from 109 per 100,000 population in 1901-1905, to 64 per

100,000 in 1930, slightly lower than diphtheria and higher

than measles and scarlet fever. The greatest incidence is

from six months to five years. Transmission is by droplet

infection from mouth or nasal spray up to a distance of

five feet. The greatest danger is during the early period.

During the paroxysmal stage recovery of Hemophilus per-

tussis on cough plates decreases and becomes negative at

from four to six weeks. However, an occasional case may

last longer.

After vaccine containing 90,000,000,000 bacilli is given,

protective antibodies are found in twenty-two days and

maximum result is observed in two months after the last

dose. Complement fixation and aggulutination tests are said

to be reliable.

Diagnosis is often very difficult with the case history

playing an important role. Fever for any length of time is

not unusual. Most cases are said to cough more during the

night and when accompanied by vomiting is very suspicious.

The cough plate offers the greatest hope of early diagnosis,

if the child is old enough to cooperate.

From the standpoint of prophylaxis, a dose of from 80

to 100 billion organisms is required to produce immunity,

and this is best given in divided doses during the second

half of the first year with two to four weeks between doses.

Prophylaxis of contacts may be attempted, but results are

doubtful, convalescent serum, hyperimmune serum and vac-

cine having been tried. The only specific treatment suggest-

ed as having prophylaxis value after exposure is conva-

lescent and hyperimmune serum. A long list of nonspecific

treatments is enumerated, none of which possesses particu-

lar value. Codeine should be used with caution, and seda-

tives are probably of the greater value. Chemotherapy is

to be used for such complications as bronchopneumonia.

Isolation of six weeks is recommended. R. R. Somers.

The Principles and Practice of Industrial Medicine.
Edited by Fred J. Wampler, M.D., Professor, Preventive

and Industrial Medicine, Medical College of Virginia. The
names of thirty-five contributors are listed. 579 pp., $6.

The Williams & Wilkins Company, Baltimore, 1943.

The purpose of this book is stated as twofold. Many
practicing physicians are asked to assume care of indus-

trial workers who have had no previous experience in in-

dustrial medicine. Medical schools should emphasize the

teaching of industrial medicine. This book is offered to

supply these needs. Industrial medicine is the practice of

adult health. New technics are being developed with which

physicians should become familiar. The thirty-three chap-

ters of this book deal with many phases of industrial

medicine, including methods employed, causes and preven-

tion of industrial accidents and an industrial health pro-

gram. The importance of lighting and seeing is discussed at

length. Extensive chapters are devoted to occupational dis-

eases of the skin, traumatic shock and burns and the in-

dustrial back. Under the latter title are considered the

causes of backache, including congenital defects, spina

bifida, sacroiliac slip, nucleus pulposus and other condi-

tions. Anyone engaged in the practice of industrial medi-

cine should have access to this instructive and suggestive

volume.
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CLINICAL FORUM
PEDIATRIC PROBLEM

B. N., born December 2, 1933, was seen April IS, 1943.

Complaint: Rigidity of neck, feeling sick for two or three

days.

Examination: Only the bare picture will be given. Tem-
perature 101.4°, pulse 164, respiration 32. Head: Mucous
membranes pale, skin of face a peculiar icteric pallor. Neck:

Slightly enlarged cervicals. Chest: Heart sounds rapid,

slight systolic, lungs clear. Abdomen: A little retracted,

liver enlarged, spleen distinctly so
;

inguinal glands were

1 X, no other adenopathy. Spinal tap was negative, no cells.

Blood picture: Hb. 19 per cent; r. b. c. 730,000; w. b. c.

54,200; myelo. 3; juven. 9; bands 12; segs. 43; blast,

cells 4; lympho blasts 7; s. 1. 22, Aniso marked, polychrome

marked, normoblasts 5.

What is the diagnosis of this case?

An especial assistance in diagnosis came to notice four

days later when his brother, R. N., three and one-half

years old, was brought in complaining of a fever and his

stomach hurting.

Temperature 101.6°, pulse 174, weight 33 pounds.

Examination: General condition good, color very pale

with slight icteric hue, was a little somnolent. Head: No
pathology, except 2 x tonsils. Neck: 1 x cervicals. Chest:

Negative except for cardiac sound of little intensity. Ab-
domen: Liver extended down one finger, spleen was dis-

tinctly palpable, inguinals 2 x. G. U.: well circumcised,

scrotum was so pale that it was almost transparent, re-

flexes aU normal. Blood picture: Hb. 23 per cent, r. b. c.

1,670,000; w. b. c. 8,040; polys. 57; lymphocytes 39; mono-
cytes 2; unidentified 2; sedimentation time 110.

There was nothing in the history of these two brothers

to indicate common etiology. What is your diagnosis? Also

treatment ?

COMMENTS ON OBSTETRIC PROBLEM
IN SEPTEMBER ISSUE

First commentator’s view. There are three other possi-

bilities relative to the problem presented: (1) it is a home
case; (2) in the average hospital throughout the country

where there are no interns; or (3) in a hospital with full

personnel.

Under (1), the necessity should be met immediately by
hospitalizing the patient. Most often this condition would
not be discovered until the cord presented itself. In a hos-

pital where there would be no interns to watch the baby’s

condition, well trained nurses or those in charge will be

expected to check fetal heart tones frequently; at least

every fifteen minutes, after labor is well established. The
attending physician should be close at hand to meet the

situation as events occur. It is fairly likely that, if the

membranes do not rupture, the advancing head will push

the cord into a more favorable situation. If the mem-
branes rupture early and the cord comes down, as it al-

most surely would, attempts should be made to replace it,

which are almost always futile, the cord following the

hand out of the vagina or lower uterine segment. Very
little time should be wasted in these attempts. The cord

should be taken well up into the fundus manually, then

grasping both feet, a version will be accomplished. When
that has been completed, the procedure should stop be-

cause of incomplete dilation of the cervix. Next, the child

should be allowed “to sit on the perineum” for at least

fifteen minutes, observing the baby’s heart beat frequently.

Then the actual extraction may be continued, proceeding

along accepted lines. In a hospital where the personnel is

adequate, the resident obstetrician will observe practically

all the above, probably terminating through the process

mentioned.

Second commentator says: It is rather obvious that pa-

tient a, a primipara, could not have a long cervix and
still be two to three centimeters dilated. By the same
token, I am at a loss to know how one would diagnose

a forecoming cord under such circumstances.

The case of Mrs. “X,” primipara, three centimeters

dilated with complete effacement and the cord presenting

and membranes unruptured, would certainly be entitled to

an attempt at conservative management. It is conceivable

that one might use the Trendelenburg position, disengage

the head and replace the cord, and then, being assisted

and with the assistance of minimal doses of pituitrin, try

and reengage the head. Another solution might be replace-

ment of the cord and podalic version and the most radical

would be cesarean section.

Patient b, the multipara with the frank breech and cer-

vix effaced and dilated, certainly should offer no great

difficulty if the cord is pulsating normally and the cervix

dilated and the vaginal hand is not removed until de-

livery.

Patient c, the multipara with large baby and history of

previous difficult deliveries and this one with the head

floating above the brim, is entitled to cesarean section.

Third commentator had this experience: Since reading

the obstetric problem presented in the September issue I

have encountered a case very similar. She was a para V,

seen first when in labor. Pains had been established two
or three hours, though still fairly light, every five min-

utes. Examination revealed the cervix to be about half

effaced, easily two fingers dilated. The head was high,

not engaged, lying a little to the patient’s left. On her right

the pulsating cord was easily marked and a hand just

above the cord, membranes were still intact.

It was hoped that the head would engage before spon-

taneous breaking of the membranes and by that engage-

ment the cord would be crowded off to a point of safety.

That is what actually occurred. The girl herself delivered

a live baby without incident two-three hours later.

Fourth commentator relates his experience: The prob-

lem in last month’s Forum reminded me of a case I had

several months ago. She was a primipara experiencing a

normal labor in a local hospital. The nurse in charge of

the maternity department phoned that the cord had ap-

peared with the last pain, Auscultation showed the fetal

heart tones to be all right, although disturbed with each

pain. Vaginal exam’ination revealed the cervical os to be

about three fingers dilated but effacement was not even

half completed.

Attempts were made to replace the cord with no suc-

cess. The patient was placed in knee-chest position with

the same result. She was made to assume an extreme

Trendelenburg attitude, I stood on a chair, used sponge

forceps gently to assist the hand in the vagina, all to no

avail. The cord even semed to come up in its eager per-

sistence to follow the forceps out. The cervix was too

rigid and too little dilated to attempt a version. The only

procedure, offering the best chance to save the baby’s

life and with the least damage to the mother, would lie

in delivering the baby by cesarean. This was performed.

The mother, after a normal convalescence, left the hos-

pital with her healthy baby.
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EDITORIALS

APPROVED ADVERTISEMENTS
Since the financial welfare of the medical journal

depends primarily upon the income from advertise-

ments, each of them naturally seeks to fill its adver-

tising pages as fully as possible with acceptable

products. All physicians are aware that some phar-

maceuticals are prepared in a manner unknown to

them, and often with claims of efficiency far beyond

their personal experiences or observations. The

question naturally arises whether such preparations

should be prescribed primarily on the recommenda-

tions of the producer.

To meet this situation the Council on Pharmacy
and Chemistry of the American Medical Associa-

tion was established some years ago for the specific

purpose of analyzing and investigating new prod-

ucts offered to the medical profession. It does not

endorse a new pharmaceutical until its composition

and therapeutic effects have been established. When
these results are obtained, approval by the Council

can be accepted by the physician as a safe endorse-

ment of the product under consideration. One won-

ders how a conscientious physician can fail to ap-

prove this process of selection of trustworthy prep-

arations and prescribe them in his practice. The

value of this endorsement to the producer is dem-

onstrated by the general inclusion of the Council

seal with accepted preparations.

With few exceptions, the state medical journals

have agreed to limit their pharmaceutical advertise-

ments to preparations approved by the Council on

Pharmacy and Chemistry. It is difficult to under-

stand how an editorial board, however urgent may

be the desire to increase its revenue, can stultify

its support of the best interests of its readers and

their patients by giving publicity to pharmaceuticals

that have not been approved by standard investiga-

tion. Propaganda over the radio is certainly not

sufficient endorsement to warrant acceptance by a

first class medical joumel. In a recent issue of The

Journal of the A. M. A. publicity was given to sev-

eral state association journals which give ftee rein
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OUR NEW PRESIDENTS
Herewith are presented our three presidents for

the coming year. During the existing strenuous

times, the duties of the president of one of our asso-

ciations is no sinecure. Whether the regular annual

meeting is scheduled as in the past or is deferred

on account of other urgencies, his responsibilities

and duties continue as a constant source of labor.

With so many of our members in war service, pro-

fessional duties accumulate for the home practi-

tioners to a degree which has not existed in the

past. Since all of us are thoroughly familiar with

these facts as emphasized by the constant and daily

calls upon our time, we realize that we must carry

on in behalf of absent members as well as in meet-

ing the usual calls upon our owm services. At the

same time we must not overlook the president but

lend him a helping hand. During the coming year,

let all of our members realize and fulfill their op-

portunities to support the efforts of their officials

to maintain the standards of the past in promoting

the interests of our state organizations.

to apparent eagerness for revenue by publication

of remedies not approved by the Council, with cita-

tions of advertised unethical preparations. Oppor-

tunity is taken at this time to call attention to the

fact that this journal confines its advertisements of

pharmaceutical products to those approved by the

Council on Pharmacy and Chemistry. If at any

time this rule has been violated, it has been an

oversight and unintentional, and the rule will con-

tinue to be followed in the future.

FIRST CLINICAL USE OF CADAVER NERVE GRAFT
IN WHICH ACACIA IS USED TO GLUE

SEVERED ENDS TOGETHER
The first clinical use of cadaver nerves to graft together

severed nerves in humans, using acacia glue instead of

sutures to join the severed ends of the nerves together, is

reported in The Journal of the American Medical Associa-

tion for October 16 by Roland M. Klemme, M.D., St.

Louis; Captain R. Dean Woolsey, Medical Corps, Army of

the United States, and Nilson D. deRezende, M.D., St.

Louis.

“The first patient,” the three men say, “already has a

good clinical result with return of motor and sensory func-

tion. The second patient is already beginning to get return

of function. The third case is too recent to make it possible

to judge.”

“During the twentieth century,” the authors point out,

“several attacks have been made on the problem of peri-

pheral nerve (other than central nervous system) surgery.

Fresh homografts (from humans) from other small non-

essential nerves have been utilized. Grafts of fat, fascial

flaps (made from the tissue which surrounds and connects

muscles) and nerve flaps all have been tried with equally

discouraging results. . .
.”

That the report by the three men is of particular sig-

nificance at this time is emphasized in their statement that

“the subject of peripheral nerve surgery was made most
important in this country on December 7, 1941. Statistics

THOMAS COBERTH
(The Dalles)

President, 1943-1944

Oregon State Medical Society

Dr. Coberth was born in Portland, Oregon, Feb-

ruary 23, 1888. He received his collegiate training

at City College of Baltimore, Md., from which he

graduated in 1906. He obtained his medical degree

from University of Oregon Medical School, Port-

land, in 1911. He interned at Multnomah County

Hospital for the following year. In 1912 he located

for practice at The Dalles, being a member of The

Dalles Clinic. He has practiced there continually

except during his service in World War I. His spe-

cialty is surgery, to which he devotes all of his time.

from various and sundry wars have shown that from 1 to

3 per cent of war casualties have peripheral nerve injuries.”

By the use of acacia to glue the severed ends of nerves

together there is avoided the injuries to the nerves that re-

sult from the use of sutures. Other substances have been

tried as glues by other investigators but with unsatisfactory

results. Klemme, Woolsey and deRezende found that 50

per cent pure acacia, obtained from the acacia tree, or

acacia fortified with vitamin B and B complex caused the

least tissue reaction and gave the best result.

In the three cases reported by them, flaps of the nerve

sheaths were cut from both sides of the growths at the

ends of the severed nerves. The cadaver graft, carefully cut

to fit the gap, then was placed in ptosition and glued to

the two severed ends of the nerve. An ordinary snug fitting

bandage was used and no further immobilization was nec-

essary.

It is believed by the three men that “the role played by
the acacia glue is merely that of a cement holding the graft

in place. The cadaver graft merely acts as a framework of

tubes for ingrowth of the severed axons nerve fibers.”



November, 1943 EDITORIAL 309

VERNOxN WARREN SPICKARD
(Seattle)

President, 1943-1944

Washington State Medical Association

Dr. Spickard was born at Cameron, Mo., May 6,

1892. He attended Drake University from which he

obtained the B.S. degree in 1914. He received his

medical degree from University of Pennsylvania

Medical School in 1918; then served as intern and

resident physician at Presbyterian Hospital, Phila-

delphia. He located for practice in Seattle in 1919.

In 1925 he spent a year in postgraduate work at the

Universities of Vienna and Berlin. Since then he

has continued practice in Seattle in the specialty of

pediatrics. He is past-president of King County

Medical Society, and is on the executive board of

.American Academy of Pediatricians.

TUBERCULOSIS NOTES
In discussing the e.xamination of children for tuberculosis,

let it be stressed once again that any plan that embraces the
young folks and neglects preemployment and periodic test-

ing and chest X-raying of teachers, janitors, food handlers
and other adult personnel is incomplete, unsound educa-
tionally, dangerous and destined to overlook probably the
most potential as well as the most potent sources of tuber-
culosis within the instittiuon. .Additionally, a program that
examines the positive reactor without tracking back to the
source of his infection is equally unfinished and open to
criticism. (Charles E. Lyght, M.D. N. T. A. Bulletin, May,
1943.)

Since November 1, 1942, no resident of Winipeg, Mani-
toba, has had to pay for tuberculosis treatment. In adopting
this policy the City Council was influenced by the desira-
bility of segregating all potential sources of infection, the
fact that the cost of treating tuberculosis is ruinous to the
average family and that financial pressure frequently inter-
feres with the patient’s chances of recovery. Another factor
was difficulty experienced in securing payment of hospital
bills. {Bull., Canad. Tuberculosis Assn., March, 1943.)

PARLEY NELSON
(Rexburg)

President, 1943-1944

Idaho State Medical Association

Dr. Nelson was born in a log hut at Fort Mon-

roe, Utah, February 17, 1875. He studied at Brig-

ham Young University at Provo, and later entered

Snow Normal College, from which he graduated in

1898. For two years he was a member of its faculty.

He studied at College of Physicians and Surgeons,

Baltimore, Md., 1904-1906, and obtained his med-

ical degree from Jefferson Medical School, Phila-

delphia, in 1908. He practiced in Aland, Utah,

until 1917 when he located in Rexburg. In 1925 he

moved to Idaho Falls, and in 1929 returned to Rex-

burg where he has practiced to the present time,

specializing in internal medicine.

OREGON SECTION OAIITTED

For a number of years this journal has featured

State Sections, in which material is published each

month covering the proceedings of each of our state

organizations, as well as reports of meetings of

their county societies. Since this section was estab-

lished there has been a continuous publication of

each of the state sections until this issue, in which

unfortunately nothing is included from Oregon.

This has been due to the fact that the Oregon cor-

respondent has been ill, and accordingly none of

the usual material from that state was received for

publication. The journal management regrets very

much that this situation has arisen, and it is hoped

that such a situation may not recur in the future.
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SULFAMERAZINE
No group of drugs in recent times has produced

such phenomenal results as those of the sulfonamide

group. When sulfanilamide was first presented,

with the belief that it accomplished its therapeutic

results with little or no detrimental effects, it was

administered rather indiscriminately, often with

unexpected untoward results. This was soon fol-

lowed by other drugs of this series, each one elim-

inating some discovered unfavorable effects. Con-

sequently, of late sulfathiazole and sulfadiazine

have been largely the drugs of choice. A chief ob-

jection to them has been the frequent occurrence of

crystalluria and hematuria. In an effort to over-

come these detrimental urinary features, sulfamera-

zine has been introduced with the hope of relieving

this situation. A report on the use of this drug has

been presented by Hageman et al.^ who adminis-

tered it to 103 patients suffering from various in-

fections. Their report outlines the procedure and

pharmacodynamics with detailed descriptions of

the cases treated.

Thirty-seven patients with meningococcic menin-

gitis were treated with this remedy with satisfac-

tory results, all but five recovering. Seventeen

patients with pneumococcic infection were treated

with this drug, with one death, complicated by

meningitis and bacteremia. Fifteen patients with

streptococcic infections were included, whose re-

sponse to treatment was satisfactory, with one

fatality. Four patients with urinary tract infections

were treated satisfactorily, none of them having

bacteremia. Under miscellaneous infections were

included thirty patients, some with gonococcic and

staphylococcic conditions, with results comparable

to those observed with sulfadiazine therapy. Crys-

talluria was observed in seven cases; hematuria

was observed in nine instances.

It was demonstrated that sulfamerazine is rap-

idly absorbed from the gastrointestinal tract and

slowly excreted by the kidneys. Patients tolerate

the drug well, with few side effects noted. Thera-

peutic results in meningococcic, pneumococcic,

streptococcic and colon bacillus infections were sat-

isfactory and compared favorably with those re-

ported for sulfadiazine. Crystalluria without hem-

aturia, observed in 6.8 per cent of the cases, was

benign. It was reported that hematuria, occurring

in 8.7 of the patients, with one exception appeared

in cases with meningococcic meningitis who had

received particularly large doses of the drug.

1. Sulfamerazine. A Clinical Study of Its Pharmaco-
dynamics, Therapeutic Value and Toxicity. Paul O.
Hageman, M.D. ;

Carl G. Harford, M.D. ; Sidney S. Sobin,
M.D. : Roy E. Ahrens, M.D. J. A. M. A., 123:325-330,
Oct. 9, 194 3.

The authors report that the chief reason for this

clinical trial was to ascertain if it might produce

fewer and less severe urinary complications than

sulfadiazine. They found that less of the drug was

needed for comparable blood levels, but they were

uncertain as to whether urinary complications were

more or less frequent than would have been the

case had sulfadiazine been used. They think it

likely that accumulated results of other observers

may show that sulfamerazine produces fewer of

these complications than sulfathiazole and sulfa-

diazine.

BOOKS FOR RUSSIAN RELIEF

During the war period requests have been re-

ceived for various sorts of relief in behalf of our

allies. We seem to have an abundance of certain

essentials, of which they are greatly in need. At

the present time a request is extended to the medi-

cal profession of the United States to contribute

textbooks to aid our Russian medical allies. They

are specially in need of books of recent issue, if

available, dealing with general surgery, particularly

in its application to war injuries, reconstruction

and rehabilitation. A special request is made for

books dealing with plastic surgery. Mention is also

made of books on bacteriology, gastrointestinal dis-

eases, tuberculosis, arthritis. In a word, it seems

that any volume of recent date bearing on internal

medicine, surgery or the specialties will be grate-

fully received. It is suggested that contributions

be confined to books not earlier than the past five

or six-year period. The willing physician is not

asked thus to dispose of old books in his collection.

These books can be delivered to any Russian

War Relief, Inc., headquarters in whatever city it

may be established. The following executive sec-

retaries will be pleased to receive suitable contribu-

tions: Miss Annette Ansley, 737 S.W. 11th Ave.,

Portland 5, Ore.; Mrs. Darwin Pitz, 1635 8th Ave.,

Seattle; Miss Helen McCannon, S. 105 Howard St.,

Spokane; Mrs. Bertha Rasmussen, 510 S. 11th St.,

Tacoma. Books received at any of these headquar-

ters will be transmitted to their final destination.

LIVING TWINS BORN TO A WOMAN WITH
A DOUBLE WOMB

Although more than 100 cases of women having two
wombs and several instances of pregnancies involving one
or both of such wombs have been repported in medical
literature, Major Alexander Braze, Medical Corps, Army
of the United States, reports in The Journal of the Ameri-
can Medical Association for October 23 what is believed

to be the first instance of a successful termination of simul-

taneous pregnancies of double wombs with living infants.

In the case reported by him, one baby was a boy and the

other a girl. The twins were normal and were living at

the time the report was made.
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ORIGINAL ARTICLES
OBSTRUCTIVE LESIONS OF THE COLON

DIAGNOSIS AND SURGICAL MANAGEMENT*

Commander W. H. Bueermann
MEDICAL CORPS, UNITED STATES NAVAL RESERVE

CHIEF OF SURGERY, NAVAL HOSPITAL

BREMERTON, WASH.

Carcinomatous infiltration constitutes the most

frequent cause of obstructive lesions of the colon; is

the second most commonly found internal cancer

and is responsible for approximately one-fourth of

all deaths from this disease. It thus becomes a sub-

ject of major importance to the general practitioner

and surgeon, since carcinoma of the colon may be

diagnosed early and lends itself to radical surgical

treatment more readily than cancer in any other

internal organ. A discussion of the symptoms, diag-

nostic procedure and surgical management of car-

cinomatous lesions of the colon will thus serve as a

guide to the management of those relatively less

frequent etiologic factors causing large bowel ob-

struction.

The incidence of cancer of the colon is increas-

ing, and with this increase the responsibility for

earlier recognition of the disease falls upon the gen-

eral practitioner who first sees these patients. Since

obstruction may be considered one of the compli-

cations of the disease, early recognition requires the

diagnostician to suspect the disease in adults of

cancer age, whose symptoms signify a vague distress

of the gastrointestinal tract of rather recent origin.

Various segments of the colon differ in the fre-

quency with which they may become the seat of

carcinomatous infiltration. Judd^ has shown that in

his series the cecum and ascending colon were in-

volved in 159 cases; the hepatic flexure, 29; the

transverse colon, 75; the splenic flexure, 24; the

descending colon, 46; and the sigmoid in 292 cases.

Statistics have further shown that approximately 3

to 5 per cent of all carcinomata of the body were in

the rectum and, on the basis of the intestinal tract,

that approximately 80 per cent were found in the

rectum.

Burges,^ in a study of 196 cases of carcinoma of

the colon found that approximately 90 per cent of

the acute obstructions were caused by carcinoma-

tous infiltrations and 35.67 per cent of all cases of

carcinoma of the colon caused obstruction. Of espe-

cial interest were his findings that, of those neoplas-

mata causing obstruction, 13 to 29 per cent were in

Read before a meeting of Southern Oregon Medical
Society, Medford, Ore., May 9, 1939.

1. Judd, E. S. : Consideration of Lesions of Colon Treat-
ed Surgically. Southern M. J., 17:75-81, Feb., 1924.

2. Burgess, A. H. : Treatment of Obstruction of Colon.
Brit. M. J., 2:547-556, Sept. 29, 1923.

the right half of the colon, whereas 86.7 per cent

were in the left half. This is of importance from the

diagnostic standpoint.

Cancer of the colon is similar to malignant

lesions of other organs in that it occurs most fre-

quently in the fifth and sixth decades. Those lesions

developing in earlier decades are usually of a more

advanced stage and higher grades of malignancy

and offer the patient a lower possibility of cure.

In the experience of the Mayo Clinic, males have

been found to have cancer of the colon, excluding

the rectum, in the ratio of 2 to 1, whereas the ratio

in cancer of the rectum has been found by Rankin

and Jones, to exist in the ratio of men to women,

as 3 to 2.

Preexisting benign lesions play a definite role in

the prophylactic measures that may be undertaken

in those rare instances where they may be found

early. Polypi and adenomata have been found to be

the primary basis for a small percentage of malig-

nant lesions of the colon. In the rectum and recto-

sigmoid, where polypi, either single or multiple,

have been visualized and observed through the sig-

moidoscope, these benign lesions have been consid-

ered as predisposing causes of cancer in this seg-

ment of the colon. Fissures, hemorrhoids and infec-

tions in or about the anal canal have been rarely

considered as precancerous lesions.

The symptomotology of carcinomatous lesions of

the colon and rectum will be considered under sev-

eral headings in order to point out some of the sig-

nificant facts which may lead to an early recogni-

tion of their presence.

It is of importance that one recognize some of

the fundamental differences in the embryology,

physiologic function and blood and lymph supply

of the right half of the colon as compared to the

left half. The symptoms presented will vary with

the location of the lesion, its size, type and mobility.

These symptoms are also profoundly influenced by

some of the complicating phenomena of perforation,

ulceration and metastatic invasion of surrounding

structures.

The fluid consistency of the bowel content in the

right half of the colon affects the symptomatology

and progress of the disease differently on that side

when compared with the symptoms produced by

the more solid fecal column in the left half.

SYMPTOMS

A discussion of the early symptoms that should

direct the attention of the general practitioner and

diagnostician to a possible malignancy of the colon
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may be helpful. Perhaps the earliest symptom com-

plex is the change of bowel habit or bowel irregu-

larity as manifested by a mucous diarrhea, with or

without gross evidence of blood. Of equal impor-

tance is the tendency to alternate periods of diar-

rhea and constipation. These tendencies may per-

sist for several months. The majority of the cases

of carcinoma, wherever located in the colon, may

present no other more definite symptoms, and may,

during a practitioner’s busy afternoon when seen

in a patient in the cancer age, result in a prescrip-

tion for bismuth by mouth rather than barium in

the form of an opaque enema for roentgenogram of

the colon. In the absence of more definite early

symptoms one should consider symptoms of bowel

irregularity, not previously experienced, as of major

importance.

To obtain the information regarding changes in

bowel habit often requires an inquiring tenacity on

the part of the physician, since patients regard in-

formation pertaining to their bowel habits as trivial

and often of no value. Failure to have at least two

stools a day may be considered constipation by one

individual, whereas in other instances bowel elim-

ination on alternate days may be considered normal.

A proper evaluation of symptomatic diarrhea is

an important clue to this difficulty. In the early

stages of carcinoma of the colon this may be very

slight in amount and rather irritating to the anal

area. In this connection it is best not to ask patients

about frequency of bowel movements or diarrhea,

since they often do not comprehend, but rather to

ask “how often do you go to stool each day to get

rid of gas or mucus.” In elderly people a chronic

diarrhea of recent origin may mean carcinoma of

the colon. Conversely, a gradually increasing con-

stipation requiring purgatives may also signify the

gradual encroachement of the lumen of the colon

by carcinoma.

Since gastric symptoms of reflex origin denote

disturbance of the colon, one should not hesitate to

suspect an early cancer of the colon, in the fifth or

sixth decades, when the symptoms are of recent

origin and progressive. Appetite impairment and

loss of weight may not be evidence until later in

the course of the disease.

The presence of borborygmus in the colon either

with or without visible peristalsis may be considered

an early symptom of carcinoma of the colon, espe-

cially when not previously experienced and if pro-

gressive in nature. These symptoms are evidence of

obstructive changes associated with a beginning

stenosis, and in the normally underweight indi-

vidual may be seen early in the course of the ob-

Vol. 42, No. 11

structive disease and definitely localize the site of

the obstruction.

Pain, as is usual in carcinomatous disease, is

usually not an early symptom and, as such, is rarely

found at the site of the lesion, due to the variabil-

ity of the nerve supply. The reflex dyspepsia giving

rise to pain is often due to hyperperistalsis and may
be described by the patient as a dyspepsia simulat-

ing a cramplike distress or an aching. Epigastric

distress and discomfort may be more frequently

found as a symptom of disease of the bowel than of

the stomach. Pain is found in the left half of the

colon usually only when associated with an ob-

structive lesion and is then usually referred to a

point below the level of the umbilicus.

Rankin® has stated that “the nearer the growth

lies to the anal sphincter, the more likely the irreg-

ularity of bowel action and the more severe the

tenesmus.” In association with frequency of mu-

cous diarrhea, blood and a low aching in the back,

tenesmus as a symptom should always be an indica-

tion for digital examination of the rectum and anal

canal. In this connection it may be well to caution

that the mere insertion of the index finger into the

anal canal does not constitute a rectal digital exam-

ination. The rectal canal should be carefully ex-

plored as high as is possible to reach toward the

sacral promontory, always bearing in mind that

the lower firm indurated edge of a rectosigmoid

carcinoma can occasionally be palpated and its true

nature suspected from the digital examination.

Bleeding may originate from any point in the

gastrointestinal tract. Its gross appearance may in-

dicate the approximate part of the colon from

which it arose. If bright red, it probably came from

some lesion distal to the splenic flexure or in the

anal canal, whereas dark blood mixed with mucus

may arise from advanced lesions of the right half

of the colon. Early lesions of the cecum bleed less

frequently than early lesions of the left half of the

colon.

Those symptoms associated with obstruction

may develop suddenly in carcinomatous lesions of

the colon and are often due to firm fecal masses ob-

structing proximal to the growth. This type of ob-

struction pertains in about 5 per cent of the ob-

structing lesions of the colon and may occur in any

part with the frequency greatest in the left half.

Symptoms of obstruction usually vary according

to the location of the growth in the colon. However,

the onset of symptoms are those of an acute ob-

struction with nausea and vomiting of gastric con-

3. Rankin, F. W., Bargen, J. A. and Buie, L. A.: The
Colon, Rectum and Anus. p. 469. W. B. Saunders Co., Phil-
adelphia, 1932.
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tents first, then the contents of the upper intestine

and later fecal contents.

DIAGNOSIS

Diagnosis of obstructive lesions of the colon in

the early or preobstructive phase requires first of

all careful history taking. In the presence of symp-

toms leading to a suspicion of malignant disease of

the colon, a careful roentgenologic examination is

of prime importance. By this means the exact loca-

tion of the carcinomatous lesion may be deter-

mined, its size and mobility analyzed and any

growths or associated lesions, not suspected, may

be identified. Finding of a distended appendix

usually means a low obstructive lesion, even though

the roentgen examination of the colon be negative.

Since cancer of the rectum may be diagnosed in

100 per cent of the cases, digital examination should

be employed in every examination in which the

colon or rectum is under suspicion. Digital exam-

ination will prevent ill advised surgery for hem-

orrhoids or bleeding arising in a rectal cancer, and

is more certain of accurate diagnosis in rectal can-

cers than roentgen examination. The average roent-

genologist cannot diagnose rectal carcinoma from

plates.

For suspected lesions beyond reach of the exam-

ining finger, proctoscopic or sigmoidoscopic exam-

ination offers a means of direct visualization of the

lesion. Obstructive types of lesions may be ruled

out before roentgen examinations are made and

this procedure permits the diagnostician to remove

a section for biopsy purposes in order to determine

the grade of malignancy, thereby predicting in part

the prognosis and operability of the lesion. Even

though amply visualized by sigmoidoscopic exam-

ination, it is still advisable to give a barium enema

for roentgenologic exclusion of other associated

pathologic processes which may influence opera-

tive procedure. It is a wise rule, in this connection,

never to give a barium meal imtil the question of

obstructive lesions of the colon has been ruled out.

Repeated occult blood examinations of the stool

are often of value in questionable nonobstructive

lesions of the colon, and if repeatedly positive, may
give early evidence of carcinomatous infiltration.

In obscure or early lesions without obstruction

the contrast barium enema is of value. In this ex-

amination air is injected slowly into the colon after

the barium has been partly evacuated and gives the

diagnostician topographic data not possible with

the barium enema. Isolated polyps and flat adeno-

mata are frequently identified with this method
after repeated negative barium enemata.

The scope of this paper will not permit a discus-

sion of the various roentgen appearances of the non-

malignant lesions of the colon which must be ex-

cluded in the differential diagnosis. Hyperplastic

tuberculosis of the colon is usually found in the

iliocecal region, whereas segmental ulcerative colitis

is present throughout the colon. A suspected diag-

nosis of actinomycosis, appendiceal abscess, retro-

cecal appendiceal masses and nonspecific granulo-

mata of the cecum often confuse the diagnosis of

early malignancy of the cecum and proximal as-

cending colon. Associated clinical findings are usual-

ly of value in definitely determining the etiologic

agent causing the obstructive picture. Diverticulitis

with perforation may simulate an obstructive car-

cinoma of the sigmoid in the early stages; however,

clinical study usually permits a fairly accurate dif-

ferentiation. Multiple polyposis of the colon may
require a prophylactic colectomy in the presence of

evidence of infiltrative pathology at the base of one

of the poljqis.

There is no curative medical management for ob-

structive infiltrating lesions of the colon. We have

found, in our experience, that the ultimate success

of any operation and more particularly with pro-

cedures dealing with the colon and rectum depend

to a great extent upon effective preoperativ^e treat-

ment and postoperative care.

One week of preoperative rest has been found

essential, during which time complete physical ex-

amination should be made, with evaluation of the

heart, blood pressure and kidney function. Cooper-

ation with a competent internist has proven itself

of decided value in evaluation of unsuspected car-

diovascular-renal insufficiencies.

Dietary control has been found advisable. The
patient should be limited to nonresidue foods, rich

in carbohydrates in order to build up glycogen re-

serve. Glucose in saline intravenously twenty-four

hours preoperatively insures proper fluid balance.

Blood transfusion is indicated, if the hemoglobin and

erythrocyte count are low. If barium has been used

in the diagnostic study, cleansing enemata should

thoroughly remove all traces of it. To this end, the

judicious use of mild laxatives may be employed

up to forty-eight hours preoperatively in order to

cleanse the entire bowel. After this has been done

only high caloric clear liquids and stick candy

should be used in the dietary. We have followed

the recommendations of Sistrunk of giving pare-

goric, dr. 1-2, every four hours the day preceding

operation in order to splint the bowel for surgery.

TREATMENT

The ideal operative treatment for obstructive

lesions of the colon and rectum consists of the early
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CARCINOMA OF COLON AND RECTUM,
SURGICAL METHODS (bACON)

1. Colostomy.
(a) Preliminary to operation.

(b) Palliative.

2. Local or Partial Excision (Bevan).

3. Vaginoperineal Excision (Murphy-Tuttle).
4. Perineal Excision (Yeomans, Cuneo-Seneque and Zag-

doun, Lockhart-Mummery)

.

5. Sacral Excision (Kraske-Rydygier).

6. Abdominoperineal Resection (Babcock, Miles, Gabriel,

D. F. Jones, Lahey and Cattell, Turner-Rankin, Cofiey).

7. Abdominal Sacral Resection (Hochenegg-Bickham, Kirsch-

ner).

8. Abdominal Resection (Balfour, Mikulicz).

9. Obstructive Resection (Rankin).

removal of all regional pathologic tissue and avoid-

ance of all unnecessary mutilation. Obviously there

can be no hard and fast rule for selecting the type

of procedure to be employed, since no method is

applicable in all cases. In each procedure to be

planned the type of operation used should be

adapted to the individual patient with a considera-

tion for the type of lesion with which one is deal-

ing. Adapting the patient to the operation has led

to unhappy results for surgeon and patient alike.

The operation promising the most for the patient

should be used and for this reason the location of

the growth should govern the operation used, as-

suming at all times that the surgeon should be

capable of performing well any of the various pro-

cedures available.

In general, it may be considered that for growths

involving the lower rectum and anus perineal ex-

cision is applicable; for those in the lower and

midsigmoid, rectosigmoid and upper rectal areas of

the colon, abdominoperineal resection in stages as

by the combined method seems preferable; and for

those carcinomata in the sigmoid, where mobiliza-

tion of the lesion and bowel segment is possible,

abdominal resection may be employed.

Perineal excision does not permit the wide re-

moval of the gland-bearing areas that is accom-

plished by the abdominoperineal method. This

method should be reserved for early growths which

are freely movable, or in those cases where age or

physical condition of the patient would not permit

a more radical operation. Lockhart-Mummery^ is

an advocate of this operation after preliminary

colostomy. This procedure, however, has a limited

place in the surgical treatment of rectal cancer.

Pansier^ has reviewed a group of lesions treated by

this procedure and from his review states that “re-

currences may be a little more frequent, but fewer

patients will be killed by this operation.”

4. Lockhart-Mummery, J. P. : Perineal Ehccision for
Cancer of Rectum. Sure., Gynec. & Obst., 67:655-660, Nov.,
1938 : Two Hundred Cases of Cancer of Rectum Treated
by Perineal Excision. Brit. J. Surg., 14:110-124, July, 1926.

5. Pansier, W. A.: Carcinoma of Rectum. Journal-
Lancet, 52:255-258, April 15, 1932.

In amputation operations, when performed for

rectal cancer, the surgeon excises the diseased por-

tion of bowel, including the sphincter. The remain-

ing distal stump of bowel is brought down and

sutured to the skin of the perineum or sacral area

to function as an artificial anus. When, however,

resection is performed for rectal cancer, the dis-

eased bowel is removed and the two segments, i.e.,

the proximal and the distal, are reunited by suture.

Complications are considerably higher with this

method and when employing an anal colostomy; the

incidence of incontinence is extremely high. Clean-

liness of person is often less easy to maintain than

with an abdominal colostomy. Sacral excision will

only be mentioned for historical significance but

condemned because of its mutilation of the sacrum,

resultant sacral colostomy and inability to explore

the abdomen.

The abdominoperineal operation in stages or by

the combined method is the most radical of all sur-

gical procedures for removal of obstructing car-

cinomata of the left colon, and also from the stand-

point of eradication of the disease. In favorable

cases it is the most efficient. Proper exploration of

the abdominal cavity is afforded, the growth may
be adequately evaluated and the presence of in-

operable metastases determined. Growths lying be-

tween the midrectal and the midsigmoid areas seem

most amenable to extirpation by this method.

The combined abdominoperineal method may be

performed in one or two stages and with or without

previously made colostomy. Of these, the one stage

operation of Miles® is the more radical, carrying

the highest operative risk to the patient, unless only

those patients in the best of physical condition are

selected. Obesity and cardiorenal disease would con-

traindicate its use in favor of the two-stage pro-

cedure. The two-stage operation permits the sur-

geon to divide the operation into two periods, per-

mitting the pathologic physiology of obstruction to

correct itself between stages and also permitting the

patient an opportunity to regain some of his

strength and energy during the interval period.

Abdominal resection, of either the Balfour'^ or

Mikulicz® type for carcinoma of the sigmoid or de-

scending colon offers a method of stage removal of

the growth with a minimum of risk in the early

and operable type of growth. Removal of glandular

involvement is not as adequate as with the Ran-

kin^'io obstructive method of resection. This method

is applicable whenever the carcinoma has not

6. Miles, W. E. : Radical Abdomino-Perineal Operation
for Cancer of Rectum and of Pelvic Colon. Brit. M. J.,

2:941-943, Oct. 1, 1910.
7. Balfour, D. C. : Method of Anastomosis between Sig-

moid and Rectum. Ann. Surg., 51:239-241, Feb., 1910.
8. Mikulicz, J. V. : Arch. Klin. Chir., 69:28, 1903.
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I
reached the stage of complete obstruction. Glandu-

lar involvement is more easily removed with larger

segments of mesentery than would be possible with

the Mikulicz procedure.

Colostomy presents its greatest usefulness in the

1
presence of any obstructive lesion lying between

‘ the sigmoid colon and the anus. Inflammatory dis-

' ease processes, as well as those resulting in stric-

^

ture of the distal colon, may require colostomy for

relief of distressing symptoms. As a preliminary

step to the resection of the carcinoma of the colon

distal to the colostomy, it has been a life saving

t measure and forms the basis for most two-stage

abdominoperineal resections. Colostomy permits a

thorough cleansing of the bowel and relieves the

distressing symptoms of diarrhea, as well as the

Fig. 1. Showing permanent loop-type colostomy for pal-
> native relief of obstruction in the rectum or recto-sigmoid.
i Inoperable carcinoma of sigmoid, colon or rectum

;

H permanent colostomy.

toxicity of the obstruction and the edema surround-

ing the lesion. For inoperable carcinomatous lesions

of the lower descending colon, sigmoid and rectum,

the palliative nature of the operation is self-evident

;

(fig. 1). It relieves obstruction, is an aid in relieving

the tenesmus associated with rectal growths and

definitely adds comfort to the patient’s remaining

months of life. conclusions

1. Carcinomatous infiltration is the most frequent

cause of obstruction of the colon.

2. Early symptoms suggesting change of bowel

habit are significant.

3. Proctoscopic examinations in connection with

roentgenologic examinations reduce diagnostic er-

rors to a minimum.

4. Operative treatment should aim at relief of

^
obstruction and adequate eradication of all local

I
and regional malignant disease.

f 9. Rankin, F. W. : Two Stage Resection for Carcinoma

I

of Rectosigmoid and Rectum. Surg., Gynec. & Obst., 63:
670-675, Nov., 1931.

10. Rankin, F. W. and Jones, R. D. : Carcinoma of
Rectum. West Virginia M. J., 25:5-9, Jan., 1929.
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Yellow Fever

DEFINITION AND ETIOLOGY

Yellow fever is an acute, infectious, febrile disease.

Occasionally, it may even be contagious. It is pro-

duced by the yellow fever virus, which is ultrami-

croscopic and measures seventeen to twenty-eight

thousands of a micron in diameter. Obviously no-

body has ever seen the virus, but by use of the

ultracentrifuge and differentiation technics it has

been separated from other constituents of the me-

dium and its size has been accurately computed.

HISTORY

A hundred or even fifty years ago the Gulf and

Atlantic ports of the United States about the

end of May began to be fearful of yellow fever

and sometimes became panic-stricken, because al-

most every year, seldom failing more than two

years in a stretch, epidemics of yellow fever de-

veloped. The disease always came in on boats from

the Gulf ports of Mexico or Central America, the

islands of 'the Caribbean area, or from the northern

part of South America. It became established in

the form of moderate or very extensive epidemics

early in the summer and extended until cold

weather.

As soon as an epidemic started throngs of people

in New Orleans, Mobile, Jacksonville and Charles-

ton tried to board the first trains they could get

inland. Frequently they were not allowed to get

off the trains because the police and sanitary officers

of these inland towns knew what they would be

bringing with them, namely, the dreaded yellow

fever. It was in this way that cities as far inland

as Shreveport, Memphis, Louisville, St. Louis and

towns in the highlands of the Carolinas actually

had cases of yellow fever. Earlier, even in Phila-

delphia, New York and Boston there were mild

epidemics of yellow fever.

Yellow fever might develop to epidemic propor-

tions wherever the “yellow jack” transmitter, Aedes

aegypti (in those days, the Stegomyia mosquito),

bred during the warm months of the year. Fortu-

nate it was that in most of these places there was a

cold season when this mosquito did not breed, so

that each epidemic was then brought to an end.

It is interesting to know that there was a period

Fourth lecture of the Third Ernest A. Sommer Mem-
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of four years in the 1860’s when there was no yellow

fever in New Orleans. That was the time when the

Federal gunboats had bottled up the port of New
Orleans and no boats could run the blockade. So at

least one favor was conferred on New Orleans dur-

ing the days of the War between the States.

We must go back, however, to a period long be-

fore the beginning of the nineteenth century to find

the first records of yellow fever in the Western

Hemisphere. Even in the 1600’s there were records

of yellow fever in the West Indies and ports of

North and South America, and if we judge from the

very scant medical records from the West Coast of

Africa, yellow fever was endemic there in those

days. Later the southeast coast of England had one

or two mild epidemics.

Approximately a century ago, a physician by the

name of Nott, practicing in Mobile, Alabama, ad-

vanced the idea that some insect must be the trans-

mitter of this disease. In 1878, Surgeon-General

Sternberg of the U. S. Army headed a Commission

to Havana to study yellow fever in its endemic en-

vironment. Among those on the Commission were

the then Dean of Tulane Medical School, Dr. Stan-

ford Chaille, and a young medical student by the

name of Rudolph Matas. Matas, a Tulane medical

student who was Spanish by birth, served as labo-

ratory technician and interpreter. We hear very

little about this early Commission, although they

came in contact with Carlos Finlay who, even in

those days, advanced the idea that the Stegomyia

mosquito was responsible for the infection.

We all know about the Commission that went to

Cuba in 1900 to study this infection—Reed, Car-

roll, Agramonte and Lazear. Three of them were

Americans and Agramonte was a Cuban who was a

medical officer in the American army. It was they

who definitely proved by the use of human volun-

teers that the Aedes aegypti mosquito was respon-

sible for the transmission of this infection. As a

result of their conclusive evidence they were then

able to institute sanitary and public health meas-

ures which rid American cities of this dreaded pest.

Gorgas got his first training in Havana and then

went to the Panama Canal Zone a few years later to

start intensive and extensive anti-Stegomyia cam-

paigns throughout the Zone to rid that area of the

“yellow' jack.” Incidentally, but not accidentally,

he also did the pioneer work in reducing the tre-

mendous number of Anopheles mosquitoes in that

area.

The sanitary measures effected by Gorgas and

others, based on the investigation of Walter Reed

and his Commission, had been so successful that by

1925 statements were being made by eminent sani-

tarians that yellow fever had been eradicated from

the face of the globe. Then there were rumors that

yellow fever was present on the west coast of Africa.

British commissions and the Rockefeller Founda-

tion investigated and discovered that there were cer-

tain mosquitoes other than Aedes aegypti which

could transmit this infection. They also discovered

certain species of monkeys were very good experi-

mental animals.

By 1930 there were extensive surveys in Brazil

and other countries in South America which demon-

strated that yellow fever still existed in wide areas

in the northern half of South America. Even with

the complete eradication of the Aedes aegypti in the

urban centers the disease had not been eradicated.

When there was any carelessness in allowing A.

aegypti to breed in urban centers, from time to time

there might be extensive epidemics, as, for example,

in Rio de Janeiro in the early part of 1930. One of

the most intensive epidemiologic researches was

then undertaken to determine just what the status

of yellow fever was in South America. It was found

that the disease could be traced from the cities,

where epidemics occasionally still developed, back

into the rural communities, and from these com-

munities into the densely forested areas.

The Rockefeller Foundation, in collaboration

with the Brazilian government, made extensive sur-

veys and termed this forest infection “jungle yellow

fever.” However, the term “jungle” has a somewhat

false connotation to most of us. We ordinarily think

of the jungle as a dense, impenetrable tropical rain-

forest, whereas in the sense in which it was used in

yellow fever surveys it is merely a dense forested

area. When I visited Rio de Janeiro in the summer

of 1941, I found that the so-called “jungle” joined

the backyards of many of the best suburban homes.

As a result of the investigations which were made in

Africa and in South America, we have come to learn

that there are two vast endemic areas of yellow

fever which exist today and constitute an indirect

threat to civilization.

GEOGRAPHICAL DISTRIBUTION OF YELLOW FEVER

AND AEDES AEGYPTI

It will next be helpful for us to consider the

present-day distribution of endemic yellow fever.

In South America cases have occurred since 1932

not only in the coastal area and in the immediate

hinterland of Brazil, but inland where Brazil joins

the Guianas, Venezuela, Colombia, Ecuador, Peru

and Bolivia. In Africa there is an extensive band

of territory from Accra on the west coast through

to the Egyptian Sudan. The most recent epidemic
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of yellow fever in Africa occurred only three years

ago in a region of the Egyptian Sudan where they

do not have Aedes aegypti.

It is interesting to know how during a period of

ten or twelve years these epidemics progress. There

are maps in the central office of the Federal Yellow

Fever Commission in Rio de Janeiro, showing year

by year how the disease was first discovered near

the mouth of the Amazon River, how it spread up

one branch of the River to the south, then moved

across to a river valley flowing south and finally

moved eastward to the coast. Then it moved north-

ward, both inland and coastwise, passing Rio into

the states farther north. By 1941 it had at least

temporarily died out along the coast.

Much more extensive is the present-day distribu-

tion of the domestic yellow fever mosquito, Aedes

aegypti. It breeds from Massachusetts down

through the coastal part of the Atlantic States and

inland to St. Louis and the southwest. There are a

few foci in California, and possibly farther up the

Pacific coast. It breeds throughout Mexico and Cen-

tral America, and all through the West Indies where

today there apparently is no yellow fever, then

down along the east coast of South America to

Buenos Aires, and along a narrow strip of coast on

the west side of South America. In Europe it breeds

all along the rim of Portugal and Spain. In Africa

it is distributed along the north coast and up the

Nile River along the Red Sea and down into the

southernmost tip of Africa. It is prevalent in Mada-

gascar. In Asia it is found throughout India and all

of the Oriental area. This is the vast domain of

Aedes aegypti, the potential areas where yellow

fever might develop, once a favorable opportunity

is provided. Practically all the peoples living in

these areas are completely nonimmune to the dis-

ease and, should it once get started, it conceivably

might spread like wildfire and decimate the popu-

lation.

The “yellow jack” transmitter, Aedes aegypti, is

a mosquito which can readily be recognized. The

blood-sucking female has a lyre-shaped pattern of

silver white against a black background on the up-

per part of her throax, and legs which are black

with cross stripings of silver at the joints.

EPIDEMIOLOGY AND LIFE CYCLE OF THE

YELLOW FEVER VIRUS

The susceptible mosquito picks up the infec-

tion from the reservoir host or from man. In the

human host, a few hours before the end of the

incubation period, or during the first three or four

days of the acute stage of the infection, the virus

is circulating in the blood. Within this narrow

time limit it may be picked up by the mosquito.

Then there is an incubation period in the mosquito,

ranging up to nine or ten days, after which it is

infective again for man. All the tissues, all the

cells of the mosquito are filled with this virus and

it is estimated that in the salivary glands alone

there are at least a hundred human doses of infec-

tion. Then, when madam Aedes aegypti prepares to

take a blood meal from man, she introduces a few

droplets of saliva, carrying the virus into the hu-

man body.

Based on the demonstrations of Reed and Gorgas,

the control of Aedes aegypti is simple, since it is

strictly a domestic mosquito, breeding in pots and

pans, shallow cisterns, the eaves on the roof where

water has accumulated, or in places like New Or-

leans even in the vases and urns that hold flowers

in the cemeteries. On the other hand, in the forests

there are many species of susceptible wild mos-

quitoes. Most of them belong to the genus Aedes

but they are not Aedes aegypti. There are even

some species of Culex and other related mosquitoes,

although neither in nature nor experimentally has

Anopheles been found to be responsible for this

transmission.

EPIDEMIC AND ENDEMIC CYCLES

Next, let us consider the epidemiologic cycles of

yellow fever. The cycle as we knew it originally, as

it was worked out by Reed and his colleagues, was

the epidemic cycle, the urban cycle. The Aedes

aegypti gets the infection from some human being

and after the necessary incubation period transmits

it to man, who then serves as a source of infection

for it. Now let us look at the more fundamental pic-

ture of the endemic cycle. Here the wild mosquito

is involved. Some of these species breed in axils of

leaves such as the banana or similar plants in the

tropics. Some of them breed in epiphytes, plants

which grow on other plants. During the dry season

some of them even roost in the tops of trees hun-

dreds of feet away from the ground and descend to

the ground only when the rains come.

These wild mosquitoes are the source of infection

for a wild reservoir host which is as yet unknown.

This host has never been actually found infected in

nature, although we know from critical experi-

ments in South America that several species of na-

tive monkeys are readily susceptible to the infec-

tion. When wild mosquitoes take their blood meals

from this wild reservoir, they become infected and,

after the necessary incubation period, the virus is

transmitted to other wild reservoirs. This is the

more or less silent cycle by which the infection is

maintained year after year and century after cen-
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tury. It is only by chance that human beings come

in contact with these wild mosquito transmitters

and from their bites acquire the infection. A man

who goes into the forest to cut trees is inoculated

with yellow fever virus and then comes out into the

clearing. He is infected and soon the mosquitoes in

the clearing become infected. Then the disease trav-

els to rural communities and finally to the large

towns and cities.

PATHOGENESIS

In human beings the yellow fever virus devel-

ops in the following way. Once an individual is

inoculated, these minute ultramicroscopic organ-

isms invade various cells of the body, but prob-

ably first of all they become tremendously mul-

tiplied in the liver. Through blood vessels they

get into the adjacent parenchyma of the liver lo-

bules and begin to multiply within the cells. They

then spread radially into the intermediate zone of

the lobule where they increase tremendously, but

seldom extend to the periphery of the lobule. As a

result of their presence in the center of the lobule

and in the intermediate zone they produce a necro-

sis which is pathognomonic of yellow fever. The liver

cells develop a coagulating necrosis, their nuclei are

completely destroyed and the walls of the blood

vessels in the liver and elsewhere throughout the

body are destroyed. This produces extensive miliary

hemorrhages. The liver cells which have been at-

tacked by the yellow fever virus lose all affinity for

alkaline dyes and that part of the section, even

under low power, shows coagulation necrosis. This

is the so-called “Councilman body” which is so

characteristic of yellow fever.

In addition to the liver the kidney is seriously

embarrassed by necrotic changes, and casts develop

in the tubules. A few days after the beginning of

the acute period of infection as much as twenty-five

per cent by volume of the urine may consist of al-

bumin and in the more serious, always fatal cases

there is peptonuria and frequently even anuria.

The muscles of the heart are attacked and the

conducting bundles fragment. Hemorrhages tend to

occur in all of the vessels, due to the destruction of

their lining.

There is only one type of tissue which is rela-

tively little disturbed in the average human case,

namely the nervous tissue. Rarely is there nervous

system pathology in the ordinary type of infection.

We must distinguish, however, between the usual

type of virus with which man is inoculated and cer-

tain specific types. The usual type is pantropic or

viscerotropic but there is also a neurotropic strain.

For example, the neurotropic strain develops, if the

virus is inoculated into the brain of a young mouse.

SYMPTOMATOLOGY

Following an incubation period of three to six

days, there is a sudden onset of symptoms. The

individual first has a feeling of profound malaise

and the temperature rises to 103°or 104°F. (39.5°

or 40°C.) He is likely to experience bleeding from

the mucous membranes, with epistaxis or hemata-

mesis, and with extensive internal visceral bleed-

ing as well. He is practically in a state of pro-

found collapse. His respiration is rapid and his

pulse is frequently as high as one hundred and

twenty. This condition lasts for a period of three

to six days, after which there is usually a drop in

temperature. The patient now feels very much bet-

ter, although this is the critical stage when he must

have the best of nursing care. The blood picture is

that of a neutropenia with monocytosis.

Usually there are two subsequent types of his-

tory. In mild cases the patient’s temperature may
be a little below normal for a day or so, and then

will return to normal, and with good nursing care

he will gradually convalesce. But in the very se-

verely infected individual there is commonly a sec-

ond rise in fever, and if with this rise there is a

marked depression in the pulse rate (the combina-

tion known as Faget’s sign), the prognosis is in-

variably grave. It is an almost infallible index of

the profound intoxication throughout the whole

body.

Due to embarrassment of the liver function there

develops a hypoglycemia and the tonus of the mus-

cles of the intestinal tract and of the extremities is

depressed. Moreover, it is about this time in very

grave cases that a very high albuminuria occurs and

if peptonuria develops the prognosis is invariably

fatal. Another serious symptom which is prognos-

tically very bad is the so-called “black vomit” or

hematemesis. The intestinal mucosa has been at-

tacked by the yellow fever virus as well as other

t}q)es of cells, with hemorrhage from the intestinal

capillaries manifesting itself as the “black vomit.”

In the yellow fever days in New Orleans when indi-

viduals developed “black vomit,” the layman real-

ized that the patient was not going to live.

Interestingly enough, if the yellow fever patient

recovers after a long convalescent period, practi-

cally all of the necrotic tissues are completely re-

generated. When we consider the profound destruc-

tive changes that have occurred in the liver, the kid-

neys and the myocardium, and then find that re-

generation occurs without fibrous tissue repair, we
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realize how remarkable the regenerative process has

been.

Individuals who have recovered from yellow fever

apparently have a life-long immunity to subsequent

infection. One of the reasons why Gorgas was

chosen to go down to Havana and later to the Pan-

ama Canal Zone to work on this infection, where

the chances were very great that he was going to be

inoculated time after time with the yellow fever

virus, was that he had had yellow fever when a

young man and therefore was believed, on the basis

of experience, to be immune to the infection.

It is also apparently true that many people, par-

ticularly young children, have the infection or get

it during epidemics, who never show any evidences

of it, but do develop a life-long immunity to it.

DIAGNOSIS

Except during epidemics, there is no simple rule-

of-thumb technic for proving diagnosis of a patient

suspected of being sick of yellow fever. If one has

young white mice available, the blood of the

patient at the end of the acute stage of the in-

fection, when introduced intracerebrally, will pro-

duce the neurotropic type of yellow fever in the

mouse, thus providing evidence of the infection.

Usually, however, actual diagnosis awaits autopsy

or viscerotome removal of the tissue.

In Brazil, during the period between 1930 and

1940, a very valuable method of diagnosis was de-

veloped. It was impossible to provide enough phy-

sicians for all this vast country of Brazil, but the

Federal Health Department trained technical as-

sistants who had police powers. It was required that

anyone who died of an acute febrile infection must

be submitted to viscerotomy. This is performed by
a sharp knife which is inserted uncovered into the

unopened abdomen between the ribs on the right

side, directed into the liver. When it is judged to be

in the center of the liver, a little gadget on the

handle of the knife is pushed over the knife blade so

that a little chunk of liver of about two centimeters

size is removed. The sample is then placed in for-

maldehyde, the instrument is immediately disinfect-

ed and the specimen is sent to the central laboratory

in Rio, where sections are immediately prepared

and diagnosis is made to determine if the case died

of yellow fever. In this way the outbreak of yellow

fever in remote parts of the country is known in

Rio within a short while and appropriate measures

can be taken.

The viscerotome has made a very valuable con-

tribution to our knowledge of the month-by-month
distribution of yellow fever and its incidence in cer-

tain localities. Not only has this technic been valu-

able for diagnosing this particular disease, but in

making these extensive surveys throughout the

country the yellow fever laboratory has been able

to obtain comprehensive data on malaria, Manson’s

schistosomiasis and kala azar, diseases which exist

more or less within the same territory. Diagnosis

has literally been made on hundreds of thousands

of these viscerotome specimens, so that it has been

possible to construct an excellent spot map showing

where yellow fever has existed. As a matter of fact,

the spot map of yellow fever in South America to-

day is based primarily on the viscerotome technic

diagnosis.

PROGNOSIS

Prognosis in yellow fever is fair to good in cases

in which no hematemesis or peptonuria develops,

but in individuals who have these manifestations

the prognosis is poor and usually fatal.

IMMUNITY

After a patient has had yellow fever and is

convalescing, about four weeks following the first

onset of symptoms, his serum has specific immune

bodies. The way in which this can be tested is

again to use the white mouse. The serum of the pre-

sumably immune convalescent is introduced intra-

cerebrally into the mouse at the same time a killing

dose of the virus is introduced. If the mouse sur-

vives, there is definite evidence that the serum is

protective. Serum has been tested of individuals

who acquired the infection in the 1870’s and it has

been found to provide complete immunity for the

disease. Such individuals have, however, become

fewer and fewer in the United States since the last

epidemic occurred in New Orleans in 1905; this was

a mild epidemic and there are relatively few of the

adults in New Orleans today who had the infection

in that year. All those who did not have it were and

are nonimmune, as all of the younger generation un-

doubtedly are. This is the situation which exists to-

day throughout the greater part of the Aedes

aegypti territory of the world.

TREATMENT

Treatment of the yellow fever patient is en-

tirely symptomatic, since there is no specific med-

ication. Symptomatic treatment consists in keep-

ing the patient on a very bland liquid diet, with

citrus fruit juices and other mild alkalinizing fluids;

mild catharsis or preferably enemata. The best of

nursing care is indicated for these patients. Even

then, there is a long period of convalescense, but re-

covery is complete.

PREVENTION

How can yellow fever be prevented? There are

four theoretical possibilities. One is chemothera-
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peusis. A second is the eradication of the domestic

mosquito, Aedes aegypti. A third is the eradica-

tion of yellow fever in its endemic forest en-

vironment, and a fourth is specific immunization.

For the first, there is today only a negative answer,

since there is no specific chemotherapeutic. For the

second, it is possible to eradicate Aedes aegypti, and

this has been done to a considerable degree through-

out the urban communities adjacent to the present

endemic forested areas. Nevertheless, there are vast

stretches of Aedes aegypti territory where no con-

certed effort has ever been made to eradicate this

mosquito.

Dr. Fred Soper of the Rockefeller Foundation

stated in 1942 that throughout the Western Hem-
isphere Aedes aegypti ought to be and could be

eradicated. And just recently along the Gulf and

South Atlantic coasts of the United States, the

United States Public Health Service in conjunction

with state health forces is inaugurating intensive

campaigns to eradicate this hazard. In Rio de Ja-

neiro dcrvii-Aedes aegypti measures are compulsory.

The sanitary officers make their rounds of a par-

ticular block every day, go into the houses and into

the courtyards to discover whether there are any

possible places where these mosquitoes may breed.

They empty any cans or pots that have fresh water

in them, fish bowls and ponds that do not have mos-

quito larva-eating types of fishes. If the individual

householder is found on three successive occasions

to be disobeying instructions, he is hauled into court

and has to pay a heavy fine.

Next, let us consider yellow fever control in the

wild endemic focus. This is entirely impractical. We
do not know where, we do not know what the reser-

voir hosts are on which the mosquitoes feed. More-

over, these wild mosquitoes have such a variety of

breeding places that it would be a practical impos-

sibility to effect any control here.

Thus, we are left with the fourth possibility,

namely, immunization. Immunization was devel-

oped about 1932 in the form of a vaccine in the

laboratory of the Rockefeller Foundation in New
York City. The technic has been modified some-

what, to make the vaccine more potent and at the

same time safer. Today an egg-embryo cultured

virus is produced. It is an attenuated neurotropic

virus which a number of generations back was de-

veloped in the mouse brain from original human
infection. Since it is neurotropic, it does not have

the viscerotropic potentialities. Therefore, the neu-

rotropic strain, insofar as man is concerned, is an

essentially harmless one. Although attenuated, its

titer is high. Today it is used as a required vaccine

for all individuals in our armed services and all

others going into or near the two large endemic

areas, the northern half of South America and trop-

ical Africa.

Yellow fever vaccine is also used to immunize

natives who live near these forested areas. More
than a million of them had been immunized before

we entered the World War in December, 1941, and

that has possibly prevented a tremendous number
of yellow fever deaths, particularly in South Amer-
ica.

The question arises, “Is it possible to tell wheth-

er an individual after vaccination is immune or

not?” Yes, it is possible, because his serum intro-

duced into the brain of a mouse, at the time a lethal

dose of the virus is introduced, will protect the

mouse. However, such immunity against the disease

does not last as long as that following actual recov-

ery from the disease.

Dengue
Next, let us consider another disease, dengue,

which is seldom fatal except in the debilitated and

aged, but produces complete incapacitation for a

considerable number of days or weeks. Dengue is

an acute, infectious, febrile disease. It is transmit-

ted by Aedes aegypti, as well as two other domestic

mosquitoes, Aedes albopictus and Armigeres obtur-

bans.

Dengue was first described clinically by the dis-

tinguished physician, Benjamin Rush, in 1790, in

Philadelphia, but it was not until 1905 and 1908

that Ashbum and Craig in the Philippines definitely

demonstrated that it was produced by a virus which

today is known as dengue virus.

Dengue exists in endemic and epidemic foci. In-

sofar as we know, there are no reservoir hosts. En-

demic foci of the disease exists in the West In-

dies, in Central America, on the west coast of Af-

rica, in the Mediterranean basin, in India, on the

South China coast, in the Philippines and through-

out many of the islands to the northeast of Au-

stralia. It is highly endemic in certain of these trop-

ical areas. Anyone going into these endemic or hy-

perendemic areas, who comes in contact with Aedes

aegypti, is apt to get dengue.

Permit me to give you an example of how rap-

idly dengue can spread. Approximately nine years

ago, dengue broke out in southern Florida during

the last of August or the first of September. In the

course of a week, it had traveled as far as central

Florida and southern Georgia and by mid-October

had extended as far west as Montgomery, Alabama.

Then, fortunately, there was a killing frost all

through that part of the country just above the
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Gulf Coast. This temporarily incapacitated the

Aedes aegypti so that the epidemic was terminated

and never got as far as New Orleans, Galveston or

Houston, where it had been epidemic a decade

previously.

Clinically, dengue is a very incapacitating dis-

ease. There is a brief period of incubation which is

usually three to five days. After that the exposed

individual has a sudden onset of acute manifesta-

tions, w’ith a fever which may reach as high as

104° F. (40° C.) or even a little higher but is

usually somewhat less. The patient has terrific pains

in his joints, in his back and in his loins, and his

eyeballs are so painful and sore that his suffering is

almost intolerable. He is in a state of complete

e.xhaustion as a result of the infection.

The dengue virus has certain pathogenic prop-

erties like yellow fever. It has a predilection for en-

tering cells of the body, multiplying there and de-

stroying them, particularly the epithelial linings of

blood vessels.

In the course of two or three days, or at times six

days following the onset of fever, there is a sudden

drop in temperature and the individual feels con-

siderably better, although exhausted. He has pro-

fuse sweating; he is likely to have rather profuse

diarrhea; he usually has a good deal of epistaxis.

T}TDically there is a second febrile period. This

gives rise to the term “saddle-back” type of tem-

perature curve which is usually characteristic of

this infection. Eighty-three per cent of the cases

has a rash which develops during the second febrile

episode. This produces a severe pruritus. Within

two or three days, as the patient begins to con-

valesce, there is a characteristic brany desquarna-

tion.

In some patients there is cyanosis. In at least ten

per cent there is vomiting, possibly with blood in

the vomit. There is a total reduction in white blood

cells with neutropenia and monocytosis, and a

marked shift to the left in the Schilling count.

The period of recovery is long, requiring many
days to several weeks. Large numbers of our troops

are in areas where dengue is common and many of

them have had or will be getting it. It is just about

as serious, from a military point of view, to have

troops incapacitated with dengue as with malaria,

because in both instances they are temporarily use-

less. If seventy-five or eighty per cent of the troops

are incapacitated, it makes no difference at that par-

ticular moment whether it is malaria, dengue or

some other casualty. They can’t move and are of

no real tactical value.

Dengue has no specific treatment but requires

careful nursing. Although there is some evidence

that the individual acquires some immunity to den-

gue, this is considerably less than in yellow fever.

Sandfly Fever

Another disease which requires mention very

briefly is sandfly fever, also known as phlebotomus

fever from the technical name of the sandfly which

transmits it. It is frequently referred to in the Med-

iterranean basin as pappataci fever because that is

the species of sandfly which is involved in this area.

The disease occurs through the Mediterranean area,

the Near East, Iraq and Iran, India and as far

eastward as the South Coast of China. Throughout

various parts of this territory there are several spe-

cies of the genus Phlebotomus, which serve as trans-

mitting agents.

Sandfly fever is never fatal. It produces a febrile

reaction with pain and particularly with an intense

frontal headache but not with the excruciating pain

in the eyeballs so characteristic of dengue. For a

period of about five days the patient is prostrate

and feels as if death were upon him. Then quite

suddenly the symptoms subside and he recuperates

rapidly.

Thus, sandfly fever does not have the long period

of incapacitation of dengue, but if a body of troops

gets sandfly fever, for approximately five days or

slightly longer they are just as much incapacitated

for service as if they had dengue or malaria.

SUMMARY

The diseases yellow fever, dengue and sandfly

fever are closely related etiologically and epidemio-

logically. They are relatively widespread through-

out the world. They are diseases for which we have

no chemotherapy. At the present time they are

either actually or potentially dangerous or at least

temporarily incapacitating to large groups of the

human population.

TUBERCULOSIS ER.^DICATION
Tuberculosis has retreated and is still retreating before

a prolonged and sustained attack upon the pulmonary form
of the disease. Fifty years ago a few zealots began to

shout in the wilderness that “consumption” could be

cured. Gradually they attracted attention, sympathy, sup-
port; and at last they were rewarded by the acceptance of

their principles as a legitimate part of the order of the day.

About them there appeared those little parasitic enter-

prises that always attach themselves to successful ventures,

but the faddists came and went, while the movement sta-

bilized itself and grew. Soon it was found that efforts di-

rected toward the cure of the disease were effective also in

preventing it
;
prevention then became the aim

;
and now

that preventive measures are proving more and more suc-

cessful, the goal has been shifted to eradication. Today
tuberculosis workers are an established group of special-

ists, already divided into their own subspecialties; and
tuberculosis control, no longer merely a movement, has
been integrated into every sound public health program, a

recognized public health responsibility of every community.
(“Air-Borne Infection,” by Dwight O’Hara, M.D., 1943).
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VAGINISMUS AND DYSPAREUNIA*
CAUSES, MANAGEMENT AND TREATMENT

Carlyle Smail, M.D.

JEROME, IDA.

General practitioners, because of the unusual

confidence placed in them and their close contact

with the many families whom they attend, are in

an admirable position to cope with these marital

difficulties. However, they often fail because in

most cases patients are not questioned about their

sexual life, and in many instances where the pa-

tient herself calls attention to the fact, the com-

plaint is minimized, inadequately studied or dis-

regarded. Hesitance of many in the profession in

dealing with this problem is due to lack of satis-

factory understanding of the factors involved, with

the tendency therefore to discount the complaint.

Most medical histories contain nothing concern-

ing sex life, and from this arises the opinion that

vaginismus and dyspareunia are infrequent and

trivial. Patients are not outraged or affronted by

queries regarding coitus as participated in by them,

if the interrogation is skillful and intelligent, with

careful attention to phraseology. Myriad and bi-

zarre complaints, psychic, physiologic and socio-

logic matters cloak the true cause of the difficulty.

Certainly no symptoms which may so easily and

profoundly derange the emotional, marital and

physiologic normalcy of the patient can be over-

looked or considered minor. Omission spells failure

for the general practitioner and causes these pa-

tients to seek the help of specialists in various

fields.

Concerning the basic difficulty, Dickinson
has aptly said: “The surgeon thinks of difficult

coitus in terms of a knife passed through muscles

in spasm; the psychiatrist thinks of it as a mental

knot to be disentangled by analysis; the gynecolo-

gist, who is tired of patching, poor and late patch-

ing, begins to think in terms of prevention through

routine examination and instruction.”

VAGINISMUS

Vaginismus denotes a condition of vaginal spasm,

varying from a constriction at the beginning of

coitus (so slight it may merely discomfort the

woman herself) to the extreme case in which the

spasm causes acute pain to the woman and entirely

prohibits any penetration by the husband. Indeed,

the introitus may be so constricted that even the

tip of the examining finger of the physician can

gain no entrance. The most severe cases have com-

plete adduction of the thighs, lordosis to opistho-

tonos, in addition to vaginal spasm.

<=Read before a meeting of South Side Medical Society,
Jerome, Ida., Sept. 14, 1943.

Roughly speaking, the marriages which are not

in fact actually consummated must almost equal

the number which result in divorce or annulment.

Many women are astonished when told that ap-

praisal shows the hymen to be partly or totally in-

tact after years of married life.

Etiologically many theories have been advanced,

most of which seem far-fetched. Only three will be

mentioned. Malleson^ states that the cause may be

a “carry-over” or conditioned reflex from childhood

enemas, noting that soap is painful in the rectum

as in the eye. A baby who is repeatedly treated

thus will scream and stiffen at the sight of the at-

tacking object, and thus we have a conditioning

at the age most susceptible to permanent impres-

sion. Because rectal, vaginal and urethral orifices

develop from the original cloaca and possess the

same innervation, young children are largely un-

able to differentiate sensations arising in these or-

gans; hence the difficulty in learning sphincteric

control, and the fact that any of these organs may,

and normally to some extent do, receive erotic

stimulation during stretching or friction. Thus,

when a child experiences pain in either rectum or

vagina, the resulting impression of the injury will

be similar, whichever of the cloacal organs actually

received the stimulation. Second, fear of degrading

oneself and of personal injury resulting from sexual

intercourse, ideas instilled into young women by

unstable, unreasoning mothers, initiate some vagin-

ismus. And, lastly, early unpleasant sex attempts,

voluntary or otherwise, in childhood, adolescence

or adulthood are also frequently responsible.

Treatment of vaginismusis is usually long and

painstaking; it must be to be successful. A good

history, in which the physician listens chiefly, helps

materially. Inspection and examination done care-

fully and gently is essential. If difficulty seems

probable from the attitude of the patient, have her

return later for examination, when acquaintance-

ship is better or when one might expect better co-

operation, rather than make her reproachful and

uncooperative by immediate intrusion. Later, in-

sist upon relaxation, or again postpone examina-

tion. If we assume that each attempt at coitus by

the husband or examination by the physician re-

vives infantile emotional trauma, we have the per-

fect explanation for the hostile patient. So also

is explained her surprise and relief when examina-

tion is not insisted upon. However much as a child

the patient had protested, the “attacking” enema

was rigidly completed. Here, for the first time, she

is neither pleaded with nor overwhelmed. Rather,

1. Malleson, J. ; Vaginismus, Its Management and
Psychogenesis. Brit. M. J., 2:212-216, Aug. 2, 1942.
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she is left in control of the situation and with re-

sponsibility for refusal, and its consequent results,

upon her own shoulders. Often, alteration of atti-

tude occurs at once. Giving her permission to re-

fuse is many times follow'ed by exaggerated grati-

tude, w'hich undoubtedly is excellent for coopera-

tion and persuasion. If nothing of significance is

found, recissure the patient, pointing out that noth-

ing is amiss, and give her a jelly to aid in lubrica-

tion during copulation.

The typically neurotic cases should be referred

for psychoanalysis. In this psychogenic group,

physical and psychologic shock induced by an in-

considerate mate at the first coition may too often

be the cause of later vaginismus. Obviously, the pain

so induced is only temporary, while the emotional

response may become permanent.

Three types in this group may be named:

Mild: Here may be an inexperienced husband,

timid woman, thick hymen. Dilate hymen gradually

at the office from time to time, and shortly have

the patient repeat the dilation at home; finally,

permit and advise coitus with good lubrication.

Severe: The woman with an adequate response,

no genital disproportion, neurotic makeup, incom-

plete cooperation and lack of insight. This patient

should receive pure psychotherapeutic treatment.

Exertmely severe: Persistent or married virgins.

These frequently have a psychopathic personality.

Use extreme caution. Interference may cause a

breakdown or even suicide.

DYSPAREUNIA

Dyspareunia, from the Greek, loosely meaning

“badly mated” or “bad bed fellow,” indicates diffi-

cult or painful sexual intercourse. Its treatment is

far more satisfactory than that of vaginismus, and

its tangible causes are multitudinous. Gliebe’s^ clas-

sification is a logical one which recognizes five

groups: (1) anatomic, (2) inflammatory, (3) neo-

plastic, (4) surgical, (S) miscellaneous.

Anatomic:

a. A malplaced or pouting urethral meatus may
expose it to coital trauma. Remedy of this condi-

tion is most readily acquired by instruction in pos-

tural technic for coitus.

b. Gradual dilatation, with or without surgical

plastic measures, will alleviate dyspareunia due to

congenital vaginal septa, vaginal bands and scars,

as well as rigid hymens.

c. Genital disproportion is extremely uncommon
and readily responds to instruction of both part-

ners or to graduated dilatation and/or surgery.

2. Gliebe, P. A.; Dyspareunia. West. J. Surg., 50:43-46,
Jan., 1942.

d. Relaxation of pelvic structures may produce

dyspareunia by exposing the bladder and uterine

fundus to coital injury. Surgical intervention is

the obvious method of therapy.

e. Absence of the vagina is rare but important

because of both the physical and psychologic effect

upon the patient. Several plastic operations have

been devised for the correction of this state, and

Whittemore^ in a recent article reported a case of

successful child bearing, following an operation for

construction of an artificial vagina. This patient

is now pregnant again.

Injlammatory

:

a. Vulva. Skin lesions of the vulva such as folli-

culitis, intertrigo, leucoplakia, mycotic vulvitis, etc.,

require dermatologic, radiologic or surgical therapy,

while diabetic vulvitis must have specific systemic

treatment. Bartholinitis is best treated by drainage.

The frequently used mucosal excision may leave

painful scarring, and probably should be discarded.

b. Urethra. Dyspareunia may result from polyps

or caruncles, which should receive proper therapy.

Induration of the posterior urethra responds nicely

to dilatation and local antiseptics. Better than

cautery of paraurethral ducts is stripping of them

over a sound, followed by thorough lavage of the

ducts by means of a syringe and lacrimal duct

needle.

c. Bladder. Cystitis, which is nonspecific and

painful, clears rapidly with high fluid intake and

some one of the so-called urinary antiseptics.

d. Vagina. Trichamonas and monilia vaginitis

are improved if not cured by various forms of local

treatment, but diet, rest and personal hygiene

should not be overlooked. Contraceptive chemicals

used as douches, insufflations, suppositories and

jellies, as well as ill-fitted devices or pessaries, are

at times productive of inflammation. Vaginitis due

to cervical lesions, and senile lesions, respond to

appropriate therapy. Many of the “nonspecific or

idiopathic lesions” are merely cases of overtreat-

ment and clear up when all therapy is stopped.

e. Cervix. Lymph drainage to the broad liga-

ments and uterosacral ligaments may be the cause

of pain occasioned by deep pentration, and is re-

lieved by dilatation of the cervix and proper cau-

terization. The size and type of the cervical lesion

bears no direct relation to the amount of discom-

fort experienced.

f. Adnexa. Painful sexual intercourse is often

due to gonorrheal, postabortal or puerperal in-

volvement; always in acute cases, frequently in

3. Whittemore, W. S. : Pregnancy Following Operation
for Congenital Absence of Vagina. Am. J. Obst. & Gynec.,
44:516-521, Sept., 1942.
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chronic ones. Chronic cases usually produce pain

in the ratio to which fixation occurs, but many
times with only mild involvement the severest

dyspareunia is noted. In the latter case, low thresh-

old of pain or psychic reactions may be present.

Thermal or hydrotherapeutic treatment may be

employed, but if chronicity is great, surgery gives

better results. However, if the latter is unobtain-

able or contraindicated for any reason, coitus in

the extended position gives relief.

Neoplastic :

a. Tumors of the vulva or vagina are relatively

uncommon except after the menopause. Occasional-

ly hypertrophic granulomatous lesions occur in the

vault.

b. Tumors of the uterus cause pain by fixing the

pelvic floor, impaction of a tumor in the culdesac,

temporary fixation of the ovaries in the pelvis by a

uterine neoplasm, mechanical congestion and vari-

cosities.

c. Cystic and solid tumors of the ovary cause

difficulty in proportion to their relation to the

vaginal fornices and the presence of adhesions

between the tumor mass and the parietal peri-

toneum. Surgery and/or irradiation bring about

relief in a, b and c, above.

d. Endometriosis commonly accounts for pain

upon deep penetration and should receive judicious

surgery and intraabdominal cauterization, not radi-

cal surgery or roentgenism.

Surgical:

This is perhaps the largest group, unfortunately.

a. Vagina. Too tight approximation of the leva-

tors during perineorrhaphy causes a bulky, tight,

painful perineum. Unthoughtful removal of tissue

may produce a material decrease in vaginal elas-

ticity. Too frequently, recently, postpartum gyne-

cologic repair has been practiced, rather than sim-

ple obstetric repair, and undue harm has resulted.

Episiotomy should be judiciously employed, not

routinely, for many of these scars are painful, just

inside the hymenal ring particularly.

b. High cervical amputation may result in scars

in the vaginal fornices with accompanying dis-

comfort.

c. Uterus. Panhysterectomy, done carelessly,

may result in shortening of the vagina, with sub-

sequent coital pain. Undue bunching of masses of

ligamentary structures at the cervical stump fol-

lowing hysterectomy, which fixes the vaginal vault

too firmly, is sometimes observed as the cause of

dyspareunia. Obviously, the treatment of these con-

ditions lies in prophylaxis, namely, careful and

skillful handling of the original surgery, with res-
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toration to normal physiologic anatomy as nearly

as is possible.

Miscellaneous:

Rectal lesions, such as fissures, fistulas, hemor-

rhoids and perirectal abscesses are occasional causes

of difficulty. Infrequently pain is produced by

coitus or examination when no lesion is demon-

strable digitally or surgically. In this latter in-

stance, in “level headed” nonhysterical women, re-

section of the lumbosacral plexus usually gives

complete relief.

Henriksen and Horn* show wisdom when they

say; “Rare is the woman who will admit that her

partner is responsible for her dyspareunia, though

it takes two to produce the symptom. Though care-

lessness, awkwardness and other faults on the part

of the male are frequent factors, the patients al-

most routinely deny their importance.”

Finally, the correct interpretation of dyspareu-

nia presupposes thorough study of personality, en-

vironment, severity and duration of symptoms, in

addition to the patient’s attitude toward both the

complaint and her husband. Treatment depends

upon identification of its causes, and removal or

correction of the same.

4. Hendriksen, E. and Horn, P. ; Causes and Treat-
ment of Secondary Dyspareunia. Am. J. Obst. & Gynec.,
43:671-681, April, 1942.

TREATMENT OF WOUNDS CONTAMINATED
WITH RABIES VIRUS

In experiments in which treatment of wounds contami-

nated with rabies virus was instituted within thirty min-

utes, only 11 per cent of guinea pigs treated with fuming
nitric acid and only 6 per cent of those treated with soap

solution became infected, compared with about 63 per

cent of the untreated controls, Howard J. Shaughnessy,

Ph.D., and Joseph Zichis, Ph.D., Chicago, report in The
Journal of the American Medical Association for October

30. It should be emphasized that these results clearly show
the necessity for using antirabic vaccination in addition to

local treatment.

The two investigators say that the application of treat-

ment in two hours after infection was apparently less ef-

fective and its application in six hours was definitely less

effective than when it was applied within thirty minutes.

In tests using a limited number of guinea pigs the results

of applying tincture of iodine within thirty minutes com-
pared favorably with those obtained following treatment

with either fuming nitric acid or soap solution. However,
when tincture of iodine was used after intervals of two
hours it appeared to be considerably less effective than the

two other substances.

Packing the wounds with sulfanilamide after they had
been treated with soap solution seemed to have no effect

on the incidence of rabies. The investigation by the two
Chicago men was carried out primarily to determine more
fully the effect of fuming nitric acid in the prevention of

rabies by applying it to wounds that had been contami-

nated experimentally with rabies virus. As was pointed out

by the investigators, fuming nitric acid produces many un-

desirable reactions. Its application to wounds is painful

and bacterial infection may result because of its destruc-

tive action on tissues.

In their investigations, where fuming nitric acid was used

the wounds healed slowly, requiring about four weeks for

complete healing.

VAGINISMUS—SMAIL
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ACUTE THROMBOCYTOPENIC PURPURA
John H. Lehmann, M.D.

SEATTLE, WASH.

Acute thrombocytopenic purpura is one of a

group of blood dyscrasias, the origin of which is

still to a great extent unknown. During the last

few years few new contributions have been forth-

coming to explain the etiology of this morbid en-

tity. Thrombocytopenic purpura was first described

in 1735 by Werlhof. Kazelson, in 1916, was the

first surgeon to suggest splenectomy in treatment

of this disease.

The main criteria which are characteristic and

that ascertain the diagnosis are ( 1 ) bleeding from

the mucous membranes and into the tissues, (2)

increased bleeding time, (3) marked reduction in

the number of platelets, (4) normal coagulation

time (recent studies of Nygaard of the Mayo
Clinic have shown that there is a prolongation of

coagulation time undetectable by the usual meth-

ods, and this increase is linked with the fluctating

number of platelets), (5) prolonged or absent re-

tractibility of the blood clot, (6) normal or in-

creased regeneration of erythrocytes, solely de-

pending upon the degree of the hemorrhage (7)

no unusual change of the leukocytes (there may

be, however, a slight leukocytosis), (8) no evi-

dence of marked splenic enlargement or lymph-

adenopathy, (9) decreased capillary resistance as

manifested by the tourniquet test.

Generally speaking, the purpura can be divided

into thrombocytopenic and athrombopenic. We are

not concerned with the latter group, in which the

number of thrombocytes is normal, but it deserves

mentioning that in this group enter the Schonlein-

Henoch anapylactoid purpura and purpura caused

by vitamin C and vitamin K deficiency.

Thrombocytopenic purpura can be separated

into the primary or idiopathic type, and the sec-

ondary or symptomatic type. In the primary group

we are able to relate the bleeding tendency to some

other cause. The most important causes of purpura

accompanied by decrease of platelets are (1) blood

dyscrasias (acute lymphatic leukemia, pernicious

anemia and aplastic anemia), (2) acute infections

(pneumonia, typhoid and meningitis) may be ac-

companied w'ith thrombocytopenia, (3) chronic in-

fections (tuberculosis, acute bacterial endocarditis)

have been found as the cause of drop of platelets,

(4) drugs (these may often cause hemorrhagic

purpura with decreased platelet count), the most

important being quinine, neoarsphenamine, sedor-

mid, phenobarital and, of recent significance, the

sulfonamides, (5) other rare instances of throm-

bocytopenia are found in cases of splenomegalias

such cis Banti’s disease, Gaucher disease and ad-

vanced bone metastases in malignancies.

The idiopathic type of this disease has been di-

vided into acute and chronic forms. The acute type

more frequently may turn out to be a chronic and

intermittent type. However, some fulminant forms

have been described, the whole course of which

until death lasted only eight to twelve hours. The

chronic type is most frequently observed and it is

this type which lends itself most easily to research.

Recent investigations concerning the pathogene-

sis of this disease have mostly followed the method

of Troland and Lee who injected into rabbits ace-

tonic extract of spleens resected from persons af-

fected with thrombocytopenia. Subsequently the

observers noticed a marked reduction of platelets

in the bone marrow without an equal reduction of

megacaryocytes. The most recently advanced the-

ory maintains that there is a myelotoxic substance

produced in the spleen which influences platelet

formations of megacaryocytes quantitatively as

well as qualitatively.

The fact that splenectomy in most cases results

only in a transitory elevation of the platelets, which

subsequently return to former low levels but at the

same time with permanent loss of the hemorrhagic

diathesis, has to be considered in all these specula-

tions. In other words, the thrombocytes in throm-

bocytopenic purpura are not only numerically de-

ficient but, due to some toxic influence of the

spleen, they are immature and unable to fulfill

their task to free thromboplastin and effect a re-

tracted blood clot. The relationship between the

platelet number and the decreased capillary resist-

ance as evidenced by the positive tourniquet test

also remains unexplained.

In treatment of thrombopenic purpura the most

effective cure without question is splenectomy

which is successful, especially in the chronic form.

In the acute type the reported mortality is over 70

per cent; henceforth, splenectomy is only resorted

to in very select cases.

Conservative measures which are used with va-

ried success by different authors are (1) blood

transfusions, (2) vitamin C and vitamin K, cal-

cium and high doses of parathyroid hormone. !Moc-

casin snake venom is also used with some encour-

aging results.

CASE REPORTS

Case 1. B. H., female, age 19 years. This patient was
first seen in private practice November 21, 1941. .\t that

time her major complaints were (1) periodical headaches,

(2) dyspnea on exertion, (3) edema of both legs. These

symptoms had been present for several years. She had not
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used any drugs. Menstrual history was normal. She ap-

peared well nourished. Blood pressure 14S/110. Moderately

decomjjensated mitral lesion of the heart was observed, with

blowing systolic and diastolic murmurs over the apex. The
heart was slightly enlarged and of globular shape. Spleen

and lymphnodes were not enlarged. Moderate pitting edema
over the ankles was present. At that time cyanosis and
bluish petechiae were noticed over the dependent parts of

the legs. Urinalysis showed a four plus albumin and many
red blood cells. Blood count: erythrocytes 4,730,000, leu-

kocytes 8,600, hemoglobin 98 per cent, color index .9, poly-

morphneutrophiles 73, small lymphocytes 24 per cent,

monocytes 3.

Digitalis gr. l.S three times a day was prescribed and she

also was vaccinated against smallpox at her own request,

in order to obtain a certain position. She was seen again a

week later and the petechiae on her legs were more numer-
ous and widespread. At that time the following additional

tests were made: (1) sedimentation rate 35 mm. in one
hour, (2) bleeding time 18 minutes, (3) coagulation time
one minute. No retraction of the blood clot occurred after

twenty-four hours. Platelet count was 30,000 and the

tourniquet test was positive.

She was admitted to a hospital on December 4. Her skin

was completely covered with innumerable closely placed

pin-sized to large macular subcutaneous bleeding. Moderate
vaginal bleeding, epistaxis and hematemesis were observed.

Later, also, intestinal bleeding and severe hematuria oc-

curred. Her blood count was 4,120,000 erythrocytes, leuko-
cytes 24,200, hemoglobin 77 per cent, polymorphneutro-
philes 93 per cent, small lymphocytes 7 per cent, platelets

38,000 and later 24,000, reticulocytes 20 per mm. Schilling

count was 35 stab cells and 65 segmented cells.

She received five transfusions of 500 cc. of citrated blood
each. In addition, moccasin snake venom was administered

in large doses; also, parenteral vitamin C and vitamin K as

well as liver extract and thromboplastin. Splenectomy was
not advised in consideration of her critical state.

This patient developed symptoms of multiple cerebral

hemorrhages, twitching paresis, unequal pupils and diffi-

culty of speech. She died in coma December 8, about eighty

hours after admission to the hospital. Necropsy was refused.

COMMENT

In the light of previous description of this dis-

ease, this case must be classified as an iodiopathic

acute thrombocytopenia. It was doubtful that vac-

cination was a causative factor, considering the

patient had some petechiae even before it was

given. One can speculate that the vaccination acted

as a catalysor to precipitate the destruction of the

thrombocytes.

Case 2. E. M., female, age 24 years. Family history and

past history uneventful. Menstruation was regular but

scanty; last menstrual period was on January 5, 1942, and
was shorter than usual. On January 1 she contracted a fol-

licular tonsillitis which she treated herself without using

any specific medication. On January 7 she noticed bluish

spots spread over the lower extremities and later over the

arms. She also complained about pain of the extremities

and abnormal cramps with vomiting of some blood. Slight

vaginal bleeding was also evident.

At time of admission to the hospital on January 7, bluish

maculae were present which had spread over the upper and
lower extremities. There was a hematic discoloration of the

gingivae. Vomiting of blood as well as passage of bloody
stools were noticed. The urine contained four plus blood
cells as well as four plus albumin. Blood count: erythro-

cytes 4,650,000, hemoglobin 92 per cent, leukocytes 13,900,

polymorphoneutrophils 95 per cent, small lymphocytes 4

per cent, coagulation time five minutes, bleeding time seven

minutes, platelet count 82,000. Blood clot did not retract

after ten hours. Tourniquet test was negative.

The patient received one blood transfusion of 500 cc. of

citrated whole blood. Moccasin venom, thromboplastin,

vitamin C and vitamin K were given parenterally. She de-

veloped a low grade temperature for one week, after which
time all symptoms completely disappeared. Subsequent
platelet count 204,000 after one week and 248,000 after

three weeks.

COMMENT
This case should be considered under the head-

ing of acute secondary thrombocytopenic purpura

caused by acute infection.

Case 3. B. M., male, age 66 years. This case was incom-

pletely studied. He was treated at home for an acute upper

respiratory infection. He received sulfadiazine, 3 gm. daily,

for three consecutive days, after which wide-spread pete-

chiae appeared over the lower extremities.

The tourniquet test was positive. Blood count: erythro-

cytes 4,800,000, hemoglobin 92 per cent, thrombocyte count

92,000. After discontinuing the drug no more hemorrhagic

manifestations were observed, and the petechiae disap-

p>eared within three days.

COMMENT

This case, although incompletely studied, was

unquestionably an acute symptomatic purpura due

to sulfadiazene administration. All sulfonamide

compounds have been described as capable of caus-

ing thrombocytopenia. Sulfadiazene and sulfapy-

ridine seem to be more frequent offenders than sul-

fathiazole and sulfanilamide. Only one case is re-

ported for sulfathiazole.

COMMENT
Three cases of thrombocytopenic purpura have

been reported. One case of the severe primary form

ended fatally; two other cases were of the sec-

ondary type, one due to an acute tonsilitis and one

due to sulfadiazene administration. Both had a fa-

vorable outcome.

AMEBIASIS
The incidence of amebiasis has been shown to be greater

than was formerly supposed, and there is reason to be-

lieve that the disease may become even more prevalent

when large numbers of troops begin to return home from
the tropics. Surveys collected before the war revealed that

more than one in ten subjects harbored £. histolytica. It

would seem reasonable, therefore, that whenever intestinal

symptoms form a part of the clinical picture, the diagnosis

should not be considered complete until the possibility of

amebiasis has been ruled out. Chronic, uncomplicated in-

testinal amebiasis is the most frequent type, and it includes

the carrier as well as the individual with recurrent or

mildly persistent symptoms. Pulvules Carbarsone, Lilly,

each containing 0.25 Gm., may be given orally at the rate

of one pulvule two or three times daily to a total of

twenty doses (5Gm.). This routine may ordinarily be re-

peated several times, provided intervals of ten days are

allowed between courses and the urine and liver show no
evidence of damage. Bed rest is not necessary in this group.
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WASHINGTON STATE

MEDICAL ASSOCIATION

FIFTY-FIFTH ANNUAL MEETING

SEATTLE, 1944

WASHINGTON STATE MEDICAL
ASSOCIATION

PROCEEDINGS OF THE FIFTY-FOURTH ANNUAL
MEETING OF TRUSTEES AND HOUSE OF DELE-

GATES OF WASHINGTON STATE MEDICAL
ASSOCIATION, SEATTLE, SEPT 11-12, 1943

Because of the War, the Board of Trustees ordered for

1943 that only the annual session of the House of Delegates

be scheduled and all other activities usually programmed

for annual meetings, such as scientific sessions and exhibits,

be cancelled. This war emergency policy was established be-

cause of the critical shortage of physicians and the com-

missioning in the armed forces from this state of nearly SOO

physicians.

BOARD OF TRUSTEES
First Session

September 11

The Board of Trustees met at the Olympic Hotel, Sep-

tember 11, at 1:00 p.m.

Officers and Board members present were:

Albert P. Duryee, President and Chairman; Vernon W.
Spickard, Herbert E. Coe, George W. Cornett, Albert J.
Bowles, Bernard P. Mullen, John H. O’Shea, Wilmot D.
Read, Raymond L. Zech, Homer D. Dudley, George H.
•\nderson, Joseph E. Bittner, Jr., Carroll L. Smith, George
R. Marshall, John F. Christensen, Milton P. Graham and
Warren B. Penney.

Others attending the meeting were: F. B. Exner, Seattle,

President of the Washington State Radiological Society;
H. E. Nichols, Seattle; B. T. King, Seattle; Mr. Robert H.
Harlin, State Director, Department of Labor and Indus-
tries; Mr. McLean, State Department of Labor and Indus-
tries; H. J. Whitacre, Tacoma; W. E. Steele, Seattle; L. E.
Powers, Seattle, State Director, Department of Health; H.
E. Rhodehamel, Spokane; P. F. Guy, Seattle, Director,

Maternal and Child Welfare Division, State Health De-
partment; H. H. Skinner, Yakima; J. R. Morrison, Bell-

ingham; Mr. James Connor, Secretary, Bureau Managers’
Association

;
and Mr. William T. Laube, Seattle, attorney

for Washington State Medical Association.

The annual reports of all committees as well as the report

on the Finances of the Association, made by the Secretary-

Treasurer, were ordered referred to the House of Delegates.

Th Board reviewed the agenda of the House of Delegates

and approved its procedure. All reports appear in the min-

utes of the House of Delegates.

Minutes of the meeting of the Board of Trustees, held

March 28, were read and approved. The report of the

Secretary-Treasurer was approved. The Board reviewed a

letter from John H. Harrison, President of Clark County

Medical Society regarding industrial contracts and referred

the letter and verbal replies to it by Mr. Harlin and Mr.

McLean to the state association’s Committee on Industrial

Insurance and Health.

The Board also referred an inquiry by George W. Cornett

regarding payment by the State Department of Labor and

Industries to out-of-state physicians, particularly doctors of

Oregon, and Mr. Harlin’s verbal reply, to the same com-

mittee. The Board referred an inquiry by Homer D. Dud-

ley regarding payment of nurse assistant and extra fees and

Mr. Harlin’s reply to the same committee.

The Board referred the explanation of Children’s Bureau

Circular No. 13, which inaugurates a prenatal and maternal

program for wives of enlisted men and presented to the

Board by Drs. Skinner and Guy, to the Resolutions Com-

mittee of the House of Delegates.

The Board reviewed the report of the Executive Com-

mittee, made by R. L. Zech, Chairman, on a proposed

state-wide prepaid medical care plan and approved the

recommendations made in the report and, further, ordered

the Executive Committee to draft a special resolution to

carry out the recommendations of the report for immediate

presentation to the House of Delegates. (The resolution is

presented in the minutes of the House of Delegates).

The Board reviewed three resolutions presented by the

Washington State Radiological Society and referred them

to the House of Delegates with recommendation that they

be accepted for consideration. (These resolutions are in

minutes of House of Delegates).

The Board passed a motion favoring prepaid medical care

and hospitalization.

The Board reviewed a request of the Washington State

Hospital Association calling for the appointment of three

physician trustees to a board of IS trustees on the North-

west Hospital Service Plan (Blue Cross Plan), and or-

dered the communication tabled.

The Board, at the request of the State Department of

Social Security, nominated the following six doctors, of

whom three will be chosen, to serve staggered terms on the

Department’s Medical-Dental Advisory Board: John Ly-

man, Walla Walla; Warren B. Penney, Tacoma; John Le-

Cocq, Seattle; Kenneth L. Partlow, Olympia, and Louis

Hopkins, Tacoma.

The Board reviewed the status of Lincoln County Medi-

cal Society and referred the matter to the Executive Com-
mittee.

The Board approved the request of King County Medi-

cal Society that the original motion of the Board exempting

dues of those in the armed forces be amended to include

physicians in the United States Public Health Service for

the duration of the war only.

The Board nominated Donald A. Palmer and Richard D.

Reekie of Spokane for Dr. Sprowl’s vacancy on the State

Medical Examining Board when such a vacancy occurs. The

session adjourned at 5:45 p.m.
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Second Session

September 12

The Board of Trustees meeting during a recess of the

House of Delegates was called to order by the newly in-

stalled President and Chairman, V. W. Spickard, on Sun-

day, September 12, at 12:30 p.m. A quorum was present.

Committee on Medical Defense

In accordance with Chapter VIII, Section 13, of the

By-Laws, the Board of Trustees shall nominate the mem-
bers of the Committee on Medical Defefnse for three-year

terms who are then elected by the House of Delegates.

Moved by Dr. O’Shea: “That all members of the present

Committee on Medical Defense be nominated.” Seconded

by Dr. Zech. Carried.

Moved by Dr. O’Shea: “That Homer D. Dudley be

apointed as Chairman of the Committee on Medical De-

fense.” Seconded by Dr. Zech. Carried.

Committee on Publication

In accordance with Chapter VIII, amended Section 10

of the By-Laws, which reads: “The Association shall rec-

ommend to the Northwest Medical Publishing Company the

members of the Committee for election to the Board of

Trustees of said Northwest Medical Publishing Company.”

The Board took the following action:

Moved by Dr. Penney: “That the present trustees be re-

nominated.” Seconded by Dr. Read. Carried.

Chairman, Finance Committee

V. W. Spickard, Chairman, Finance Committee, offered

his verbal resignation as chairman and a member of that

committee.

Moved by Dr. O’Shea: “That the Board accept Dr.

Spickard’s resignation.” Seconded by Dr. Dudley. Carried.

Moved by Dr. O’Shea: “That the Board elect George W.
Cornett to the unexpired term of Chairman of the Finance

Committee.” Seconded by Dr. Zech. Carried.

Adjourned: 12:45 p.m.

HOUSE OF DELEGATES
First Session

September 11

The Fifty-fourth Annual Session of the House of Dele-

gates of Washington State Medical Association was called

to order by the Speaker, Wilmot D. Read, Olympic Hotel,

September 11, at 3:30 p.m. Minutes of the 1942 meeting

of the House of Delegates held in Seattle were approved

and adopted as published in the October, 1942, issue of

Northwest Medicine.

The following committees were appointed by the Speaker:

Resolutions: Raymond L. Zech, Seattle, Chairman
;
.Alex-

ander B. Hepler, Seattle, and Charles V. McCready, Ta-
coma.

Credentials: John E. Christensen, Kelso, Chairman;
Edwin W. James, Tacoma, and Ottar A. Thomle, Everett.

Selection for 1944 Meeting: Homer D. Dudley, Seattle,

Chairman; George H. Anderson, Spokane and Joseph E.

Bittner, Jr., A’akima.

Necrology: Milton P. Graham, Aberdeen, Chairman;
Roscoe E. Mosiman, Seattle; Charles F. Engels, Tacoma.

Upon calling the roll, a quorum was found to be present,

the following duly certified delegates or alternate delegates

answering to the roll call:

Chelan, R. S. Mitchell

Clark, J. H. Harrison
Cowlitz, J. F. Christensen

Grays Harbor,
.A. E. Anderson

King, J. W. Baker
S. T. Parker

J. E. Hunter
W. M. O’Shea
E. B. Potter

E. A. Nixon

Kitsap, Elmer Cornell

C. A. Regan
F. J. Clancy

Kittitas, W. A. Taylor
Lewis, E. L. Barr
Pierce, C. R. McCreary

E. W. Janes
C. F. Engels

Skagit, W. T. MacAvelia
Snohomish, O. A. Thomle

Spokane, A. O. Adams Whatcom, C. S. Hood
Thurston-Mason, Whitman, J. L. Gilleland

K. L. Partlow Yakima, Kay England
Walla Walla, Elmer Hill H. S. McGuinness

The following members of the Board of Trustees and
Officers, ex-officio members of the House of Delegates,

were pre.sent:

A. P. Duryee, Everett; V. W. Spickard, Seattle; H. E.
Coe, Seattle; G. W. Cornett, Yakima; A. J. Bowles, Se-
attle; B. P. Mullen, Seattle; J. H. O’Shea, Spiokane; R. L.
Zech, Seattle; W. D. Read, Tacoma; H. D. Dudley, Seattle;
G. H. Anderson, Spokane; J. E. Bittner, Jr., Yakima;
C. L. Smith, Spokane; G. R. Marshall, Seattle; J. F.
Christensen, Kelso; M. P. Graham, Aberdeen; W. B. Pen-
ney, Tacoma.

Also attending the meeting were: Mr. William T. Laube,
attorney for the Association; James P. Connors, Spokane;
John Steen, Olympia, and R. E. Elting, Bellingham, all

three managers of medical service bureaus and Miss Ernes-
tine Appy, Executive Secretary, King County Medical So-
ciety. The only Board member absent was William H.
Tousey of Spokane.

The Credentials Committee reported to the Speaker that

all credentials of the delegates were in order.

REPORTS OF COMMITTEES

Report of the President and Board of Trustees

The Board of Trustees of Washington State Medical
Association and the President submits for your considera-
tion their annual report for 1942-1943:

Like all semipublic organizations Washington State
Medical Association has concentrated its major efforts on
the war. We are proud of the fact that our state ranks
high in the nation for its voluntary enlistments of phys-
icians in the armed forces and that our doctors are now
serving on the high seas, with the air force and the armies
on nearly every fighting front.

These physicians have made great sacrifices and every
effort has been made by the Association to make their

task easier while in the services and to protect their inter-

ests during their absence.

The Board of Trustees established the policy of exempting
and remitting all dues of those in the services and retaining

them as active members. The Committee on Medical De-
fense has likewise exempted the dues of those in the armed
forces and have carried them as active members.

We have been concerned, however, over the possible

influx of foreign and out-of-state physicians and, at the

direction of the Board of Trustees and your State Com-
mittee on Procurement and Assignment, a measure per-

mitting the granting of temporary licenses was introduced

and enacted in the last Legislature. This law now permits

the Director of Licenses to grant temporary licenses to

out-of-state physicians, providing they can qualify under
our Medical and Basic Science laws and provides, further,

for a temporary license of law proposed by the federal

government and which advocated a temporary license good
for the duration of the war. As the law now stands it

affords protection for those in the service and still permits

qualified out-of-state physicians to enter practice in the

state. Since the enactment of the law there have been 32

temporary licenses granted and of this number all but five

have entered war industries. Perhaps less than 100 inquiries

for relocation in this state have been made by out-of-state

doctors. We can, therefore, conjecture that because of the

demand of the armed forces for physicians, the doctors on

the home front in every state have found themselves too

busy for relocation.

Before the war we had appro.ximately one doctor to 900

people. Today, it is estimated that we have one doctor to

ISOO people.

The influx of 32 new doctros under a temporary license

cannot, of course, replace the 485 who have entered the

armed forces. Thus we are faced with a situation in which

the home front physicians, many of whom are in advanced

age, are doing twice the work of prewar days and the

younger doctors held as essential in vital war industries

and critical areas are staggering under heavy loads.
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I understand that we have nearly two million people in

the state, an increase of about 275,000 in less than three

years. In all probability the population in this state and
along the Pacific Coast will increase in still greater propor-

tion when the allied powers concentrate on Japan with

the vast machinery of supplies and the manpower forces

flowing through the ports of Washington, Oregon and
California. This was predicted not long ago by Lieut.

Colonel Somervell of the .4rmy Supply Service in a talk

made in San Francisco. I mention this because if we, as

physicians on the home front, are working hard now, we
may be expected to extend ourselves even more in the very

near future.

There was a time in prewar days when we, as physicians,

knew the make-up of our communities. Today, there are

thousands of unfamiliar faces from every section of the

nation living in thousands of new homes, many of them
medically serviced by our own bureaus, private contract

clinics and another service being proposed at this time,

prepaid hospitalization.

Like the vast majority of physicians, I have been con-

cerned over the economic future of medicine in our coun-
try. In this state we have seen the voters pull the lever

which set up bureaus within bureaus for the medical care

of the aged citizens. The last State Legislature extended
this program to other classifications as well. We saw, in the

last state-wide elections, where another attempt was made
to extend this state medical care program to nearly all of

our citizens.

In the last Congress, the machinery was set up, and is

now operating in many states, by direction of the Children’s

Bureau of the U. S. Department of Labor, obstetric and
pediatric services for the wives of the enlisted personnel

of the armed forces, the bureau arbitrarily setting a fee

schedule which is paid directly to the physician rather than
to the doctor by the patient. And at the next session of the

national Congress the Wagner-Murray-Dingell Bill, a na-
tional socialized medicine act, will be under consideration.

This measure is so vicious that, were it enacted, it would
kill the incentiv'e of medicine and medical science and stand

as a barrier to all free men of this nation.

I believe that medical care should be extended but
through our own efforts rather than by decree of politic-

ally controlled bureaus. This, too, has been the opinion of

your Board of Trustees and, with the future of extended
medical care in mind, your Board of Trustees, at is meeting
held on November 29, 1942, instructed the E.xecutive Com-
mittee to study and appoint necessary committees for such
a preliminary survey.

The Executive Committee called a meeting on April 4 of

this year of the trustees of the fourteen medical service

bureaus and the bureau managers. As a result of this meet-
ing a complete survey was made by the bureau managers
of the existing medical care services. The survey and the
recommendations have now been presented to the Board of

Trustes.

The prepaid medical care program today and in the
future has so impressed me with its importance and is so
vast in scope that I believe it should have the attention
of a committee specially appointed for that specific purpose.

Following the last meeting of the House of Delegates, the
Board of Trustees, in its actions during the year, recom-
mended appointments when vacancies occur in state posi-
tions, advisory boards, in special committees for the investi-

gation of state institutions; reviewed the actions of the
Executive Committee, reviewed and approved the annual
budget and appointed members to the following commit-
tees: J. E. Bittner, Jr., Yakima, to the Chairmanship of
the Committe on Medical Economics; H. E. Rhodehamel,
Spokane, to the Committee on Public Laws; G. R. Mar-
shall, Seattle, to the Chairmanship of the Committee on
Public Relations, and S. F. Herrmann, Tacoma, to the
committee on Scientific Work.
As President, I have appointed a special committee,

known as the Committee on Industrial Hygiene, because of
the urgency brought about by war industries. During my
term of ofiice I also appointed members to a Medical-
Hospital Coordinating Committee which functions for the
better understanding of the problems facing the profession
and the hospitals.

In conclusion, I should like to thank the physicians in

this state for their consideration given me during my term

of office and for the cooperation extended to me by the

members of the Board of Trustees and the House of Dele-

gates. Albert P. Duryee, President

Secretary-Treasurer and Finance Committee

Reports of the Secretary-Treasurer and the Finance Com-

mittee were read to the Board of Trustees and House of

Delegates and are part of the original minutes of the House

of Delegates on file in the Central Office of the Association,

218 Cobb Bldg., Seattle. They may be perused upon request

by any member of the Association in the Central Office.

Executive Committee

Following the Fifty-Third Annual Session of the House

of Delegates, held in Seattle September 12-13, 1942, the

Executive Committee held 11 meetings with one more

meeting scheduled to be held before the 1943 Session of the

House of Delegates.

The Executive Committee reported its actions to each

meeting of the Board of Trustees and carried out the

orders of the Board when so directed.

Other than to review routine communications and in-

quiries addressed to the Central Office of the Association,

the Committee reviewed and acted upon the following

major items:

1. Reviewed and approved all bills.

2. Reviewed and approved audit of accounts and man-
agement of funds.

3. Reviewed, met and advised with:

a. Clark County Medical Society re Northern Permanente

Eoundation on medical problems in Vancouver Kaiser

Shipyard^

b. Woman’s Auxiliary to State Association on 1943 pro-

gram.

c. Director of Licenses on BUI for temporary licenses for

qualified, out-of-state licensed physicians.

d. Trustees of Washington State Medical Service Bureau,

trustees of county or district bureaus, bureau managers
and others interested in the advancement of a state-wide

medical care plan.

4. Functions as the State Committee on Procurement

and Assignment Service; reviews and handles all matters

affecting physicians and the armed forces, civilian defense,

civilian and war industrial medical care and U. S. Public

Health Service.

5. Reviews preliminary plans for state meetings.

Raymond L. Zech, Chairman.

Graduate Medical Education and Hospitals

No meetings of the Committee have been held during

the last year. This is in accord with the approval of the

Board of Trustees, acted upon sometime in 1941 when it

concurred with the recommendation of the Committee that

the proposed program of Graduate Medical Education be

temporarily postponed.

Course of events has shown the wisdom of this decision

and other organized graduate medical education activities

in this state have likewise been indefintely discontinued.

The Committee has given full assistance to the series of

lectures on chemical (gas) warfare scheduled in this state

in September, 1943, and sponsored by Washington State

Medical Association, University of Oregon Medical School

and the Office of Civilian Defense in the following areas:

Whatcom, Skagit, San Juan and Island Counties at

Bellingham, September 10.

King, Snohomish, Clallam, Kitsap and Jefferson

Counties at Seattle, September 11.

Pierce, Thurston and Mason Counties at Tacoma,
September 17.

Grays Harbor, Pacific and Lewis Counties at Aber-
deen, September 18.

Yakima, Klickitat, Chelan, Kittitas, Franklin, Ben-
ton and Walla Walla Counties at Yakima, Sept. 24.
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Spokane, Pend Oreille, Stevens, Whitman, Ferry,

Lincoln and Okanogan Counties at Spokane, Sept. 25.

These lectures were given by three members of the Ore-

gon Medical School faculty who attended a three-day

course recently in San Francisco and condensed the lec-

tures into a three-hour session. Every physician in the

state was notified of these lectures and urged to attend.

It is recommended that the program for graduate med-
ical education as previously planned and approved by the

Board of Trustees be continued in the postwar period.

Homer D. Dudley, Chairman.

Industrial Insurance and Health

The Committee has been concerned with two major

activities during the past year;

1. Establishment of district medical consultants to the

Department of Labor and Industries.

2. Increase of Labor and Industries Department’s Fee

Schedule.

The district medical consultant plan, sponsored by the

Labor and Industries Department and approved by Wash-
ington State Medical Association, was first launched in

Tacoma and Pierce County on December IS, 1941, and
gradually spread to other areas until today there are

medical consultants in the following districts; Seattle and
King County, Tacoma and Pierce County, Spokane and
area, Yakima, Vancouver, Bellingham, Everett, Wenatchee,

Aberdeen and Grays Harbor area, and Walla Walla.

The consultant plan has proved an efficient and expedi-

tious system for the patient, the physician and the Depart-

ment. This holds true particularly during war-time when
demands require rapid return of the worker to the job,

cut-down on hospital days, relieving critical bed shortage

and elimination of delays by immediate approval by local

consultants.

The committee regrets the resignation of William E.

Steele who resigned as Medical Director of the Department
of Labor and Industries on May 1, 1943. During the years

of his service with the Department, Steele was an efficient

and able interpreter of the physicians’ problems which

gained for him the respect of the Department as well as of

the physicians. Because of his intimate knowledge on such

matters the Department has appointed him as the medical

consultant for Seattle and King County.

On the other hand, however, the Department appointed

Horace J. Whitacre of Tacoma to serve as state-wide con-

sultant who, on November 14, 1942, submitted the follow-

ing report to this committee;

“I wish to report to the Committee that the supervision

of industrial accident and disease as initiated by your
Committee has been extended by my appointment as sur-

gical consultant to the Department of Labor and Indus-
tries. It is planned to extend the appointment of local ad-
visors as rapidly as possible and until such time as this is

accomplished it is my duty to cover the various communi-
ties of the state in a consulting capacity. In this capacity
it is my effort to aid patients, the Department, physicians

and hospitals in the professional management of the in-

dustrially sick and injured.

“Each month I am seeing about ISO patients in the

bracket of the seriously injured. I am highly gratified with
the results of this service and am pleased to report com-
plete cooperation of the profession in all communities that

I have visited. I am also pleased to report a very high
quality of conscientious, scientific professional care on the

part of physicians treating state cases. Mismanagement is

the exception and suggested consultation or suggested

transfer of difficult cases to expert hands has uniformly
met with full approval.

“In addition to these duties I have been asked to take a

certain degree of leadership in building an adequate pro-

gram of industrial medicine for the industrially sick and
injured. In general, this may be described as a program of

(1) prevention, (2) treatment, (3) rehabilitation.

“The State Department of Health is cooperating fully in

this program, and is prepared to do a very thorough job

in the field of prevention. L. W. Earner of the U. S. Public
Health Service, a sanitary engineer and a chemical engineer,

both from the U. S. Public Health Service, are now in-

stalled in the offices of the State Department of Health
and will soon begin a survey of industrial plants.

“When Dr. Earner and I have completed our study of

an adequate program, we shall welcome an invitation from
your Committee, meeting jointly with the newly appointed
Committee on Hygiene for your suggestions and approval.”

H. J. Whitacre.

Since Dr. Whitacre’s report, in which he cites the survey

being made on industrial hygiene, the President of the

State Medical Association has appointed a Committee on

Industrial Hygiene with Dr. Whitacre chairman, with Don-

ald A. Palmer, Spokane; W. E. Steele, Seattle; H. Gun-

derson, Everett; W. B. Penney, Tacoma; and L. M.
Earner, State Health Department, as members.

On May 22, 1942, the Spokane County Medical Society

requested through the Board of Trustees of the State Med-

ical Association, that the Department of Labor and In-

dustries raise its fee schedule at least ten per cent. The

matter was referred to this Committee which in turn urged

such a raise to the Department. A hearing was held on the

matter in Olympia on January 13, 1943, at which time the

Department agreed to such a raise. The maximum fee

schedules effective on February 1, 1943, therefore, super-

cedes the schedule issued on March 1, 1940.

Harold E. Nichols, Chairman.

Maternal and Child Welfare

During the year 1942-1943 the services of two members,

Clarence Lyon and R. D. Reekie, have been lost by their

entering the armed forces. They have been requested to

remain members of this committee without alternates in

order to urge their continued interest in the committee’s

functions until they are able to resume private practice.

The activities of this committee have been greatly cur-

tailed the past year because of war conditions; in fact, it

has been the first time in over ten years that the commit-

tee has not met either as a whole or in sections.

As chairman, I attended the Pacific Coast Executives ses-

sion in Portland the last of May, 1943, to participate in a

discussion relative to the Federal Maternal and Child Wel-

fare Bureau allotment of the funds appropriated by Con-

gress March, 1943. These funds, amounting to $24,000

in the State of Washington, are presumed to care for the

wives of soldiers in four grades. Private, Private-first-class,

Corporal and Sergeant, and also for the care of the infant

during the first year. At this meeting it was divulged that

the Washington State plan, agreed to by its Maternal and

Child Welfare Committee and as administered by the State

Department of Health for the past two years, has been

discarded by the Bureau.

To avoid repetition, reference is made to the Report of

the “Committee of 8” for the plan now presented by the

Federal Children’s Bureau.

This committee recognizes there exists a need for assist-

ance to soldiers’ wives during the present war emergency,

an urgency which is peculiar to this particular war situa-

tion for which there was never a precedent. \s the pros-

pective maternity problem precipitated on communities is

too great to be met individually or locally, it is expedient

that the Federal Children’s Bureau should assist in its

solution.

A warning appears here that the Bureau, given emer-

gency funds and powers, will sup>ercede its functions as a

servant of the people, an assistant to the needy soldiers

and an adjunct to the medical profession, assuming instead

dictatorial service to produce subservient participants in

the problem.

The Oregon State Maternal and Child Welfare Commit-

tee has proposed a plan which is acceptable to Oregon,

Michigan and other states. The chief feature, in short, is
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that if a soldier’s wife, who is a prospective mother, shall

agree with her selected physician what shall be his fee for

her confinement care, this shall be communicated to the

Children’s Bureau. Through the State Board of Health the

money to cover such cost shall be presented to the pros-

pective mother direct from the Children’s Bureau, which is

to pay her physician at the time of confinement. The

Children’s Bureau has definitely decided against the paying

of the mother instead of the physician.

The virtue of the Oregon plan lies particularly in the

free choice of physician and provides a mobile plan of

reasonable fee, commensurate with the particular situation

in whatever community, town or city in which the matern-

ity problem presents itself.

A $10 allowance for care of the sick infant for the first

week and $S a week for three subsequent ones with a pre-

scribed number of visits does not meet even the fees in

most rural communities. Even a slight added compensation

for the recognized pediatrician is a woefully inadequate

incentive to poor service at best. The best recognized care

for the infant is preventive or protective during the first

year, not the service when sick.

A resolution expressing the Washington State situation

is being prepared for presentation to the House of Dele-

gates. H. H. Skinner, Chairman.

The “Committee of 8”

During the past year, 1942-1943, five members of this

Committee have entered the armed forces. Because of the

war situation fewer meetings have been undertaken. The

general work of this committee is wholly advisory to the

Maternal and Child Welfare Department of the State De-

partment of Health, Dr. Percy Guy administering it. The

soldiers’ wives needing maternity care have received satis-

factory services during the past year, ofierating the first

six months under the plan agreed upon in June, 1941. By

that plan, those soldiers able to had been requested to

participate in the expenses. In January, 1943, the Federal

Children’s Bureau insisted that no compensation would be

requested of the soldiers, that all expenses should be paid

by the Federal Bureau through the State Department of

Health, using the organization which had come into being

some eighteen months before. In March, Congrecs appro-

priated $1,200,000 to be allocated to the different states

in the Union. Washington’s apportionment is about $24,000

for the year. It is interesting to note that Oregon received

$10,000, California $37,000 and the state of Missouri

$75,000.

Before the Washington State Department of Health

could set up a functioning organization, inquiries came

pouring in because of a memorandum posted in encamp-

ments throughout the state, which memorandum urged the

soldiers. Private, Private-first- class. Corporal and Sergeant,

and those of corresponding grades in all branches of the

armed service, who had expectant wives, to get in touch

with the State Department of Health relative to free hos-

pital and maternal care, also stated that their infants

would be given free care for one year.

The latter part of June a part of this committee met

with Dr. Percy Guy in Spokane. There were also present

Dr. Paul Remington and two past presidents of the State

Hospital Association, Mr. Horace Turner and Mr. Gordon

Gilbert. It was learned at this meeting that the plan of the

Federal Children’s Bureau as submitted was to the effect

that anywhere in the state, and, not taking into considera-

tion the cost, the Bureau would allow $10 for prenatal

care, with a minimum of four office visits; $35 for de-

livery and postpartum care; all the above without con-

sideration of exceptional instances nor taking into account

that the cost to the attending physician varies greatly

with location of his office and city. A $10 consultation

fee is allowed.

Care for infants under one year of age, who are ill

enough to require thre or more days of hospitalization, is

included. Ten dollars will be allowed for medical care for

the first week and $5 for each succeeding week with a

minimum of three visits. If more than three weeks care is

required, it is necessary to check with a consultant; recog-

nized pediatricians will be granted approximately one-

fourth to one-third higher rate of payment. No provision

is made for well-baby observation or care of sick infants

in the home.

The Committee felt that the fee allowed represented fair

compensation for these services in some communities.

However, in most localities in our state the fees allowed

represent poor remuneration. Inasmuch as the object of

the whole program is to encourage better obstetrics and
better infant care, it was felt that this fee schedule de-

feated that purpose in most communities and a service

markedly below accepted standards would result.

The Bureau also provides that hospitals shall be allotted

a per diem rate of the price of a ward bed in the cheapest

ward in a hospital. It was pointed out to the committee
the hospitals under these circumstances will be obliged to

operate beneath a definite cost of maintenance.

The committee realized that some adjustment of the

above is to be anticipated and agreed that the general plan

of the Federal Children’s Bureau to provide for the wives
of soldiers would be accepted for the present.

H. H. Skinner, Chairman.

Medical Defense

Disposition of Malpractice Cases From
July 15, 1942 to July 15, 1943

1 case dismissed in favor of the defendant.

1 case dismissed at request of plaintiff.

3 cases closed, statute of limitations.

1 case concluded in favor of the defendant.

1 case. Supreme Court affirmed the judgment and ver-

dict against defendant ($1,125).
In addition, the following cases are still carried in the

active file:

1 member was served with papers for suit since July
15, 1942.

6 members were served with papers prior to July 15,

1942, with no further action to date.

8 members received threats of suits since July 15, 1942.

10 members received threats of suits prior to July 15,

1942, with no further action being noted to date.

membership as of JULY 15, 1943

Paying Med. Def. In Total

County Members Members Service Honorary Active
Chelan 24 17 9 33
Clallam 10 8 2 1 13

Clark 38 5 6 1 45
Cowlitz 19 15 3 1 23

Grays Harbor .... 22 8 6 28

Jefferson 3 1 1 4
King 406 289 189 32 627

Kitsap 29 19 9 .... 38
Kittitas 10 7 7 .... 17

Klickitat 4 4 2 6

Lewis 23 6 6 3 32

Lincoln 8 4 3 1 12

Okanogan 9 4 1 1 11

Pacific 6 3 2 8

Pierce 125 73 45 10 180

Skagit 20 6 9 4 33

Snohomish ..... 36 24 11 6 53

Spokane 124 32 51 15 190

Stevens 7 3 1 8

Thurston-Mason .. 17 12 11 2 30
Walla Walla .. 36 11 9 45

Whatcom 40 19 9 2 51

Whitman 13 1 7 1 21

Yakima 44 44 18 2 64

1,073 615 417* 81 1,572

*220 of the 417 in service were former members of the

Medical Defense Fund. Homer D. Dudley, Chairman.
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Neoplastic Committee

Due to the very heavy demands of private medical prac-

tice on the doctors remaining in active practice, the work
of the Neoplastic Committee for the past year has been
rather sharply curtailed. Its main and, in a large measure,

its only activity has been that of a coordinating body
acting in an advisory capacity to the Washington Division

of the Women’s Field Army of the American Society for

the Control of Cancer, Inc. Your Chairman has acted as

Chairman of the Executive Committee for the Washington
Division of the Women’s Field Army, and all members of

the Committee have acted on the Advisory Committee.

Milo Harris of Spokane, of the Neoplastic Committee,

is in the armed services with the U. S. Navy.

John Kahl was appointed to the Committee, represent-

ing the Department of Health of the State of Washington.

Alfred L. Balle of Seattle, Jesse L. Norris of Long-
view, Earl I. Cilley of Bellingham, James T. Rooks of

Walla Walla, George J. Bracher of Spokane are acting as

district advisory consultants to the District Organization

of the Women’s Field Army on behalf of the Neoplastic

Committee.

The Committee very deeply regrets the passing of one
of its members, Chas. B. Ward, late in March, 1943, long

a member of this Committee. We shall miss his wise coun-

sel which came from his many years of practical experience

in the treatment of neoplastic disease.

George W. Cornett, Chairman.

Washington Division, American Society for Control of

Cancer, Women’s Field Army, 1942-1943

As State Commander of the Washington Division of the

Women’s Field .\rmy, I submit the following report for

the year 1942-1943:

Prior to this year the Washington Division of the

Women’s Field Army was organized along regular club

lines with county units electing their officers (presidents,

secretaries, etc.), and functioning more or less indep>end-

ently as regards plans, policies and projects. The work of

the state organization was carried on as a project of the

Federation of Women’s Clubs, the State Commander serv-

ing as a member of its Board of Trustees with the title

“Chairman of the Women’s Field Army.”
A study of the records of the organization made by the

State Adjutant, Mrs. E. E. Siegley, revealed some inter-

esting facts as follows:

1. Organization set-up in 1942 included:

State officers 1

District officers S

County captains 19

2. Memberships in 1942: Women’s Field .Army enlist-

ments totaled approximately 2,500, of which 517 were

in Cowlitz and 938 in Spokane County. The remaining

1,945 were spread over twelve counties as follows: Yakima,
Pierce, Snohomish, Walla Walla, Skamania, Whatcom,
Whitman, Douglas, Kitsap, Mason, Clallam and King.

Of these twelve counties only Walla Walla, Whatcom and
Whitman were organized. King County, the largest in the

state, with a population of over 400,000, was practically

disorganized. Only eleven enlistments are recorded from
King County.

Many memberships in the various counties represented

group enlistments. For instance, clubs with a membership
of twenty-five to several hundred were credited with one

to five enlistments. Such clubs were those affiliated with

the Federation, the auxiliary units of the .American Legion

and the P.-T. A. groups.

During the period, from 1939 to 1943,, the membership
sources varied greatly; that is to say, few organizations or

individuals enlisted in the Field Army for more than one
year. While to some degree a situation such as this tends

to weaken rather than strengthen an organization, it does

in a measure contribute toward greater expansion of the

program. Many more jjersons were contacted than seems
apparent from looking over the financial accounts. The
years of pioneering in the work of cancer education were
not spent in vain. Mrs. Hanson and her coworkers made a
very worthy contribution during those difficult years.

A study of the organization plans and policies, under
which the various county subdivisions of the Washington
Division had functioned for six years, revealed (1) a lack

of understanding regarding the policies of the national

organization; (2) a lack of appreciation for the importance
of the national educational program. Especially was this

true in King County, where officers decided in 1940-1941

to devote all time and funds toward the promotion of a
local project. That their efforts were unsuccessful did not
improve the situation insofar as the educational program
on cancer control was concerned.

.After thoughtful consideration of the problems brought
to light by the above survey of organization affairs, the

State Commander decided that a reorganization of the

Washington Division according to the plans and policies

laid down in the Officer’s Manual of the W. F. A. was
advisable and necessary. .Accordingly, plans were pre-

sented to the Regional Deputy Commander, Mrs. H. W.
Peterson, and the Neoplastic Committee early in Decem-
ber. These were approved without reservations and the

work of reorganization started immediately.

An Executive Committee was formed which included

members of the Neoplastic Committee, the State Com-
mander, the Deputy State Commander, the State Adju-

tant and the Financial Officer. Local advisory chairmen

were appointed to serve in all organized counties. In addi-

tion to the state deputy commander, the state adjutant

and the financial officer, other state officers were appointed

as follows: educational director, publicity director and
special deputy in charge of organization research.

Thirty distinguished women in the state were invited

to serve on an Advisory Board. The Deputy State Com-
mander, Mrs. Bertram Thomas, who was also President

of the Washington State Federation of Women’s Clubs,

was appointed to serve as chairman of this board, the

honorary chairman of which was the wife of the Governor,

Mrs. Arthur B. Langlie.

The department of organization research started a sur-

vey of the organization possibilities in the state. The work
of this departmtent has been most interesting and the re-

ports of the special deputy in charge have greatly aided

the State Commander in her work of reorganization.

The Spokane County Division was reorganized in the

fall of 1942 with all appointments made or authorized by
the State Commander. The reorganization was accom-

plished with the full consent of the members of the Divi-

sion.

As other active divisions in Walla Walla, Whitman,

Whatcom and Cowlitz Counties seemed loath to follow

the reorganization plan, the State Commander decided

that an educational program on organization was neces-

sary. To this end plans were made for a training school

to be held in Seattle in March. The Educational Director,

Dr. Donald V. Trueblood, was authorized by the Executive

Committee to outline the program and make preparation

for the school. All active counties were represented at the

school which was held on March 22, 1943, at Providence

Hospital, Seattle. One hundred women made reservations

and attended the full session.

As a direct result of this school the Whatcom, Walla

Walla and Cowlitz County Divisions are reorganized in

accordance with the state plan. New local units are also

in the process of organization in Whatcom and Grays

Harbor Counties. King County was organized just prior

to the Training School and benefited from the enthusiasm

of those in attendance.
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At the January meeting, the Executive Committee had

decided to discourage the promotion of local projects and

encourage concentration on the educational program. Ac-

cording to the records, Spokane County Division had been

the only Division which had been successful in promoting

an enlistment campaign on a purely educational basis.

The counties having projects had been somewhat lax in

promoting the educational program. Of these, Cowlitz

County Division had been the only one successful in pro-

moting its project; however, 40 per cent of its state quota

had been retained for that purpose.

Cowlitz County was greatly disturbed by the decision

of the Executive Committee to forego all project promo-

tion for the duration of the war, especially as the Com-
mittee had requested that the full amount of the quota

be sent to the state treasurer. It should go to the credit

of the Commander of the Cowlitz County Division, Mrs.

S. H. Cozzens and her coworkers, that the decision of the

Executive Committee was graciously accepted and a purely

educational campaign was launched in April, the results

of which were extremely gratifying. All previous records

were broken and the Division went over the top with

1,255 enlistments, approximately three times the quota

of Cowlitz County. In reporting the good news, Mrs.

Cozzens also announced the decision of the Division to

reorganize along state and national organization lines.

In all other counties the enlistment campaign funds fell

short of previous records; however, the total amount of

money raised in the state will be more than raised during

previous years. A detailed financial report of the enlist-

ment campaign is attached to this report.

The goal this year was reorganization and the achieve-

ments in this regard have been gratifying if not great.

Misunderstanding regarding the relationship between the

Federation of Women’s Clubs and the Women’s Field

Army has impeded the progress of organization. It was felt

by some members of the Federation that all officers in the

Field Army should be Federation members, and that as

the State Commander was not a member and as some of

her appointees were also nonmembers, the work of cancer

control, heretofore a Federation responsibility in Washing-
ton, was being wrongly diverted into other channels.

After considerable correspondence with national officers of

the W. F. A., a statement concerning this matter was made
by the acting National Commander, Mrs. H. B. Ritchie,

as follows;

“The part which the Federation played in the origin of

the Women’s Field Army is a matter of history and is a

record which will stand forever as one of the glorious Fed-
eration visions. No one appreciates more keenly nor does

anyone speak more often of this early connection than
do I. As a past national officer of the Federation and its

present Chairman of Public Welfare, including health serv-

ices, I assure you that no credit which can be given to the

Federation is denied in my thoughts nor in my words.

“At the same time, I realize that the program of the

W. F. A. is for all of our people and that in order to

reach the entire public, it is absolutely necessary that we
be not restricted in any way by adherence to membership
lists of any one group. The W. F. A. assumed its own
national character with the advice and consent of the

Federation.”

In conclusion, I wish to express my deep appreciation

to the past National Commander, Mrs. Marjorie B. Illig,

and to Mrs. H. W. Peterson, Regional Deputy Commander,
as well as other national officers for their patience and wise

counsel during these trying months since the work of re-

organization has been in progress. To the members of the

State Executive Committee and all officers, state and
county, goes a special measure of gratitude. Without their

support and cooperation the work of reorganization would

not have been possible.
.
In this regard, Mrs. Bertram P.

Thomas, Deputy Commander, and Mrs. E. E. Siegley,

State Adjutant, deserves special mention.

APRIL MEMBERSHIP CAMPAIGN

women’s field army
Counties

Snohomish 2.00

Walla Walla 54.00

Whatcom 31.00

Kitsap 16.00

Pierce 25.00

Lewis 24.00

Cowlitz (quota—$440) 1,254.25

Spokane 660.74

King (donations—$125) 385.00

Whitman 50.00

Recently collected 50.00

Miscellaneous 3.40

Total 2,505.39

Mrs. R. E. Mosiman, State Commander

Publication

In accordance with the custom which has been followed

during recent years, matters of interest pertaining to the

State Association have been published in the monthly is-

sues of Northwest Medicine under Washington Section.

For the most part, this material has been provided by the

Executive Secretary. An effort has been made through these

publications to acquaint the members of the organization

with the official activities carried on during the year. Re-

ports have thus been presented from meetings of the Board

of Trustees, with messages from time to time from state

officials. These reports have featured many subjects per-

taining to meetings, activities of Committees, lectures on

special subjects and many matters with which the members
throughout the state should become familiar. The Com-
mittee wishes to express its appreciation of the cooperation

extended by the Journal management in publication of all

matters presented for that purpose by officials of the State

Association.

Herbert E. Coe, Chairman

Public Health and Sanitation

Your Committee on Public Health and Sanitation held

no formal meetings during the year, and the Chairman
must assume the responsibility for the failure of such a

meeting, notwithstanding the extenuating circumstances

that prevailed during this past year.

However, it may be welt to mention certain matters that

may well be worthy of your attention. First among these

is the advisability of appreciating the fact that priority

must be granted those efforts which are or may be effective

in promoting effective man power on the home front for

winning the war. Such efforts must include and be based

upon a clear understanding of the control of the spread

of tuberculosis, venereal diseases, health hazards of indus-

try and promotion of the health of children. Particularly

it would seem appropriate if not urgent that there be a

better understanding of the complex problem of venereal

disease control, based upon current factual knowledge
rather than upon prejudice and personal opinion.

Second, it would seem none too early to start to develop

some energetic and constructive practical plan relative to

responsibility of the physician in public health and sanita-

tion, using both of these terms in their broadest sense.

There is probably very little choice between the danger of

postwar planning by those outside the medical profession

and that of the profession itself, when it leaves such plan-

ning till the last minute. Therefore, it is suggested that one

of the duties of the Committee on Public Health and Sani-

tation the coming year be to develop a report on the mat-

ter of the medical profession in Public Health and Sanita-

tion for the postwar period and to present such preliminary
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report to the Board of Trustees, the House of Delegates or

both at the next annual meeting of the Association.

Third, because it is reasonable to suppose that some
major portion of the increased industrialization of the State

may remain after the war, it may be well to organize a

subcommittee on Industrial Hygiene Medicine to be active

in the increasing important field of illness due to employ-
ment.

In conclusion, I ask the privilege of suggesting that a

new Chairman of the Committee on Public Health and
Sanitation be appointed, if for no other reason than that

the present Chairman has had the opportunity to serve

in that capacity for a number of years.

Donald G. Evans, Chairman

Diabetes

Due to the pressure of the times it was not found ad-
visable to call this Committee together for a meeting.
When time and conditions permit, it is its intention to

carry forward its program on the basis of the original out-
line laid down by it for the review of diabetes in the State
of Washington. It is intended in the near future to cir-

cularize the members of the Committee, emphasizing the
importance of proper identification tags for diabetes. Con-
tact will be made with the Civilian Defense authorities

regarding the publicizing of this rather necessary procedure.
Diabetics of Washington may be assured that there are

ample supplies for the care of their diabetes available at

all times.

The Washington Diabetes Association, which was or-

ganized a year ago, has at the present time in the neigh-
borhood of 300 dues-paying members. We hope that this

membership will be increased as time goes on and that this

special group of people may be organized actively for pro-
motion of their own interests and their own welfare.

Lester J. Palmer, Chairman

Social Hygiene

Federal funds are now appropriated with the specific

provision that venereal disease be considered a public

health problem and no one shall be denied care at public

expense, regardless of financial ability to pay. All now
remaining is for tax supported agencies to have available

sufficient personnel and maintenance funds, plus enforce-

ment of present laws, to completely remove the care of

all persons who might possibly have been exposed to ve-

nereal disease and suffer from any other afflictions real or

fancied completely out of the hands of the private prac-

titioner, and entrust them to the tax paid doctors.

Recognizing these conditions and the public demanding

more rigid suppression of venereal diseases, the committee

accepted the undesirable function of representing scientific

medicine and doing what was considered best for the gen-

eral public. This work has been performed with knowledge

that the present trend portends eventual complete elimina-

tion of all the doctors who are not upon the public pay-

roll from the field of venereal disease management.

The position of the private physician, when the man-
agement of venereal disease is a state monopoly, is so prob-

lematical that it behooves all of us to think whether we
shall become a part of and work for the monopoly or to at-

tempt to preserve private practice such as will benefit the

citizenry as much as the politicians.

SPECmC ACCOMPLISHMENTS

I attended two meetings of the Public Health and Sani-

tation Committe as a whole in Seattle. In addition I co-

operated in holding a Social Hygiene program day in

Seattle, which included three luncheon meetings. The trend

in this public meeting was quite laudatory to state man-
agement of venereal disease. Several speakers included

statements not all laudatory to the independent medical

profession.

Following this meeting, the Chairman served on an

interim committee to continue interest in the subject,

which eventuated in formation of the Seattle and King
County Social Hygiene Society and Washington State So-
cial Hygiene Association. Some members of this Committee
can be accredited with doing much hard leg work in seeing
that persons friendly to the independent medical profession
were placed in key positions in these organizations.

The functions of this Committee for the coming year
and possibly longer may be largely that of attempting to

keep scientific medicine and politics separated and thus
enable the private practitioner to handle the venereal
disease problem in conjunction with or in competition with
the state medicine program. One function may be that of
seeing that representatives of private medicine be given
places in organizations considering the venereal disease con-
trol situation.

This will be a difficult position, since politics and scien-

tific medicine can never agree, as politics is inherently com-
promising and there can be no compromise with human
suffering. The doctors’ position has always been to relieve

human suffering at all times, regardless of economics, mor-
als, or who be at fault or extenuating circumstances. The
private physicians are now in a most compromising posi-

tion in the management of venereal disease.

W. Ray Jones, Chairman

Public Laws

A study of the Bills introduced at the 28th Session of

the State Legislature discloses the same old story of the

drugless healers firing at the Basic Science Act, persistently

unsuccessful
;
and measures on medical care, hospitalization

and public health. The Bill creating temporary licenses was
the only war measure affecting the professions in a war-
time legislation. When one considers the mass of 14S elect-

ed members of the House and Senate, made up of business,

labor, farmers, professions, influential employees, hundreds
of lobbyists, all pulling and tugging, crusading and rife

with prejudice for and against, it is remarkable that one
comes out of it wholeskinned and unscathed sometimes.

Laws that benefit the people are good laws and so long

as the medical profession and its allies advocate and fight

for laws for the good of public health, it will endure in the

respect of representatives of the people.

It is regrettable that some proposed good laws fail. We
cite, for instance, H.B. No. 240 and H.B. No. 325 which

would have prevented advertising dentists from advertis-

ing their teeth-jerking proclivities to old-age pensioners.

The drugless healers had introduced two Bills in the

House and two in the Senate, all designed to repeal or

avoid the Basic Science Act. S.B. No. 63 is the handiwork
of John Lydon who owns and operates a sanipractic school

in Seattle. This measure would set up a board of three

sanipractors selected from Lydon’s school to examine them-

selves. S.B. No. 167, introduced by Senator Murphy of

Spokane, called for examining board of one physician and
surgeon, an osteopath and drugless healer, and would re-

peal the Basic Science Act. H.B. No. 238 would exempt

chiropractors from taking the Basic Science examination.

H.B. No. 382 called for establishment of a school of drug-

less therapeutics at the University of Washington. All these

measures died in Committee.

There were six public health measures introduced, three

passing and three failing. The three successful measures

were: (1) H.B. No. 127 which licenses and regulates ma-

ternity homes; (2) H.B. No. 143, a dairy and livestock

measure for eradication of bovine tuberculosis and Bang’s

disease, supplying vaccines for Bang’s disease and salaries

for veterinarians; and (3) H.B. No. 300 which creates a

“public health pooling fund,’’ permitting public health dis-

tricts to pay a district health officer in one salary check

rather than from several sources. They were all excellent

measures. There were three other Bills of merit which
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failed to pass; S.B. No. 181 which would have authorized

4/10 of a mill levy for health districts; H.B. No. 108 which

would have required a certificate stating that applicants

for marriage licenses are not infected with syphilis; and

H.B. No. 179 which would have granted authority to

county commissioners to license and regulate nursing and

rest homes.

A Bill (H.B. No. 121) to tax hospitals was again intro-

duced with the undercover authors being the CIO’s Build-

ing Service Employees’ Union. Although a hearing was held

on the measure, it died in the Rules Committee of the

House.

Medical Care Bills included Senate Joint Resolution No.

2 by Senator Murphy of Spokane which would investigate

medical service bureaus; S.B. No. 212 permitting state-

wide medical coverage (died in Committee)
;
S.B. No. 135

which established a division for handicapped children

under the Superintendent of Public Instruction (passed)
;

and H.B. No. 245 which would have created an employees’

cash sickness fund according to a table of classified wages

(died in Committee).

W. B. Penney, Chairman

Public Relations

In its 1941-1942 report the Committee referred to the

candidacies throughout the state of those seeking election

to the House and Senate of the State Legislature and can-

didates for the U. S. Congress. The Committee’s primary

purpose at that time was to call attention to the attitude

of these candidates toward medicine and public health.

Fortunately, the great majority of those elected to the

Senate and House and to the Congress were favorably dis-

posed toward good public health measures and medical

problems. In its report of the 1943 Legislature published

in Northwest Medicine, the Committee referred to the ex-

cellence of the many members of both Houses and par-

ticularly to the Senate and House committees on Medicine,

Dentistry, Pure Food and Drugs
;
the Speaker of the House,

Hon. Edward J. Reilly of Spokane; the Lieutenant Gov-
ernor, Victor Meyers; their respective staffs; the Gov-
ernor, Hon. .Arthur B. Langlie, and his department chiefs.

The Committee desires to reiterate its commendation and
also to compliment the Woman’s Auxiliary, the Presidents

and Secretaries and Legislative Committee chairmen of the

many Societies for their cooperation before and during the

session of the Legislature.

The Committee prepared a report on measures introduced

in the 28th Session of the State Legislature with the ulti-

mate disposition of each. They numbered 15 in the Senate,

of which 5 passed and 11 were killed; in the House were
also 15 introduced, of which 4 passed, one was vetoed and
10 killed. Summaries of all these bills were published in the

April, 1943, issue of Northwest Medicine.

George R. Marshall, Chairman

Procurement and Assignment Service

The primary objectives of the State Chairman and his

state Committee on Procurement and Assignment for

Physicians have been: (1) to cooperate with the armed
forces, (2) obtain physicians for vital war industries, (3)

cooperate with public health agencies, (4) to relocate phy-
sicians in cities and areas where an acute shortage of doc-
tors exists for civilian care.

These are the primary principles laid down by the na-

tional offices of Procurement and Assignment, an organiza-

tion suggested by the American Medical Association and
created by authority of the President. Although Procure-

ment and Assignment is a government agency under the

War Manpower Commission, it functions under policy

and direction of physicians.

The Procurement and Assignment organization in this

state is a creation of the doctors with a state chairman,

a state committee, representatives from six congressional

districts known as district chairmen, county chairmen and

representatatives of the Selective Service System, Public

Health and Industry.

We have now been requested to broaden this field and
form a “State Advisory Committee for Study of Civilian

Medical and Dental Care Shortages.” This Advisory Com-
mittee will consist of the State Chairman for Physicians,

Chairman
;

State Chairman for Dentists, State Chairman
for Nurses, Representatives from the State Health Depart-

ment, State Medical Association, State Dental Association,

State Medical Examining Board, Selective Service System,

Management, Labor and others to be named.

This state stands near the top for voluntary enlistments

of its physicians in the armed forces. The task now is

adjustments, endeavoring to relocate not-too-busy doctors

from one town or area to areas vitally in need of their

services. The influx of population has also caused critical

situations. Here is a state whose 1940 population was

1,736,191. Today this is about two millions. In 1940 we
had 1,858 physicians in private practice. Today we have

500 less, they having entered the armed services. Less than

50 temporary licenses have been issued to qualified, lic-

ensed, out-of-state physicians, and these in most cases

have accepted assignment to war industries or critical areas.

One of the serious problems now facing the Committee
is the medical care of Negroes. As an example, there are

more than 3,500 Negroes now living and working in Brem-
erton-Port Orchard area. These have been brought in from
the deep South and have arrived with many illnesses. The
same situation is being created in Seattle and Tacoma but

it is more apparent in the Bremerton congested area. There
are only two Negro physicians in the state, one in Seattle

and the other in Tacoma. The situation calls for more
Negro doctors but they are at a premium and the national

offices of Procurement and Assignment, which are co-

operating with the State Committee on the problem, have
been unable to obtain these physicians. We are told that

the Bremerton area may end up with 7,000 Negroes with

Seattle and Tacoma getting their proportionate share.

In the Soap-Lake-Ephrata-Moses Lake area, a year ago,

there were about 1,200 persons served by one full-time

physician, another 40 per cent and another 10 per cent

effective. Today there are more than 12,000 persons in the

same area with one extra full-time physician recently as-

signed by the State Committee with the nearest hospital

facilities at Wenatchee, 65 miles distant. This problem will

be solved by October 1, 1943, with a release of hospital

beds in the area and assignment of more physicians.

These are a few of dozens of major problems and hun-

dreds of minor situations not cited here which the Com-
cittee has had to tackle.

The Procurement and Assignment Service has been re-

markably free of red tape. Far fetching prerogatives have

been given to state chairmen and to my knowledge they

have been most cautious in the use of such power. We
have tried to probe and thoroughly understand each prob-

lem, that of the individual physician, a city, an area or an

industry. R. L. Zech, Chairman.

Resettlement

This Committee cooperates with the Farm Security Ad-
ihinistration on the farm family medical rehabilitation

program.

The FS.\ has not approached this Committee for as-

sistance during the past year and it is understood that its

program has been curtailed to the place of near elimination.

The former medical director for the Northwest area has

resigned and is now a county health officer.

WiLMONT D. Read, Chairman.

Scientific Work
The duty of this Committee is to prepare and arrange

all scientific programs and exhibits for an annual conven-
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tion. Since the Association has scheduled only a business

session of its House of Delegates, no such program was

necessary. R. E. Mosiman, Chairman.

Tuberculosis

The Tuberculosis Committee was not very active this

year, but what little it did was directed toward attempts

to improve the quality of treatment of tuberculosis in the

State of Washington.

It is recognized that in certain areas the care of the

tuberculous is excellent, but in others it is inadequate.

Efforts by the State Health Department designed to im-

prove the quality of care at least to the level of the best

in the State were supported by the Committee. It was not

possible because of transportation and other difficulties for

all members of the Committee to meet together, but expres-

sions of opinion were obtained from these members by

letter. Needless to say, there was not unanimity of opinion

and considerable discussion ensued. A letter containing the

opinion of the Committee was sent to Albert P. Duryee,

President of the Washington State Medical Association.

This information was then sent to the Governor, -Arthur

B. Langlie. On February 25 as many members of the Com-
mittee as could be called together on short notice given

accompanied Dr. Duryee to Olympia and conferred with

the Governor concerning these matters. -At the recent ses-

sion of the State Legislature a Bill entitled, “Tuberculosis

Hospitalization, Chapter 162, Laws of 1943,” w'as passed.

-Although not entirely satisfactory, the -Act is nevertheless

considered by the Committee to be a step in the right

direction for providing more adequate control of tuber-

culosis. Byron F. Francis, Chairman.

Woman's Auxiliary

Due to the unsettled conditions in the summer of 1942,

the usual Convention of the Woman’s Auxiliary was not

held, but in its place the Executive Board met August 17,

1942, in the Olympic Hotel, Seattle. While attendance was
not one hundred per cent, a very enthusiastic group was
present to carry on the wmrk of the -Auxiliary. Mrs. Ros-

coe E. Mosiman gave the report of the 1942 National

Convention held in -Atlantic City- -Among the resolutions

passed, it w'as resolved that Mrs. Mosiman be nominated

an Honorary Member of the Woman’s Auxiliary to Wash-
ington State Medical -Association for her brilliant work
and understanding leadership. -Also it was resolved that

recognition be given Mrs. Horace J. Whitacre in apprecia-

tion of her valuable service in her eleven years as Organiza-

tion Chairman. It was decided to follow National’s plan

of having the First Vice-President act as Organization

Chairman henceforth. It was also decided to eliminate the

Exhibit Chairmanship “for the duration” and to call our

Public Relations Committee, “Community Service Com-
mittee.”

This being a legislative year, the Legislative Chairman

worked in close conjunction with the Executive Secretary

of the Washington Medical .Association and the .Advisory

Council. -As a result all counties held instructive legislative

meetings and every member of the -Auxiliary was exceed-

ingly “legislative conscious.” For the first time the -Auxil-

iary was asked to take a definite part in legislative matters

by the Medical Association. The -Auxiliary was only too

glad to respond and feel that they played their part in the

defeat of Initiative 151. -Also letters were written to the

various candidates regarding their attitude toward scien-

tific medicine and these letters are on file in the Executive

Secretary’s office for any future reference.

.All county meetings received unusually good press and

publicity notices throughout the state. The programs of

the counties varied according to the need of the individual

county. It was felt that it was of utmost importance for

each county to remain organized and function according

to its individual interests. Primary activities and enthusiasm

this year were shown in every form of Red Cross and

War Work, both individually and as a group.

Some of the activities were as follows:

1. Furnishing reading rooms and study rooms for Med-
ical Officers, -Army, Navy and Coast Guard Stations.

2. Red Cross Work, making surgical dressings, knitting,

sewing, individual teaching and attending classes in Home
Nursing, First Aid, Nutrition and Canteen Work.

3. Placing blood banks and plasma in certain localities.

The Hygeia program has been carried on admirably.

Washington members of the Medical -Association and

-Auxiliary may well be proud of the record set this year.

The State of Washington surpassed alt other states in

procuring Hygeia subscriptions. Despite the fact that we
have lost many doctors and wives as members, many
counties surpassed their last year’s record. Walla Walla and

Chelan counties each won a first prize and Cowlitz a

third in the National contest. Through this greater dis-

tribution of Hygeia among the lay public, we have helped

to produce a greater appreciation of Hygeia as a valuable

source of authentic information concerning nutrition, pre-

vention of disease and maintenance of health so vital at

this time, and we are thus carrying on the prime objective

of the Auxiliary, that of promoting health education. The
Hygeia teaching plan has progressed some this past year.

It was decided to stress it through individual contact of

county Hygeia chairmen with school authorities.

-All units of the Woman’s -Auxiliary have participated

in some phase of the program on community service as

outlined by the state committee early in the year. For the

most part the amount of participation has been governed

by the local needs, according to the reports.

Most of the department of Community Serv'ice has been

directed toward aiding the government in its war program.

Projects having to do with the work of the Civilian De-

fense Committee, United Service Organization, Red Cross

and the Women’s Victory Corps have been numerous.

Some units have aided the Treasury Department in the

sale of war stamps and bonds, while others have furnished

recreation rooms for doctors in military camps. -All units

have entertained doctors, wives or sons of doctors located

in camps.

The Spokane -Auxiliary deserves special mention with

regard to a special piece of service. The Auxiliary pur-

chased a film for the public schools to be used in the edu-

cation of children along health lines. It presented various

phases of health education important to the war effort.

The local committees on Community Service have also

cooperated with the state committee in sponsoring pro-

grams on cancer education, venereal disease and maternal

and child welfare. -A conference on social hygiene was at-

tended by the King County committee, as the program of

the committee on Social Hygiene was planned for the

purpose of aiding the Manpower Conservation Program.

Because of the high percentage of doctors now in the

armed forces, membership has been raised in some counties

and lowered in others. The average attendance has been

somewhat lower throughout the state. The treasurer reports

Washington State has a membership of 538.

While the year 1942-43 has been a difficult one for all

organizations, through the valiant efforts of the Board

members and the .Advisory Council, Washington State has

made great strides in upholding auxiliary traditions and

achievements and we stand ready to assist Washington

State Medical -Association in any manner that it may desire.

Mrs. Emmett L. Calhoun, President.

AMENDMENTS
PROPOSED AMENDMENT TO CONSTITUTION

Exemption of Dues

-Amend Section 3, of Article HI of the Constitution of

the Washington State Medical .Association by striking the
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period at the end of the first sentence of said section and

adding thereto, the following;

“or active members who have been in good standing in this

Association but who are now totally disabled and not in

the practice of medicine and have been exempted from the

payment of further dues or assessments by their com-

ponent societies.”

PROPOSED AMENDMENT TO BY-LAWS

Trustees of Northwest Medicine

Amend Section 10 of Chapter VIII of said By-Laws by

striking the last sentence in said Section 10 and substitut-

ing in lieu thereof the following “The Association may
recommend to Northwest Medical Publishing Company
the members of the Committee for election to the Board

of Trustees of said Northwest Medical Publishing Com-
pany.”

PROPOSED AMENDMENT TO BY-LAWS

Annual Dues

Amend Section 3, Chapter II of the By-Laws of Wash-
ington State Medical Association by striking out in the first

sentence of said Section the sign and figures “($1S)” and
substituting in lieu thereof the words, sign and figures

“Twenty Dollars ($20)”.

PROPOSED AMENDMENT TO BY-LAWS

-Amend Chapter XI of the said By-Laws by striking the

figures “1873 and 1889” and substituting in lieu thereof,

the figures “1909.”

RESOLUTIONS

Senate Bill 1161

Whereas, Senators Wagner and Murray have introduced
in the Senate of the United States a Bill entitled: “.A Bill to

provide for the general disability, sickness, unemployment,
and dependency

;
to amend and extend the provisions of the

Social Security Act; to establish a Unified National Social

System; to extend the coverage, and to protect and extend
the social-security rights of individuals in the military serv-

ice; to provide insurance benefits for workers permanently
disabled; to establish a Federal system of unemployment
compensation, temporary disability, and maternity bene-
fits; to establish a national system of public employment
offices, to establish a Federal system of medical and hos-
pitalization benefits; to encourage and aid the advancement
of knowledge and skill in the provision of health services

and in the prevention of sickness, disability, and premature
death; to enable the several States to make more adequate
provision for the needy aged, the blind, dependent children,

and other needy persons; to enable the States to establish

and maintain a comprehensive public assistance program;
and to amend the Internal Revenue Code,” and known as

S. 1161 of the First Session of the 78th Congress, now,
therefore, be it

Resolved: That Washington State Medical Association at

its annual meeting held at the Olympic Hotel, Seattle,

September 11-12, 1943, vigorously opposes the passage of

Senate Bill No. 1161. Be it further

Resolved: That the Secretary immediately inform our
Representatives and Senators in Congress of our opposition
to this legislation and earnestly urge each of said Repre-
sentatives and Senators to vote and work against the pass-
age of this Bill.

Prepayment Medical and Hospital Plan

Resolved: That the Board of Trustees of Washington
State Medical .Association favors prepaid hospitalization

under the direction of Washington State Medical Associa-
tion

;
and be it.

Resolveds That the Board of Trustees of Washington
State Medical Association recommends to the House of

Delegates approval of the sale of prepaid hospitalization

under the direction of Washington State Medical .Associa-

tion
;
and be it

Resolved: That this plan be made available to the fam-
ilies of the subscribing members of the Washington State

Medical Bureau and to the public; and be it further

Resolved: That a Committee of the Trustees of Wash-
ington State Medical Bureau constitute a permanent com-
mittee for the study and recommendation of all matters

pertaining to prepayment medical and hospital plans, in-

cluding tax financed medical programs.

RESOLUTION A

Radiology in Medical Practice

Resolved: That Washington State Medical Association

hereby officially reaffirms and reemphasizes the principles

that:

1 . Radiology in all its aspects is medical practice, and
cannot exist except as an integral part of the practice of

medicine; and consequently cannot properly be carried out

by any except licensed practitioners of medicine.

2. The technical and medical asp>ects of radiology are

properly and in fact inseparable; and technicians must be

required to carry on their activities only under the personal

direction, and as the agents of, licensed practitioners of

medicine.

RESOLUTION B

Unethical Practice

Resolved: That Washington State Medical Association

declares it unethical for its members to serve as employees
under conditions or in situations which involve the sale, or

offer for sale, of their services by a corporation or un-

licensed employer.
RESOLUTION C

Committee on Unethical Practice

Inasmuch as it is known to this body that there are ex-

isting instances wherein corporations and unlicensed persons

are practicing medicine, in violation of the law and public

policy of the State of Washington, be it

Resolved: That an existing committee be empowered and
directed, or a permanent committee be appointed, emjiow-
ered and directed, to act in the name of, and as the author-

ized agent of Washington State Medical Association:

1.

To receive and gather evidence of instances of such

practice if proved to be illegal,

2. To dissuade, whenever possible, the persons responsible

for such unlawful practice of medicine.

The Federal Childrens Bureau Circular No. 13,

As of March 29, 1943.

1. Herein is announced the appropriation by Congress of

$5,600,000 the first year (proposed $6,000,000 for future

annual apportionment) for use in the different states in

carrying on Maternal and Infant service. Washington’s
allocation is to be expended in hospital obstetric and pe-

diatric care for wives and infants of soldiers, of grades:

Private, Private 1st Class, Corporal, Sergeant and corre-

sponding grades in all other branches of the .Armed Forces.

2. Whereas: The Bureau states it will allow:

a. $10 for prenatal care,

a. $35 for delivery and postpartum care,

c. $10 for first week of infant sickness in hospital only,

d. $5 a week for subsequent care in hospital only,

e. $10 for individual consultation fee; in case of complica-

tions a maximum of $45 may be paid the consultant, not

to the attending physician.

3. Whereas: The above does not take into consideration

obstetric complications, exigencies, emergencies, compensa-

tion commensurate with care demanding special technical

skill, and

4. Whereas: These complications, etc. are to be found

more often in this social bracket
;
and

5. Whereas: No. 2 does not recognize the difference in

cost to the doctor for obstetric care (one example, his of-

fice rent, personnel, equipment, supplies) whether located

in White Salmon, Ephrata, Vancouver, Spokane or Seattle;

and
6. Whereas: The results of the above are not conducive:

a. To continuing the developing high standard of obstetric

and pediatric service in the State

;

b. Or, therefore, to a fully adequate realization of the ob-

jectives of this circular of the Bureau ;
and

7. Whereas: The fees allowed for sick infants are piti-

fully meager as cited in No. 2, subitems c and d; no office

calls nor house visits are provided under this bill; and

8. Whereas: In a Democracy “freedom” is its greatest

asset, so here in this project it is a matter of insistence

that:

a. The prospective mother shall have her free choice of

physician

;
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b. There may be a mutual agreement between her and her
physician as to fee for his services

;

c. In order to regulate fee-cost ratio, the entire procedure
must be under the control of the State Medical Associa-
tion; and
9. Whereas: The Children’s Bureau has most prematurely

submitted a memorandum to a large number of camps in

which the soldiers of the four lowest categories in the
Army, etc. have been informed that they are entitled to
free care for their expectant wives and for a year of care
for the infant, all of which has embarrassed the soldiers
greatly, since the organization has been arranged in almost
no states in the union

;
very few of our hospitals have been

acquainted with the contents of circular No. 13 and the
memorandum has served to put the medical profession in

a bad light, “on the spot” so to speak, since they have not
as a whole been acquainted with the promises of the
Bureau (Federal Government) which directly involves the
medical man; and

10. Whereas: The American Medical Association House
of Delegates in June, 1943, approved the reference com-
mittee recommendations
a. That the action of the Federal Government in making

funds available for maternity and infant care for the
wives and infants of enlisted men be approved, and

b. That the adoption be urged of a plan under which the
Federal Government will provide for the wives of en-
listed men a stated allotment for medical, hospital, ma-
ternity and infant care, similar to the allotments already
provided for the maintenance of dependents, leaving the
actual arrangements with respect to fees to be fixed by
mutual agreement with the wife and the physician of her
choice

;

Be It Resolved, That:

1. Washington State Medical Association approves in

general the action of the Federal Government in its at-

tempt to furnish emergency obstetric and pediatric assist-

ance to the wives of enlisted men for the “duration”

;

2. Be It Further Resolved: That, in sympathy with the

enlisted man’s predicament, and in recognition of the ex-

igency of the moment, Washington State Medical Associa-

tion agrees to receive the Bureau’s fees as stated until the

Bureau’s willingness to appreciate differences in care cost,

grades of skill necessary in emergency practice, degrees of

service, and to allocate equable and reasonable compensa-
tion, the period of acceptance of this plan to terminate

July 1, 1944.

3. Be It Further Resolved: That Washington State Medi-
cal Association desires that each prospective mother (wife

of an enlisted man) shall have free choice of physicians;

4. Be It Further Resolved:
a. That the fee for services rendered in respective com-

munities shall be agreed upon by a committee appointed
by Washington State Medical Association.

b. That at the conclusion of services the stated amount be
paid the attending physician through recognized, estab-

lished channels; and
5. Bt It Further Resolved: That the Maternal and Child

Welfare Committee of Washington State Medical Associa-
tion confer with representatives from the Western States

to formulate a unanimous action relative to Federal Chil-

dren’s Bureau Circular No. 13 ;
and

6. Be It Further Resolved: That Washington State Medi-
cal Association provide funds to implement this resolution.

HOUSE OF DELEGATES
Second Session
September 12

The meeting of the Second Session of the House of Dele-

gates was called to order by the speaker, Wilmot D. Read,

at 11:30 a.m., September 12, Olympic Hotel, Seattle.

In calling the roll a quorum was found to be present.

V. W. Spickard, Seattle, was inducted into office as

President by A. P. Duryee, Everett, retiring president.

REPORTS
Resolutions Committee: The Speaker called on Raymond

L. Zech, Chairman, for the report of the Resolutions Com-
mittee. Carried.

President and Board of Trustees: “The Committee rec-

ommends the approval of the report of the President and
Board of Trustees and heartily congratulates President

Duryee on his excellent administration and conduct of of-

fice.” Carried.

Secretary - Treasurer: “The Committee recommends
adoption of this report.” Carried.

Executive Commitee: “The Committee recommends
adoption of this report.” Carried.

Finance Committee: “The Committee recommends adop-
tion of this report.” Carried.

Committee on Graduate Medical Education and Hos-
pitals: “The Committee recommends adoption of this re-

port.” Carried.

Committee on Industrial Insurance and Health: “The
Committee recommends adoption of this report.” Carried.

Committee on Maternal and Child Welfare: “The Com-
mittee recommends adoption of this report as well as the

supplementary report of the ‘Committee of 8’.” Carried.

Committee on Medical Defense: “The Committee recom-

mends adoption of this report.” Carried.

Neoplastic Committee: “The Committee recommends
adoption of this report and especially commends the sup-

plementary report submitted by Mrs. R. E. Mosiman,
State Commander of the Women’s Field Army.” Carried.

Committee on Publication: “The Committee recommends
adoption of this report.” Carried.

Committee on Public Health and Sanitation: “The Com-
mittee recommends adoption of this report.” Carried.

Social Hygiene Committee: “The Committee recom-

mends adoption of this report.” Carried.

Committee on Public Laws: “The Committee recom-

mends adoption of this report.” Carried.

Committee on Public Relations: “The Committee recom-

mends adoption of this report.” Carried.

State Committee on Procurement and Assignment: “The
Committee recommends adoption of this report.” Carried.

Committee on Resettlement: “The Committee recom-

mends adoption of this report.” Carried.

Committee on Scientific Work: “The Committee recom-

mends adoption of this report.” Carried.

Tuberculosis Committee: “The Committee recommends
adoption of this report.” Carried.

Woman’s Auxiliary: “The Committee recommends that

the report of the President of the Woman’s Auxiliary be

approved and especially commends Mrs. Emmett L. Cal-

houn and the members of the Auxiliary for their active

interest during the session of the State Legislature and

their war efforts.” Carried.

Wagner-Murray-Dingell Bill: “The Committee recom-

mends adoption of this Resolution.” Carried.

AMENDMENTS
Amendment to Section 10, Chapter VIII of the By-Laws:

“The Committee recommends adoption of this amend-

ment.” Carried.

Amendment to Chapter XI of the By-Laws: “The Com-
mittee recommends adoption of this amendment.” Carried.

Amendment to Section 3, Chapter II of the By-Laws:

“The Committee recommends adoption of this amend-

ment.” Carried.

Amendment to Section 3, Article III of the Constitution:

“The Committee recommends adoption of this amend-

ment.” Carried.

RESOLUTIONS

Federal Children’s Bureau Circular No. 13: “The Com-
mittee recommends adoption of this Resolution with

amendments.” Carried.

Prepaid Medical Care and Hospitalization: “The Com-
mittee recommends adoption of this Resolution.” Carried.

Three Resolutions A, B and C introduced by Washing-
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ton State Radiological Society: “The Committee recom-

mends adoption of these three Resolutions as amended.”

Carried.

Chairman Resolution Committee: “Mr. Speaker, I now
move that the report of the Resolutions Committee as

whole be adopted.” Seconded by Dr. Dudley. Carried.

Moved by Dr. Dudley: “That the appointment of the

Committee as cited in the Resolution favoring Prepaid

Medical Care and Hospitalization be referred to the Board

of Trustees.” Seconded by Dr. Spickard. Carried.

Report of Committee on Place of 1944 Meeting: “As you
know, we accepted the invitation last year of Spokane

County Medical Society to meet in Spokane. Because of

war conditions, the Board of Trustees referred the matter

to the Executive Committee which scheduled, instead, the

meeting for Seattle. Because of the same conditions existing

today, this Committee recommends that the next meeting

of the House of Delegates also be held in Seattle and,

further, that when a general meeting, which calls for scien-

tific sessions and exhibits, be scheduled, it be held in Spo-

kane.” Moved by Dr. Engels, seconded by Dr. Graham:
“That the report of the Committee be accepted.” Carried.

Necrology Committee, 1943

Whereas: Twenty-four of our members have passed to

the Great Beyond since the 1942 session of the Association,

be it

Resolved: That the House of Delegates of Washington
State Medical Association recognizes the demise of these

former fellow members and instructs the Secretary-Treas-

urer to inscribe with honor and regret the following names
upon the records of the Association:

ROBERT H. WILLIAMS, Seattle, age 32. Died Nov. 13,

1942 (killed in action).

KENNETH J. HOLTZ, Seattle, age 42. Died Jan. 9, 1943.

CARL O. LIND, Seattle, age 72. Died February, 1943.

DON.ALD A. MURRAY, Seattle, age 64. Died Feb. 3, 1943.

L. S. VAN GORDER, Lynden, age 38. Died Feb. 8, 1943.

FRANK A. TYLER, Molson, age 61. Died March 3, 1943.

WALTER KELTON, Seattle, age 66. Died March 9, 1943.

CHARLES B. WARD, Seattle, age 60. Died March 17,

1943.

CLARENCE P. G.4MMON, Tacoma, age 78. Died April

24, 1943.

JULI.\N H. GIVENS, Seattle, age 39. Died April, 1943
(U. S. .^rmy).

CHARLES W. JONES, Olympia, age 64. Died May 3, 1943

ANDREW WILLIS STEVENSON, Vancouver, age 60.

Died May 16, 1943.

ROBERT M. STITH, Seattle, age 69. Died June 22, 1943.

ARTHUR F. EDWARDS, Seattle, age 71. Died June 23,

1943 (U. S. Army).

HUDSON W. FLEISCHHAUER, Port Angeles, age 47.

Died July 2, 1943.

FRANK H. GRANDLY, Seattle, age 45. Died August
IS, 1943.

LEWIS R. D.<\WSON, Seattle, age 87. Died Aug. 16, 1943.

WILLIS H. CORSON, Seattle, age 60. Died Aug. 19, 1943.

ARTHUR S. MONZINGO, Gig Harbor, age 66. Died Aug-
ust 21, 1943.

EDWARD B. NELSON, Spokane, age 73. Died June 18,

1943.

JOHN WOTHERSPOON, Seattle, age 79. Died July 6,

1943.

ARNOLD L. BRANDT, Pacific Beach, age 67. Died July,
1943.

EDGAR F. DODDS, Tacoma, age 72. Died Aug. 24, 1943.

JOSEPH E. HARRIS, Fort Steilacoom, age 69. Died
August, 1943.

D.\LE 0. NUGENT, Centralia, age 59. Died Sept. 9, 1943.

M. P. Graham, Chairman.

ELECTION OF OFFICERS, TRUSTEES AND COMMITTEES

President-Elect: Raymond L. Zech of Seattle was nom-
inated by Homer D. Dudley and was unanimously elected

by the House of Delegates.

Vice-President: Herbert E. Coe of Seattle was nominated
by John H. O’Shea and was unanimously elected by the

House of Delegates.

Speaker, House of Delegates: Wilmot D. Read of Ta-
coma was nominated by C. R. McCreery and was unanim-
ously elected by the House of Delegates.

Delegate to A. M. A.: John H. O’Shea of Spokane was
nominated by L. S. Gilpatrick and was unanimously elect-

ed by the House of Delegates.

Alternate Delegate to A. M. A.: Leon S. Gilpatrick of

Spokane was nominated by John H. O’Shea and was un-

animously elected by the House of Delegates.

Assistant Secretary-Treasurer: George R. Marshall of

Seattle was nominated by V. W. Spickard and was un-

animously elected by the House of Delegates.

Trustees for Eastern Washington: Carroll L. Smith of

Spokane was nominated by George H. Anderson and was
unanimously elected by the House of Delegates.

Trustees for Western Washington: Warren B. Penney of

Tacoma was nominated by Edwin W. Janes and was un-

animously elected by the House of Delegates.

Milton P. Graham of Aberdeen was nominated by C. R.

McCreery and was unanimously elected by the House of

Delegates.

Finance Committee: A. T. Wanamaker of Seattle was
nominated by V. W. Spickard and was unanimously elect-

ed by the House of Delegates.

The Speaker declared a ten minute recess so that the

Board of Trustees could meet for nominations of the Com-
mittee on Medical Defense and Committee on Publica-

tion, the nominations to be presented to the House of

Delegates for election.

The Spealcer called to order the House of Delegates and

called upon the President and Chairman of the Board of

Trustees, V. W. Spickard, to present the report of the

Board to the House of Delegates.

Committee on Medical Defense:

Dr. Spickard: “Mr. Speaker, The Board of Trustees

has nominated the present Committee on Medical De-
fense: Homer D. Dudley, Seattle; J. Reid Morrison, Bell-

ingham
;
MUton P. Graham, Aberdeen

;
George W. Cornett,

Yakima; Carroll L. Smith, Spokane, and Wilmot D. Read,

Tacoma.

Dr. Spickard: “I move that the recommendations of the

Board be approved.” Seconded by Dr. Zech.

Dr. Smith: “Mr. Speaker, I am a member of the Com-
mittee on Medical Defense. I think these things should be

passed around. There are other doctors in Spokane. I

therefore withdraw my name and nominate Dr. Paul A.

Remington of Spokane.” Seconded by Dr. O’Shea. Carried.

Speaker: “We now have the original motion by Dr.

Spickard, that the recommendations of the Board be ap-

proved with Dr. Remington’s name replacing Dr. Smith.”

The House of Delegates accepted the recommendation and

elected the Committee on Medical Defense.

Committee on Publication:

Dr. Spickard: “Mr. Speaker, the Board of Trustees has

nominated the present Committee on Publication: Herbert

E. Coe, Seattle; R. N. Hamblen, Spokane, and S. F. Herr-

mann, Tacoma. I move that the recommendations of the

Board be approved.” Seconded by Dr. O’Shea. Carried.

The House unanimously elected the present Committee on

Publication.

Adjournment:

There being no further business the 54th Annual Session

of the House of Delegates held in Seattle, September 11-12,

1943, was adjourned at 1:30 p.m.

A. J. Bowles, Secretary.
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MEDICAL NOTES

Venereai, Disease Hospital Located. A state-operated

hospital for treatment of venereally-diseased women has

been established at Grand Mound as a temporary location

until a permanent building may be constructed at a per-

manent site. The project will be financed jointly by the

state and federal governments and operated by the State

Department of Health. Although the building is near the

State School for Girls, it will be entirely separate from

that institution.

Hospital Contract Awarded. Last month the contract

was made for construction of The Doctors’ Hospital at

Seattle. Work has begun, with requirements for completion

in six months time. Under the direct supervision of Dr.

K. H. Van Norman, who will become superintendent, all

details were carefully supervised with adaptation of latest

provisions for a complete, up-to-date institution. The 200

beds of this hospital will be a welcome addition to hos-

pital facilities of the city.

Renton Hospital Under Construction. The 100-bed

hospital at Renton is being constructed of lumber, con-

crete and brick. The design is novel, having a central ro-

tunda with seven wings 40x153 ft. each. In addition to

the hospital, will be a constructed a $100,000 nurses dor-

mitory. The enterprise is financed by the Federal Works

Agency.

Funds Allotted for Hospital Aid. An allotment of

$65,585 has been granted by Federal Works Agency for

venereal disease hospital facilities in Seattle. It wiU en-

able the city to maintain a hundred patients in the recently

acquired institution, formerly the Florence Crittenton Home.

New Provision for Tuberculous Patients. King Coun-

ty Commissioners have agreed to provide $17,000 for a

115-bed addition to the Seattle Firland Tuberculosis Sana-

torium. The city will pay for the care of 200 patients, the

county and the state providing for those in excess of that

number.

City Code Changed for Hospital. In order that The
Doctors Hospital in Seattle, which is now in progress,

might begin construction, an amendment to the city build-

ing code was passed by the City Council. This reduced the

required amount of air space for each room from 1000 to

800 cubic feet. The latter is the accepted air space for pres-

ent day construction.

Operating Fund Allocated. The Federal government

has allocated $271,181 to Kitsap County as operating fund

for the newly constructed Franklin D. Roosevelt Hospital

which it is expected will soon be in operation. This sum
wiU be used for the initial operations of the institution

which will be in charge of Russell H. Wilson as super-

intendent. This 150-bed hospital will be staffed by doctors

of Kitsap County Medical Society.

Proposed Public Health Nursing in the Seattle City

Health Department. In order to increase efficiency of pub-

lic nursing, it is proposed to amalgamate the Visiting

Nurse Service, now a community fund project, with the

municipal nurses of the Health Department. It is claimed

this would increase the efficiency of the health program

with decreased cost to the community. It is proposed to

divide the city into four or five districts, with one nurse

assigned to supervise its general nursing problems.

Member of Examining Board. Robert L. Rotchford of

Spokane has been appointed by Gov. Arthur B. Langlie a

member of the state medical examining board. He takes the

place of Frederick G. Sprowl of Spokane who has resigned.

OBITUARIES

Dr. Conner O. Reed of Bellingham, age 63 years, died

suddenly October 9 a few hours after a cardiac attack.

He was born in Richmond, Kentucky, March 31, 1881. He
graduated from Miami Medical College at Cincinnati,

Ohio, in 1904, and settled in Bellingham for practice in

that year. In 1906 he moved to Friday Harbor where he

practiced until 1917. Then he served in World War I for

two years, returning to Bellingham in 1919 where he prac-

ticed until the time of his death. He served for a time as

a member of the Bellingham board of education and was

a member of the Bellingham board of health. He was at

one time president of the State Reserve Officers Association.

Dr. a. F. Brockman of Seattle, age 75 years, died Octo-

ber 10. He obtained his medical ' degree from National

University of Arts and Sciences Medical Department, St.

Louis, in 1890. He located for practice in Seattle in

1928. He served four terms in the legislature. At one time

he was grand master of Washington Odd Fellows. He re-

tired from practice several years ago.

Dr. a. M. Dawson, age 71 years, of Bellingham, died

September 18 following injury in a fall from a ladder a

week previously. He was born in Bethel, Minn., June 14,

1872. He attended local schools until nineteen years of

age, when he graduated from Minneapolis Academy. He
received his medical degree from University of Minnesota

Medical School in 1905. He located in Bellingham in 1914.

He was much interested in athletic competition and was a

generous supporter of organized sports. He was highly re-

spected in the medical profession and participated in civic

enterprises and fraternal affiliations.

Dr. Fred L. Peterson, 63 years old, of Chewelah, died

September 16 in his automobile on a lonely countr>’ road.

He responded to a night call and presumably died of heart

failure about 3:30 a.m. The igntiion key of the car was

turned on and the battery had run down. He was born in

1879, and obtained his medical degree from Northwestern

University Medical School in 1911.

SOCIETY MEETINGS

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society met at a regular din-

ner meeting in the Columbia Coffee Shop, Kelso, October

20, at 8 p.m. The guest speaker was Frank R. Menne,

Professor of Pathology at the University of Oregon Medi-

cal School, Portland.

Dr. Menne gave a most interesting Ulustrated lecture on

Functional and Pathologic Causes of Uterine Bleeding. He
covered the subject in detail, his description of the various

causes being interesting. He stressed the importance of

properly preparing biopsies for pathologic study. Early

diagnosis may eliminate many minor causes that would

eventually prove fatal.

J. F. Christensen, Delegate from our society and Trustee

of Washington State Medical Association, gave a report
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on a recent meeting in Seattle of the State Delegates and

Trustees.

Mrs. Harry Morgan was hostess to the Au.xiUary the

same evening. Mrs. J. L. Norris gave a talk on Blood

Plasma and some problems of nutrition.

KING COUNTY MEDICAL SOCIETY

King County Medical Society held its regular monthly

meeting in the auditorium of Medical-Dental Building,

Seattle, October 4, President Albert J. Bowles presiding.

Membership applications were presented from Adeline

B. Gauger, Gordon E. Jones and Clement I. Krantz. At-

tending the meeting from the armed forces were Lieut.

James Haviland, U.S.N.
;

Capt. Bernard E. McConville

and Capt. John M. Shiach from Camp Carson, Colorado.

Proposed amendments to the by-laws were read, raising

annual dues with specifications as to their applications and

modifications.

The program consisted of papers by Orlen J. Johnson,

assistant secretary of the Council of Industrial Health of

American Medical Association, on “Industrial Medical Re-

lationships”; and Lloyd M. Earner, chief of Industrial

Hygiene Division, Washington State Health Department,

on “Industrial Hygiene in Washington.” These papers will

appear in a subsequent issue of Northwest Medicine.

PIERCE COUNTY MEDICAL SOCIETY

The regular meeting of Pierce County Medical Society

was held in the Medical Arts Building, Tacoma, on October

12, with S. F. Herrmann in the chair. Minutes of the pre-

vious meeting were read and approv'ed.

A pap>er on “Cerebrospinal Meningitis” was given by

Major W. J. Lightburn, M.C., of the Station Hospital,

Fort Lewis, which gave a detailed report, illustrated with

slides, of 186 cases which occurred during the past two

j-ears. This paper demonstrated the difference in treat-

ment of these cases by chemotherapy, the death rate being

less than 3 per cent in the series.

C. B. Ritchie gave a paper on “Recent Surgical .Ad-

vances,” dealing mostly with the treatment of burns.

C. R. Fargher, Leland J. Bland, H. L. Maier, C. E. Wise-

man, G. F. Dillon and G. -A. Drucker were elected to

membership in the society.

WALLA WALLA VALLEY MEDICAL SOCIETY

The Walla WaUa Valley Medical Society held its Oc-

tober meeting Thursday, the 14th, at the Grand Hotel,

Walla Walla. The program consisted of two parts. The

first was prepared by Don G. Corbett, urologist of Spo-

kane, emphasizing the various aspects of urology that are

useful for the general practitioneer. Major Tom Buckley

of McCaw General Hospital opened discussion of the paper.

Lt. Col. Harbaugh presented his fine film on amputa-

tions of the lower extremities that he had prepared from

his many cases from World War.

WASHINGTON ST.ATE OBSTETRICAL SOCIETY
A meeting of Washington State Obstetrical Society was

held at Medical Dental Building .Auditorium, Seattle,

October 2.

Dr. Bindshedler, obstetrician at the United States Marine

Hospital in Seattle, presented the subject of “Caudal Anes-

thesia.” His exposition was very interesting and enthusias-

tic, as was his practical demonstration of the use of mety-

caine to produce the anesthesia. Drs. Alton and Kenzie,

also of the Marine Hospital, assisted.

.After luncheon at Seattle Tennis Club the meetings were

resumed in the Medical Dental Building. Papers were given

by different members of the Society. At the business meet-

ing, J. F. Fiorinio of Everett was elected president, D. H.

Johnson of Tacoma vice-president, and H. H. Skinner of

Yakima Secretary-Treasurer.

Following the banquet at the Olympic Hotel, Captain

Frank McPhail, formerly of the Great Falls Clinic, Great

Falls, Montana, gave a very interesting and scholarly ad-

dress, “Further Observations on the Use of High Fluid In-

take in the Treatment of Toxemias of Pregnancy.”

The excellent and enthusiastic attendance of members

gave proof of the value of this meeting. Nearly every man

expressed a feeling that too many medical meetings were

being turned aside because of the war, although every

member is hard pushed for time enough to meet the medi-

cal demands made on his service. Such meetings as this

afford an excellent opportunity to drop the daily routine

and mingle with others who are having common experi-

ences.

STATE DEPARTMENT OF HEALTH

The Industrial Hygiene Committee of the state and

local medical societies in Washington, as well as the Divis-

ion of Industrial Hygiene of the State of Washington De-
partment of' Health were fortunate to have Orlen J.

Johnson of the Council on Industrial Health of the .Amer-

ican Medical Association here recently to assist in planning

for more adequate health services to the war industries of

our State.

During Dr. Johnson’s visit, H. J. Whitacre, chairman of

the Industrial Hygiene Committe of the State Medical

Association, arranged for Dr. Johnson to meet with the

Industrial Hygiene Committees of a number of the local

medical societies to aid in the development of their pro-

grams along the lines set forth in the program recom-

mended for county medical societies by the Industrial

Health Council of the American Medical Association.

Dr. Johnson pointed out that the problems involved are:

(1) to provide healthful environmental conditions, includ-

ing plant sanitation, and protection against occupational

disease producing materials such as toxic gases, fumes,

dusts and poisons; (2) to make avaUable replacement

examinations; (3) to carry on a program of health edu-

cation
; (4) to carry on a program of accident prevention

;

(5) to rehabilitate injured workers which includes provid-

ing general medical needs.

Drs. Johnson, Whitacre, and Lloyd M. Farner, Chief of

the Division of Industrial Hygiene of the State of Wash-

ington Department of Health, addressed King County

Medical Society October 4. Copies of their papers discuss-

ing industrial health will appear soon in Northwest Medi-

cine.

Dr. Johnson emphasized the importance of preplacement

and periodic physical examinations of all workers and

urged the medical profession to cooperate with labor and

management to make this possible. Some of the physicians

in various localities of the State believe labor would not
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favor such a program. This does not appear to be the

case in Washington. The attitude of labor toward physical

examinations is changing, as evidenced by the fact that the

Advisory Committee on Industrial Hygiene to the Wash-

ington State Department of Health, which was appointed

by the Governor, and has equal representation of labor.

management and the medical profession, has adopted a

Statement of Policy recommending physical examination

of workers. The attitude of labor toward this Statement of

Policy is indicated by the recent action taken by the Wash-
ington State Federation of Labor which passed a resolution

favoring the adoption of this Statement.

IDAHO STATE

MEDICAL ASSOCIATION

SOCIETY MEETINGS

SOUTHWESTERN IDAHO DISTRICT SOCIETY
A dinner meeting of Southwestern Idaho District Medi-

ciety will consist of the newly elected officers and the re-

tiring president and secretary-treasurer.

The scientific program was presented by Captain N. L.

Murray of Gowen Field, whose subject was “Office Man-
agement of the Diabetic.”

cal Society was held at the Owyhee Hotel, Boise, October

21. At the business meeting no old or new business was

presented. The treasurer reported the balance in the Boise

Branch of the First Security Bank of Idaho on October

20, of $236.09.

The nominating committee appointed by the president

recommended the following officers for the year;

President—H. E. Dedman, Boise.

Vice-President—R. E. Davis, Boise.

Secretary-Treasurer—J. M. Thomas, Meridian.
Chairman of Standing Committee—L. F. Lesser, Moun-

tain Home.
Delegates—L. F. Lesser, Mountain Home; H. E. Ded-

man, Boise; Ralph Davis, Boise; J. M. Thomas, Meri-
dian; R. L. Rodwell, Nampa; H. A. Tremaine, Boise;
T. N. Braxton, Boise; Elizabeth L. Munn, Caldwell; M. S.

McGrath, Weiser; J. J. Kaiser, Payette; George Davis,
New Plymouth; A. S. Thurston, Council.

Alternates—F. M. Cole, Caldwell; R. L. Peterson, Boise;
L. E. Jewell, Meridian; V. C. Belknap, Nampa; W. C.
Nolte, Nampa; Joe Saltzer, Nampa; I. R. Woodward, Jr.,

Payette; C. E. Carver, Emmett; J. L. Reynolds, Emmett;
G. H. Wahle, Boise; R. E. Freeman, Boise; G. W. Mont-
gomery, Caldwell.

The president called for nominations from the floor. No
additional nominations were made. A motion was made by
Dr. Kellogg and seconded by Dr. Stewart that the rec-

ommendations of the nominating committee be accepted.

The motion was unanimously adopted.

According to the constitution, the Council of the so-

Captain W. B. Hanford, formerly of Caldwell and now
stationed at Tampa, Florida, was present at the meeting.

B. Chipman, a member of the North Idaho District So-

ciety and now a resident of Boise was introduced.

SOUTH SIDE MEDICAL SOCIETY

South Side Medical Society had its regular monthly meet-

ing September 14, at Jerome, at Woods Cafe, Dr. Murphy

presiding. William C. Smail of Jerome gave an original

paper on “Dyspareunia.” It was discussed by John W.

Wurster of Buhl. The paper was very interesting and so

well accepted by the members that it was voted a copy be

sent to Northwest Medicine for publication.

The meeting was further high-lighted by individual per-

sonal reports of assigned papers which had been given at

the Idaho State Medical Society meeting at Boise the first

of the month. There were also several interesting reports

concerning the meetings of the House of Delegates.

Major L. B. Privett, formerly of Boise, was recently

home after fulfilling an assignment in Canada under the

Northwest Service Command. He is now temporarily sta-

tioned at Barnes Hospital, Vancouver, Washington.

J. D. Shinnick, of Grangeville, has been appointed coun-

ty physician for Idaho county, to replace B. Chipman who

served in that capacity for twenty years before moving

to Boise. Dr. Shinnick is well known to the medical pro-

fession, and for the past six years has served as represen-

tative in the legislature.

PENICILLIN OF VALUE FOR STAPHYLOCOCCIC
MENINGITIS

Injection of penicillin into the spinal canal or into the
space at the base of the brain which contains the cere-

brospinal fluid will probably be valuable in the treatment
of staphylococcic meningitis (infection with the staphy-
lococcus of the three membranes which envelop the brain
and spinal cord), Cobb Pilcher, M.D., and William F.

Meacham, M.D., Nashville, Tenn., report in The Journal
of the American Medical Association for October 9. Their
statement is based on results obtained in animal investiga-

tions.

The two investigators found that injection of penicillin

into a vein had little if any beneficial effect whereas “in-

trathecal treatment . . . with relatively small doses of

penicillin greatly reduced mortality rate (from 93 per cent

in control experiments to 54 per cent in treated animals).”

The preventive possibilities of penicillin for staphylo-
coccic meningitis were not encouraging. “The number of

animals which recovered was greater in the groups in

which treatment was begun after injection of staphylococci

than in those in which treatment was begun before injec-

tion,” Drs. Pilcher and Meacham report.

“It is significant that the cerebrospinal fluid cultures re-

mained positive for several (or many) days even in those

treated animals which recovered. This is in support of the

now generally accepted concept of penicillin as a bac-

teriostatic (stopping growth) agent.

“At no time were any harmful effects attributable to

penicillin therapy.

“From our experiments it seems justifiable to conclude

that intrathecal injection of penicillin is a safe form of

therapy and to suggest that this method of treatment will

probably be of great value in clinical cases of staphylococcic

meningitis.”

Their experimental study was undertaken as one of a

series of investigations of the treatment of infections of

the central nervous system and its coverings.
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BOOK REVIEWS
Nervousness, Indigestion and Pain. By Walter C. Al-

varez, M.D., Professor of Medicine, University of Minne-

sota (Mayo Foundation), etc. 485 pp., $5. Paul B. Hoeber,

Inc., Medical Department of Harper & Brothers, New York,

1943.

This is indeed an unusual medical book which should

appeal to laymen as well as physicians. It is a compre-

hensive treatise on the subject of functional disorders based

largely on the author’s personal experiences and supple-

mented by numerous references to the classics, to medical

literature and to personal communications. It is written in

a simple story-telling style that should appeal particularly

to laymen. The paucity of scientific terms and expressions,

the frequent anecdotes, humorous experiences and refer-

ences to medical mistakes readily explain why the author

has achieved such popularity as a speaker and writer.

Anyone who is suffering from a functional disorder

should have a much better understanding of his illness after

reading this book. Physicians, too, will receive valuable

hints in the diagnosis and management of functional dis-

orders and will profit greatly by the author’s suggestions

as to what to say to these patients and how to say it. In

the above capacity it will serve as a valuable reference

book.

Adversely, one might criticise the book as being rather

long and containing frequent repetition and physicians

may object to the somewhat loose statements concerning

insanity, to the shaky diagnosis of many “small strokes”

as reported, and to the general impression that so many
of these patients are promptly cured after admitting their

“secret sorrows” to an understanding physician. Many of

the author’s intimate associates in the practice of medicine,

who regard him chiefly as a scholarly and entertaining

speaker and writer rather than an outstanding, hardwork-
ing, practical clinician, may not like the tone of some of

his many case reports. E. G. Bannick

The Mind of the Injured Man. By Joseph L. Fetter-

man, M.A., M.D., Assistant Clinical Professor of Nervous
Diseases, Western Reserve University School of Medicine,

Cleveland, Ohio. 28 Illustrations. 260 pp., $4. Industrial

Medicine Book Company, Chicago, 1943.

In medical journals and the lay press we read much of

service men discharged on account of mental disturbances.

Many of these are the result of accidents which is the

subject dealt with in this volume. “An accident may di-

rectly damage nerve cells in the brain and spinal cord, or

it may initiate abnormal mental processes. . . . An injury

to any region of the body may upset mental equilibrium.

. . . The range extends from transitory upsets of the

moment to enduring maladies of serious degree.” It is

stated that trauma means both the force producing an in-

jury and the resulting injury itself. After discussion of

anatomy of the central nervous system, functions of the

brain, there are chapters on early and late anatomic changes

associated with head injury. Attention is called to the

fact that neurosis is a form of illness which arises from

internal conflict or external stress, and is not the result

of physical causes. Psychosis is the modern name applied

to those derangements formerly called insanities. Many
of these may be excited by trauma which is the subject

of extended discussion. Interesting clinical cases are cited

of various forms of psychoses. Attention is paid to the

malingerer, whose ingenuity is often displayed under the

guise of mental disturbance. Treatment of these various

conditions is presented with many practical suggestions.

An Introduction to Medical Mycology. By George

M. Lewis, M.D., Associate Attending Physician (Derma-
tology), The New York Hospital, etc., and Mary E. Hop-
per, M.S., Research Fellow in Medicine, Cornell University

Medical School. 342 pp, $6.50. The Year Book Publishers,

Inc., Chicago, 1943.

While all physicians are more or less familiar with

fungus diseases, their importance has been increased as a

disabling factor in the armed forces. Strenuous activities,

trauma, unusual perspiration and poor hygiene have fa-

vored the spread of dermatophytosis. In tropical regions

there have been additional opportunities for infection in

connection with such diseases. It is believed that patho-

genic fungi are infrequently found on normal skin. Their

presence, however, is confirmation of the diagnosis of a

fungous disease. Fungi are capricious in their behavior.

The large number of variants in some cases have incor-

rectly been diagnosed as different species.

These various problems are discussed in this volume with

abundance of illustrations. The contents are divided into

two parts. The first considers clinical, theoretic and experi-

mental aspects of the subject, with chapters on physiology

of fungi, methods of diagnosis and allergic manifestations.

There are descriptions of superficial and deep mycoses.

The second part deals with laboratory methods, aiming to

ascertain that a fungous disease exists, with diagnosis of

its typ>e and determination of the immunologic response

of the patient to the infection. The cause being known,

prognosis and appropriate treatment may be determined.

One of the most common of these diseases, ringworm of

the scalp, may or may not respond to simple topical ap-

plication, depending on the species of fungus as the cause.

Hence the importance of accurate diagnosis before attempt-

ing treatment. One will find much of interest and informa-

tion in this volume which is amplified by numerous vivid

illustrations.

Personal and Community Health. By C. E. Turner,

A.M., Sc.D., Dr. P.H., Professor of Public Health at

Massachusetts Institute of Technology, etc. Seventh Edi-

tion. 585 pp. $3.50. C. V. Mosby Co., St. Louis, 1943.

This textbook for college students is appropriately and

interestingly illustrated with modern pictures. It is divided

into two approximately equal parts, the first relating to

personal health, including anatomy, physiology and per-

sonal hygiene, and the second relating to community

health, including communicable diseases and immunity,

food control, water supply, waste disposal, ventilation,

heating, lighting, maternal and child hygiene, school hy-

giene, industrial hygiene and public health administration.

In addition there is an appendix of seventy-six pages, in-

tended primarily for teachers, reproducing the pamphlet

“The Control of Communicable Diseases,” published by

the American Public Health Association, and a second

appendix of four pages considers disinfection and disin-

fectants. Finally, there is a page of prefixes and suffixes,

followed by a glossary and an index.

It is a well written book, using simple language mostly

but enough medical terms to make it accurate and informa-

tive without being really technical. The style is pleasing

and well suited to lay persons of college age. The general
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field of health is fairly completely covered, and it is felt

that any lay person knowing all these facts would be rather

well educated in health matters. The book could, perhaps,

be improved by including a few chapters on practical

home nursing and first aid. As a textbook on the general

subject of health it is heartily recommended for college

students. R. T. Westman.

Synopsis of Tropical Medicine. By Sir Philip Manson-
Bahr, C.M.G., D.S.O., M.D., F.R.C.P., Senior Physician
to the Hospital for Tropical Diseases, Royal Albert Dock
and Tilbury Hospitals, etc. With S Plates. 224 pp, $2. The
Williams & Wilkins Co., Baltimore, 1943.

Tropical diseases are presented with frequence and em-

phasis before the medical profession of the day. Books and

medical papers emphasize the importance of attention to

these ailments. This little book offers a condensed guide to

tropical medicine in convenient form for ready reference.

Material has been brought up to date and concisely pre-

sents the essential features in dealing with a particular

disease. Chapters deal with protozoal, spirochetal, rick-

ettsia, bacterial, virus, fungous, nutritional and climatic

diseases. Discussions of each considers in order geograph-

ical distribution, etiology, pathology, clinical features, diag-

nosis, treatment and prophylaxis. This little book offers

the essential features in dealing with any of the tropical

diseases.

Specialties in Medical Practice, Renewal pages. Edgar
Van Nuys Allen, M.D., Editor, Chief of Section, Division
of Medicine, Mayo Clinic, Rochester, Minn. 270 pp. Thom-
as Nelson & Sons, New York, 1943.

When Specialties in Medical Practice was published three

years ago, up-to-date new and revised pages were prom-
ised for regular intervals. Wartime conditions, however,

have prevented this publication until the present time. This

issue of 270 pages includes many illustrations with a com-
plete revised and enlarged index. They serve to supplement

and bring to date the original publication, offering valuable

service to the practicing physician.

Colwell’s Daily Log for Physicians, a Brief, Simple,
Accurate, Financial Record for the Physician’s Desk. $6.

Colwell Publishing Co., Champaign, 111.

This is a complete and convenient volume for the phy-

sician’s daily accounts. It is simply arranged without com-
plications, and gives one the opportunity of abundant

daily insertions, with arrangements for special records. It

has furnished a popular method for keeping medical ac-

counts during past years.

CLINICAL FORUM
OBSTETRIC PROBLEM

Mrs. J. S., age 35, came in for prenatal care for her

second baby. Nine and one-half years ago after hard labor,

terminated with forceps, she was delivered of an 8 lb.

10 oz. baby. She was seen twelve times in the ofiice over a

five month’s period; her blood pressure was within normal

limits; all laboratory findings were normal.

During the last three or four weeks of gestation she

complained a great deal of lower abdominal pain, for

which there seemed to be no explanation. This gave her

an unusual amount of discomfort. She was due September
24. In order to shorten her period of distress, labor was
induced the day before the date estimated for her con-

finement by rupturing her membranes. This was done quite

easily, as the internal os readily admitted two fingers,

although the cervix canal was long. A large quantity of

fluid escaped, and continued freely the next four or five

days.

The release of amniotic fluid gave her considerable re-

lief from pain but there was no onset of labor. Neither

had the head become firmly engaged during that time.

A roentgenogram of the pelvis showed no disportion be-

tween head and pelvic canal. On the fourth day examina-

tion revealed that effacement was almost complete, three

fingers were easily admitted, the head was coming to a

I>eak but her pains were exceedingly light and of slight

importance.

On the morning of the 28th, small doses of pituitrin

were given at regular intervals, but they seemed to have
practically no effect, the contractions subsiding as soon as

the pituitrin wore off and stopping when none was given.

Increasing amounts of pituitrin were injected even up to

.5 cc. and finally 1 cc. Since the head was well crowned,

and anesthesia under control, the procedure app>eared per-

missible. Because the size of the head it was too high

in the pelvic canal to justify delivery by forceps. The last

main dose produced only five or six hard contractions in

the fifteen or twenty minutes following its administration.

Then there were no more pains, the mother’s condition

was good and the baby’s excellent. History of progress

to date was long and exceedingly tedious with practically

no pains except by precarious stimulation. What would
you do?

COMMENTS ON PEDIATRIC PROBLEM IN
OCTOBER ISSUE

Commentator’s views are as follows: The case of B. N.,

one had to consider as acute leukemia, because of the

pallor and adenopathy. That, of course, is not of itself

diagnostic, but with the hemoglobin 19 per cent, and the

extreme paucity of r.b.c. 730,000, in the presence of an

unusual high leukocyte count, the picture seemed nearly

complete in the differential comparison with mononucleosis.

One does not feel that the latter condition should be con-

sidered. The hemoglobin and the r.b.c. are lower than

authorities state are to be found in mononucleosis, but in

leukemia one expects to discover a high white count which
is present in this small boy. The enlarged glands, spleen

and liver condition could be either.

In Brennemann’s Practice of Pediatrics Shrunt indicates

hemoglobin is not expected to be low and the red cells

are not markedly lower in percentage. Lymphoblasts are

to be found rarely in infectious mononucleosis, and they

were not discovered in R. N., although 7 were present in

B. N.’s differential cell picture. In studying the case of

B. N., the diagnosis seems to be quite clear cut as in-

fectious mononucleosis. Because of the double occurrence

of pallor and the blood picture upset in two brothers, with

a fair degree of similarity and practically synchronously,

one is led to feel that there must be a common etiology

for the two boys. The two individuals present reactions

to the infection with rather marked different pictures.

One contemplates making the diagnosis the same. How-
ever, it is quite possible that we have two conditions here,

strangely occurring at the same time. The etiologies of

these diseases are not known and confusion of a clear

diagnosis is quite possible. In either case treatment should

be liver, iron and blood transfusions, the outcome of which

will be fatal of course in case B. N., if it be leukemia,

while R. N. should live. One is inclined to feel, even in
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spite of the above discussion, that these two boys have an

identical source of infection and that the treatment of in-

fectious mononucleosis will apply to both situations.

Conclusions of Cases: B. N., whose r.b.c. was 730,000,

etc., was considered to be a case of leukemia. He was given

citrated blood intravenously, also liver extract and iron

by mouth. Nine days later his hemoglobin was 64 j>er cent

as against 19 per cent on hospital entrance, and he had

3,220,000 r.b.c. On the 28th, thirteen days after he en-

tered the hospital, he had recovered to the extent of hemo-
globin 82 per cent, and r.b.c. 3,680,000. He left the hospital

greatly improved on the fourteenth day.

His brother, R. N., was also given blood transfusions

and intensive liver extract and iron. When he was referred

to the hospital, and the fact that his general appearance

and blood picture was so suggestive of a condition similar

to that of his older brother, also the fact that their illness

began about the same time, the above diagnosis on B. N.

was changed to infectious mononucleosis.

Both left the hospital on April 29, and have not been

seen since. On August 16 the two boys were again con-

tacted but not seen, and a blood count of each was al-

lowed. B. N. had hb. 68 per cent, r.b.c. 3,940,000, leuko-

cytes 8,750, segs. 51, staff. 4, lymph. 42, eosin. 3. R. N. had
hb. 65 per cent, r.b.c. 3,820,000, leukocytes 15,350, segs.

26, staff. 4, lymph. 65, eosin 3, basoph. 2. Insofar as we
know, no treatment is being used.
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EDITORIALS

CONFERENCE OF SECRETARIES AND
EDITORS

The annual conference of State secretaries and

editors of medical journals was held in Chicago at

the A. M. A. Building November 19-20, attended

by representatives from practically all the states.

Contrary to the custom of ordinary medical meet-

ings, the program for this Conference never fea-

tures scientific papers. Subjects for consideration

deal with matters of vital importance to the wel-

fare of the medical profession, with suggestions for

accomplishing certain results, and the opportunity

is offered for free discussion and questioning on

the part of representatives of the doctors of the

country.

A few titles of subjects for discussion suggest

their varied character: “Problems Relating to As-

signment of Duties of Military Surgeons”; “Hos-

pital Training of Medical Graduates”; “The War
Participation Committee as a Coordinating

•Agency”; “Medical Legislation in Congress”; “Ob-

stetric and Pediatric Care for the Wives and Chil-

dren of Service Men.” Consideration of these and

other subjects led to many discussions relative to

medical men, as well as their patients, for whose

care their lives are devoted. At previous conferences

much discussion was directed to stimulating en-

listment of physicians for war service. At this time

a representative of Procurement and Assignment

Service presented the continuing necessity for furth-

er additions from the medical profession, stating

that from 5,000 to 7,000 more doctors are needed.

He explained the demand for more surgeons by

emphasizing the fact that recently more doctors

have been discharged from service for various rea-

sons than men received to replace them. In spite of

the view prevailing among some people that the

end of the world war is approaching, it was de-

clared that its probable continuation must be sup-

ported by the services of more medical men.

Much attention was given by several speakers

to distribution of physicians after the war has ter-

minated. It will be no easy task to readjust these
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dislocated practitioners. It was advised that com-

mittees be appointed from the different states to

aid in relocations. One speaker dealt with the sub-

ject of establishing refresher courses for the men
who have been out of touch with medical practice

for a number of years, in order that they may be

equipped to resume practice, equally prepared with

those who have remained at home and have been in

contact with recent advances, with which the serv-

ice men have not become familiar. No recent sub-

ject has excited more active criticism than the of-

ficial proclamation concerning obstetric and pedia-

tric care of the wives and children of service men,

which was established without consultation with

the medical profession, and announcement of in-

adequate fees for service. While these rules have

been temporarily accepted and followed in most of

the states, action was taken under protest, with the

expectation of demanding a more just treatment

for the doctors carrying on this line of work. Com-
mittees were appointed representing the profession

of the United States which will attempt to secure

readjustment of these government regulations.

These and the many other subjects under discus-

sion will be fully presented in coming issues of

The Journal of the A. M. A. which should be
studied by all physicians.

Perhaps the most warmly discussed subject oc-

curred at the dinner meeting of editors of state

journals, when the Cooperative Medical Advertis-

ing Bureau was subjected to a strenuous beating

on the part of several critics. The profession of the

country has recently been enlightened on the sub-

ject of ethical and nonethical advertisements by
editorial statements in The Journal of the A. M. A.,

in which certain journals were scored for publish-

ing advertisements not approved by the Council

on Pharmacy and Chemistry. The critics at this

meeting were warmly and satisfactorily answered

by Secretary Olin West who vigorously defended

and supported the principle of censoring the pre-

sentation of new drugs, proclaimed by their manu-
facturers as efficient for relief of certain conditions,

which are unsupported by the meticulous examina-

tion and investigation exercised by the Council.

The purposes and results of this censorship are

recognized by most physicians and medical jour-

nals as worthy of support and stabilization for the

future progress of medical practice and relief of

patients. These annual conferences are worthwhile

and are profitable to all association and journal

officials who are able to attend them.

INDUSTRIAL MEDICAL SERVICE

Since our country entered the world war atten-

tion of the whole medical profession has been con-

centrated on war problems, as demonstrated by the

large number of physicians and surgeons who are

now serving in the army and navy on all battle-

fields. Many testimonials have been given of the

efficiency of these services and the heroism dis-

played by the ordinary medical man in attending

wounded men in many dangerous and critical situ-

ations at the battle front. It has been proclaimed

that in no previous war has there been such a low

mortality among wounded men as has been dem-

onstrated in the fighting forces of the United States.

This phenomenal situation has resulted from the

meticulous medical and surgical procedures carried

out by our medical men at the front.

In consequence of so many civilian practitioners

being rapidly transferred into war service, there has

been a dangerous lack of medical men in some sec-

tions. It has become constantly more urgent that

particular attention to industrial workers is as nec-

essary for national victory as the care of men who

are fighting our battles. Unless industry is constant-

ly maintained at the highest peak, our soldiers on

the battle line cannot accomplish the necessary

results for victory. Consequently, particular atten-

tion is now being directed to industrial medical

care. WTiile in times past slight industrial injuries

have been overlooked and left for nature’s recovery,

now in every industrial plant workers are required

to report for treatment after the slightest form of

injury.

These medical relationships are being publicized

to the medical profession in all our states. Recently

Orlen J. Johnson of the Council of Industrial

Health of American Medical Association, has ap-

peared before medical societies in the Northwest,

conducting propaganda for the promotion of indus-

trial medical service. In this issue appears a paper

by Dr. Johnson, which was presented to our medi-

cal societies, which should command the attention

and study of all medical men on the home field.

This is supplemented by a paper by Lloyd M. Ear-

ner of the Industrial Hygiene Division of Washing-

ton State Health Department on “Industrial Hy-

giene in Washington.” The facts and figures pre-

sented by Dr. Earner can undoubtedly be duplicated

in our other states. These papers are commended

to the careful consideration of all readers.
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VALUABLE NEW JOURNAL
Anyone familiar with medical literature is aware

of the plethora of medical journals, the majority

of which present valuable information to their

readers, while a certain number exist primarily for

profit from advertisements which are good, bad

and indifferent, with a minimum of medical in-

formation. The elimination of some of these would

be of decided benefit to medical practice. The latest

addition to medical journalism, however, is a pub-

lication of high qualities. The first issue of General

Practice Clinics, published bimonthly by Washing-

ton Institute of Medicine, Washington, D. C., in-

troduces new qualities in medical journalism

which are worthy of more than passing comment.

The initial number of 124 pages does not contain

a single advertisement, which of itself is a guaran-

tee of superquality.

According to the foreword, “General Practice

Clinics is planned and edited for the general prac-

titioner, presenting clearly and authoritatively all

of the essential information so vital to successful

diagnosis and treatment. Every sentence contains

practical, usable information in describing precise

technic and specific dosage, thus eliminating hours

of tiresome reading and searching. * * * You are

always in touch with the progress at all of the

medical centers, for this important new material is

brought together from every authoritative source,

including all state and national journals.” The edi-

torial board lists eighty names of well known and

distinguished practitioners and representatives from

all the leading medical colleges.

Contents of this September-October number in-

clude articles dealing with medicine, surgery, ob-

stetrics and gynecology and otorhinolaryngology.

These papers vary in length from one-half to two

pages by the astounding number of 158 authors.

As stated in the foreword, these papers are confined

almost exclusively to therapy which is presented

succinctly, with definite specifications for each sub-

ject under consideration, no space being devoted

to controversy. Judging from this initial number

this ought to prove one of the most useful medical

journals offered the profession.

CHILD WELFARE CONFERENCE
WESTERN STATES, SAN FRANCISCO

November 2-3, 1943

conference was held in San Francisco, November 2-3,

1943, at the invitation of Washington State Medical Asso-

ciation through its Maternal and Child Welfare Committee

by fiv’e western states relative to the Children’s Bureau Cir-

cular No. 13. This concerns the maternal welfare of the

wives and the care of infants of those men in service, whose

ranks are in the four lower brackets. Arizona, California,

Idaho, Oregon and Washington were represented. Several

points were outstanding at this conference as follows:

1. The existence of a positive need of Federal assistance

to servdce men who are wholly unprepared to meet the cost

of maternal and infant care.

2. This act has been universally protested throughout the

forty-eight states in the union because of:

a. The autocratic attitude of the Children’s Bureau to-

ward the medical profession.

b. The absolute ignoring of maternal and child welfare

costs to any hospital and to the rank and file physician

who administers the necessary services, which do differ

greatly in respective communities.

c. The above was done without consulting or conferring

with the real representatives of the rank and file of physi-

cians furnishing the services.

3. The pitifully meager remuneration for pediatric serv-

ices.

4. The avoidance of meeting emergencies or exigencies,

sure to arise in maternal services.

5. The necessity of states forming a block to integrate a

mutual plan to present to Congress which shall actually

carry out the primary intention of the bill as enacted by

Congress.

6. The necessity of clearly informing Congress of the true

factual conditions pertinent to the act passed in September.

Resolutions Passed By Representatives of Five States

The representatives of the five states submitted the fol-

lowing resolutions to their respective states for consideration

and confirmation:

The enactment by Congress of legislation providing funds

to pay the cost of securing adequate maternity and

pediatric attention for the wives and children of enlisted

men of the lowest four grades is an extension, as a wartime

measure, of social security principles, with which we, as

practicing physicians, are in entire accord. It is our earnest

desire to aid in every way possible the application of these

services with fairness to the hospitals and to physicians who
furnish the actual care, to the Congress of the people of the

United States which provides the necessary funds, and espe-

cially to the wives and children who need and are entitled

to receive these benefits.

We, therefore, representing the State Medical .Associa-

tions of .Arizona, California, Idaho, Oregon and Washington,

in session in San Francisco, California, on Tuesday and

Wednesday, November 2 and 3, 1943, propose the following

resolutions as the expression of our deliberations:

Resolved: That this preliminary meeting serve as the

basis for the formation of a piermanent committee which

shall be made up of the representatives of the Maternal and

Child Welfare Committees of the respective states, chairmen

preferred. This committee shall have one regular annual

meeting to be called approximately six weeks prior to the

meeting of the House of Delegates of the .American Medical

.Association, and to be called for special session at the re-

quest of representatives of any two states, for the purpose

of discussion and solution of the various obstetric and

pediatric problems which may arise under this .Act of Con-

gress; and be it further

Resolved: That the maternal and child welfare commit-

tees in the various states be given authority to act in this

matter by the governing boards of their respective State

Medical .Associations.

We, the representatives of the State Medical .Associations

of .Arizona, California, Idaho, Oregon and Washington,
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therefore, propose to our respective Societies the following

resolutions:

Whereas: It is the intent of Congress that adequate ma-
ternity and pediatric services be made available to the wives

and children of enlisted men of the four lowest grades; and

Whereas: The regulations now placed upon those directly

concerned by this legislation put additional burdens upon
cooperating hospitals and physicians, without any benefits

to the patients; and
Whereas: The consummation of the intent of Congress

is dependent upon the services of the rank and file of

licensed practitioners and hospitals, who were not con-

sulted in planning of this program; and
Whereas: Under the present plan the usual and personal

relationship between patient and physician is largely de-

stroyed by the interposition of an agency with regulatory

powers; and
Whereas: Physicians generally are willing and anxious

that these women and children receive the best possible

care; and
Whereas: There already exists in the Bureau of Allot-

ments ample facilities for disbursement to dependents of

such funds as Congress may allocate therefor, we repect-

fully suggest that the proposed program can be more easily

and economically administered directly through the Bureau

of Allotments; and, therefore, we hereby suggest that the

Bureau of Allotments shall, upon receipt of an affidavit

signed by any individual licensed to sign birth and death

certificates in the state in which he resides, certifying that

an enlisted man’s wife is within two months of her esti-

mated date of confinement, forward to the wife such monies

as Congress may decide necessary to cover medical, hos-

pital and nursing attentions during pregnancy and delivery

;

and be it further suggested that a similar method of fur-

nishing an affidavit be adopted in disbursing funds to meet

the costs of attention to the children of enlisted men of the

grades specified; and be it

Resolved: That each state take definite action, in con-

junction with all other states in accord with these resolu-

tions, to acquaint the congressional representatives of these

states with the full intent of these resolutions; and be it

further

Resolved: That copies of these resolutions be sent:

1. To the officers of the State Associations of the eleven

Western states; and

2. To the officers of the State Associations of such other

states as may appear interested.

RESOLUTIONS COMMITTEE
-Arizona: Dr. O. E. Utzinger, Ray.
California: Dr. W. B. Thompson, Los .Angeles.

Idaho: Dr. H. G. Dedman, Boise.

Oregon: Dr. L. S. Kent, Eugene.
Washington: Dr. G. G. Thompson, Seattle.

NECESSITY FOR MORE NURSES
.An urgent appeal has been made for additional enlist-

ments in the United States Cadet Nurse Corps. It is stated

that at present there are 35,000 nurses in the .Army and

Navy Nurse Corps. The immediate need is to increase this

to 65,000 nurses. The acuteness of the problem is empha-

sized by the shortage of nurses in civilian life, which is

daily becoming more marked. “More nurses must be avail-

able to prevent needless suffering and loss of life through

the constant menace of epidemic, disaster and industrial

accident.” Some hospitals have been forced to close on

account of the nurse shortage.

.Attention is directed to the length of time, 24 to 30

months, necessary to educate a nurse for her life work.

.A woman must be at least 17 or 18 years of age, prefer-

ably not over 35. -An accredited high school graduation is

necessary, and a college degree is especially advantageous.

Previously mention has been made of the compensation

for the training period which is herewith repeated. Tuition

w'ill be paid from date of registration until date of gradua-

tion. Living expenses are provided, including room, board,

laundry, textbooks, as well as uniform. For Pre-Cadets

the monthly allowance is $15 per month; Junior Cadets

will receive $20 a month, and as Senior Cadets the com-
pensation is at least $30 a month until graduation. Appli-

cations can be made to any school of nursing participating

in this program. Applicants are advised to secure catalogs

from at least two schools before making a decision. It is

stated that of all war work open to women, nursing is one
of the few professions.

The following letter indicates endorsement of this cam-
paign by the .American Medical .Association:

“Paul V. McNutt,
.Administrator, Federal Security Agency,
Chairman, War Manpower Commission.
“The United States Cadet Nurse Corps training program,

established by the United States Public Health Service as

an emergency measure, is designed to help supply the
greatly increasing needs for professional nursing care in

the military forces and the civilian population. Because of

the shortage of trained nurses it is quite necessary at this

time to have a decided increase in the number of student
nurses who should seek this type of training. It is our duty
and obligation to encourage the enlistment of well qualified

young women to participate in this patriotic service.”

James E. Paullin. M.D.,
President, American Medical Association.

FORUM ON ALLERGY
This international postgraduate Society was founded in

1938 at Cincinnati, Ohio, to provide a place in which to

review the progress of clinical allergy, to provide in peace

times a forum for the younger members, and to offer in-

tensive postgraduate instruction to physicians working in

other fields. In 1940 the name was changed to correspond

to the international character of its attendance and the

Forum’s Gold Medal and annual oration were established

as a means of recognizing outstanding contributions to

clinical allergy.

The sixth annual Forum on .Allergy will be held in the

Statler Hotel, St. Louis, Missouri, on Saturday and Sun-

day, January 22-23, 1944. This is a meeting to which all

reputable physicians are most welcome, and where they are

offered an opportunity to bring themselves up to date in

this rapidly advancing branch of medicine by two days of

intensive postgraduate instruction.

AIR PRIORITY FOR DRUGS
Recognizing the importance of fast transportation of es-

sential drugs and serums needed in cases where the sav-

ing of lives is involved, the Regional .Air Priorities Control

Office in Seattle will establish a priority which will expe-

dite the movement of such supplies by air express without

delay, according to David E. Fleischner, area cargo man-

ager of United Air Lines.

Due to the loss of half of the nation’s commercial air-

planes to the government for military use, all airlines have

been carrying capacity loads and it was necessary to set

up a priority system to speed the flow of air cargo and

passengers essential to the war effort. Doctors and hospitaj

authorities in Washington, Oregon and Idaho may secure

further information on the priority system for air express

shipments of such medicine as sulfa drugs, penicillin, blood

plasma, etc., by contacting the airline serving their com-

munity, the .Air Express Division of the Railway Express

.Agency or the .Air Priorities Control Office, 909 White-

Henry-Stuart Building, EL. 8122, Seattle, Wash.
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ORIGINAL ARTICLES
MALINGERY IN RELATION TO
PSYCHOPATHY IN MILITARY

PSYCHIATRY*
Major M. M. Campbell

MEDICAL CORPS, ARMY OF THE UNITED STATES

CHIEF OF MEDICAL NEUROLOGY SECTION

BUSHNELL GENERAL HOSPITAL

BRIGHAM CITY, UTAH

Malingery by definition means to feign disability

deliberately. In the military service its purpose is to

avoid duty or martial combat. In civil life the

motive is to avoid work or social demands. Soldiers

use the term “gold-bricking” which implies the ele-

ment of fraud always present.

There is nothing new about the condition. It is

recorded in First Samuel, 21-31, that King David

resorted to the simulation of insanity for the pur-

pose of befuddling one Achish, and so avoided being

killed. Befuddlement over malingery still exists,

especially concerning the underlying psychopathol-

ogy and the medical management. The purpose of

this resume is to attempt some clarification thereof.

Malingery is common in both martial and civil

life. In the latter, whenever compensation or pen-

sion for disability is involved, or damages for dis-

ability are prospective, exposure of malingery be-

comes the primary consideration of the ethical prac-

titioner. But it is commonly possible for the malin-

gerer to obtain the connivance of venal doctors and

lawyers to gain judgment for damages. In industrial

medicine this situation may be particularly flagrant.

An occasional case is seen in Induction Stations,

suggesting collusion of a civil practitioner.

Malingery in military service is not motivated by

monetary gain, but to excuse one from duty which

is onerous or dangerous. This is analogous to the

situation in industrial circles, when a workman ma-

lingers to avoid work, and in social life when a per-

son simulates a headache, for example, to avoid a

mixed bridge foursome.

Malingery is especially prevalent among men
liable to Selective Service. Often local board doc-

tors, and Army Medical Examiners, upon being

confronted with such a case, experience a sense of

hopeless frustration. The examination routine and

the regulations on the point are both too brief and

too superficial. Because of the urgent demand for

speed the condition is ignored. Following induction

there are those who plague the infirmary doctors

by all manner of subterfuges, which behavior con-

founds efficient dispensary and hospital service, and

Read before a Meeting of Tri-County Medical Society,
Warm Springs, Montana, May 2, 1943.

interrupts the cherished plans and training program

of S-3s.

In training camps malingering is likely to become

endemic. This obtains when activity is at a mini-

mum, or at the nether point of monotony, or when

soldiers become tormented by the feeling of hope-

less futility. It is most likely to occur when adher-

ence is demanded to archaic traditions and ambigu-

ous regulations which are impeditive, or when

authority is arbitrary or discriminatory.

In civil or industrial life a similar inclination to

“dog it” occurs, when the powers that be persist-

ently demonstrate bland or even balmy ineptitude.

But this is hardly true malingery; it is a form of

defense nearly always adopted by those laboring

under imperious domination. Rather than malin-

gery it is euphemistically called “poor morale”; A

state of mind that is inevitable when men are made

destitute of all personal initiative or responsibility.

A worse form of malingery with which everyone

is familiar is exemplified by the chronic complain-

ers, the “sick-call riders,” the shirkers, the lazy, the

malcontent, the incompetent, the disloyal, the

“gripers,” the paranoid, and the generally subver-

sive, who use all manner of means and excuses more

or less habitually to avoid the things in life which

to them are repugnant. Such habits of evasion or of

rationalization are due to faulty habits of original

training and to faulty discipline. A few of this sort

may be made over into good workers or soldiers,

but more often than not the result does not justify

the effort.

The various forms of malingery were listed by

Jones and Llewellyn^ somewhat as follows:

1. “True” malingery— outright faking of signs and
symptoms.

2. Malingery — exaggerating actually existing organic

disease.

3. Malingery—imputing all of the presenting disability to:

a. .\n innocent episode.

b. A disorder previously existing.

c. Appearing from some unrelated cause.

To these types should be added a fourth, some-

what related to the last, which is occasionally seen

at Induction Stations:

4. “Pure” malingering—simulating health in the presence

of an actual disability for the purpose of successful enlist-

ment into the armed forces. The term “pure” is used here

to indicate the moral intent of men who seek enlistment, in

surges of patriotic fervor, even though knowing that they

have disqualifying defects. It may be that some try to enlist

who anticipate ultimate benefits of disability compensation

;

and some appear for examination, who, upon returning to

their communities after rejection, can be certain of being

lauded for their patriotic zeal.

1. Jones, A. B. and Llewellyn, L. J. : Malingering. I’.

Blakiston & Son, Philadelphia. 1917.
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The opposite circumstance more commonly ex-

ists. Men seek to avoid military service or duty by

exhibiting a great variety and ingenuity of methods.

The most frequent methods utilized by malin-

gerers may be tentatively classified as follows:

1 . Simulation ;

a. Sensory. Baldly claiming the existence of pain, or of

anesthesia or paraesthesia, or of deafness, or blindness,

either partial or total. Loss of the ability to smell or taste

is overlooked by most, and either one would be most diffi-

cult to disprove. (For some reason neither is cited as a

cause for disqualification in MR 1-9, although the ability to

detect noxious gases or unpotable water would seem to be

important to a soldier.)

b. Motor. Claiming fatigue, or assuming postures, atti-

tudes, or mannerisms intended to show muscular weakness,

contracture, or incoordination; or skeletal defects similarly.

Such is most likely to occur when an individual can exhibit

convincing evidence erf a previous injury, even though ob-

jective signs may not be demonstrable, or trifling if present.

The malingerer may wear trusses, braces, crutches, strap-

pings, or what not, to lend credence to his claim
;

or he

may bring in “chiroquactic” roentgenograms as evidence.

c. Functional. Accomplished by any one of the follow-

ing means, among others not yet detected or devised:

(1) Digitalis, quinidine or strophanthus to cause cardiac

irregularities.

(2) Thyroxin or thyroid extract to induce transient thy-

rotoxicosis (especially tachycardia or digital tremors).

(3) Cathartics to cause temporary diarrhea.

(4) Ipecac or apomorphine to induce vomiting.

(5) Picric acid to simulate icterus.

(6) Cantharides to induce albuminuria.

(7) Excessive sugar (syrup) to induce glycosuria.

(8) Barbiturates and opiates to evoke dullness and
lethargy.

(9) Benzedrine sulphate to stimulate emotional excita-

tion.

(10) Coloring matter added to alter the appearance of

excreta.

(11) Dyes taken internally for the same purpose.

(12) Blood added to excreta (obtained by biting cheeks

or tongue).

(13) Irritants applied about the body orifices or within
excretory channels, to the skin in general, the conjunctivae,
to simulate the appearance of inflammation or discharge.*

(14) Excessive use of alcoholic beverages just before ap-
pearing for the induction examination, or, for the few pre-

ceding days, in order to simulate the appearance of chronic

inebriety.** There is no way for the medical examiner to

tell how long the man has been imbibing as a matter of

habit, without a reliable history, or a three-day period of

enforced sobriety; the latter can only be assured by placing

the man in the local “tank,” which treatment should have

a salutory effect on subsequent emulation by others.

(15) Cycloplegics dropped into the eyes to fix the pupils.

(16) Marijuana reefers smoked to induce the appear-

ance of gross mental disorder, or cocaine snuffed to produce

a similar state.

(17) Arc light gazing to induce temporary blindness.

(18) Epinephrine to elevate blood pressure transiently.

d. Mental—the pretense of insanity, illiteracy, or mental

feeblement.

Condensed milk dropped into the external auditory
canal produces a satisfactory picture of chronic otitis

media. Or mixed with a drop of phenol and injected into

the urethra, the results are obviously convincing.
This used to be quite a favorite, but the usual no-

tion that alcoholics should be inducted into the fighting
forces is stupid. It might be feasible to form such malin-
gerers into labor training battalions under strict prohibi-
tion and strict discipline, as is projected in the new Re-
habiltation Camps.

2. Mutilation-.

a. Cutting or shooting off fingers or toes, or otherwise

deliberately producing disabling wounds.

b. Producing abscesses or factitious dermatoses.

c. Contracting venereal disease.

d. Extracting teeth.

e. Blinding one or both eyes (arc light gazing is a

favorite)

.

f. Deafening one or both ears.

3. Proscrastination: Refusing or delaying remedial treat-

ment or surgery of a disqualifying defect, such as the re-

fusal to have proper dentures fitted or to have a hernia

repaired. One individual who came to my attention had a

fractured maxilla which his dentist carefully wired with

high prognostic hopes, and which the man as carefully un-

wired regularly with apparent deferment intent.

4. Exaggeration: Heaping up complaints, signs and synnp-

toms on the basis of an actual disability (a favorite trick

of hypochondriacs).

5. Imputation: Ascribing signs and symptoms to an un-

related cause.

The detection or exposure of malingery depends

essentially upon the absence of positive signs to

verify the existence of the pretended disability. A

competent and sometimes exhaustive examination,

on occasion requiring every adjunctive implement

of diagnosis, may be necessary. Often a prolonged

period of observance is essential. A good objective

antecedent history of the individual will often settle

the matter, by negating the pretension or by con-

tributing evidence of previous deceits.

It is neither right nor fair to presume that a man

is malingering simply because the medical officer

concerned can find no evidence of disease. Nor is it

right to pass a man off as a “damned neurotic like-

wise, because a medical officer is short-sighted or

prejudiced. Neuroses, according to traditional de-

scription, are not attended by objective signs {vide

injra). Also, even the best diagnostic skill and

technic may fail to elucidate an obscure or incipient

disease. For the latter reason alone, if for no other,

every man who presents a claim of disability is en-

titled to the most thorough and competent examina-

tion available. Medical officers, who through incom-

petence, ignorance or indifference fail to give their

best, are just as guilty of malpractice as any scrab-

bling practitioner in civil life.

Most malingery is fortunately quite easy to de-

tect. Fairly adequate notes concerning common

tests are available.^ The greatest difficulty arises in

the differential diagnosis between psychopathic and

psychoneurotic states.

The “true” malingerer is one who simulates dis-

ability for the purpose of avoiding a moral duty or

an ethical responsibility. The motive obviously por-

tends a sense of inflated ego. The malingerer simu-

lates illness with full conscious knowledge and per-

2. Mobilization Regulations, War Department, W'ashing-

ton, March 15, 1942.
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feet insight. His act is premeditated with intent to

deceive others. He wants to get out of doing some-

thing he does not like to do, or which interferes

with selfish interests or pursuits. He is not ill, but

chooses to appear ill, recognizing that, if he suc-

ceeds in fooling everyone, he will be excused, even

pitied, without any onus or blame attaching to him-

self. Such a state of mind is distinctly in contrast

with that of a psychoneurotic.

The “pure” psychoneurotic has no intention of

avoiding his obligations
;
on the contrary, he has an

overmeticulous sense of moral and ethical demands.

His motivation subtends from a sense of deflated

ego. Without insight, he is not conscious that his

disability is purely psychogenic. He is not respon-

sible for his symptoms, since he does not deliber-

ately and with malice aforethought intend to de-

ceive. The neurotic’s conflict is with himself; the

malingerer’s is with his milieu. The neurotic does

not choose to be ill. He does not consciously wish

to avoid duty or danger. He believes his inability to

face things is predicated by some somatic defect.

His belief as to his illness is, nevertheless, tanta-

mount to an actual disability. He does not w'ant to

fool anyone, but fools himself. If his unconscious

stratagem fails and is made apparent to him, the

neurotic is ashamed and feels more guilty than ever.

It is not meant to imply, by the above remarks,

that every neurotic is incapacitated for military

service. Some may make excellent soldiers; witness

Napoleon, among others.

The malingerer, in contrast, does not care if he

is caught in dereliction of duty. In fact, he derives

a secret satisfaction in fooling others, or at least in

being the center of attraction for a time. He is too

thick-shelled to be dented by any form of social

obloquy or censure. The malingerer is thus essen-

tially a psychopathic personality, a suggestion

which Wechsler^ was ready to admit, even several

years ago.

The general group of psychopathic personality

(or constitutional psychopathic inferiority) was

first described by Pritchard in 1835, when he wrote;

“There ..." is a form of mental derangement in which
the intellectual faculties appear to have sustained little or
no injury, while the disorder is manifested, purely or alone,

in the state of the feelings, temper, or habits. In cases of

this nature, the moral . . . principles of the mind are

strongly perverted or depraved; the power of self-govern-

ment is lost or greatly impaired, and the individual is

found incapable ... of conducting himself with decency
and propriety in the business of life.”

In the same article^, from which the above is

3. Wechsler, I. S. : Textbook of Clinical Neurology. W.
B. Saunders Co.. Philadelphia, 1927.

4. Hall, R. W. : Peculiar Personality
;

Disorders of
Mood

; Psychopathic Personality. War Med. 1 : 383-386,
May, 1941.

quoted. Hall suggests the most important and fre-

quent features of the psychopathic state somewhat

as follows (and gives an excellent discussion)

:

1. Egocentricity of thought and conduct.

2. .^morality in regard to established codes, creeds and

customs.

3. Incapacity for affection for others.

4. Incapability of appreciating the rights of others.

5. Inadaptability to the viewpoint of society in general.

6. Inability to profit from experience.

7. Unreliability when given a set task.

8. Irresponsibility as to consequences of action.

9. Instability of mood with violent swings and excite-

ments.

10. Fatigability of endeavor and interest.

11. Illogicality and impulsiveness of behavior in general.

12. Projectivity upon others of blame for every dere-

liction.

13. Incorrigibility or impervience to discipline.

The main feature of psychopathy seems to be a

lack of moral or ethical sense, superimposed upon

which may be a great variety of subsidiary faults,

generated by obstinacy or poverty of spirit which

is not amenable to correction or discipline. Whether

psychopathy is congenitally or environmentally ac-

quired is a moot but sterile point. The psychopath

is morally deficient, in the same sense that an idiot

or imbecile is intellectually deficient. So the psycho-

path should not be blamed for bis faults, and the

fact remains that he can no more be taught dis-

cipline than a moron can be taught semantics.

The psychopath’s behavior may be abnormal in

any degree from the equivocally sane to the frankly

insane. He may, and ordinarily does, display per-

fectly acceptable behavior, or he may even exhibit

superior capacities and attributes. Then at intervals

he will aboutface and perform in an incredibly

stupid way, contrary to all laws and mores. He is

relatively indifferent to the consequences of his acts,

either to himself or to others whom he may hurt.

If confronted with his sins, he will exhibit heart-

rending remorse and pathetic contrition, or he may
plead self-righteousness, inculpating family, society

or anything else—never himself. He will deliver

unqualified promises of propriety in all future

doings, but his virtue is as stable as a spring zephyr,

and his recidivism unpredictable, but certain.

Those in authority over psychopathic persons, or

associated with them, seem to be rendered strangely

gullible by them. This is because the psychopath

learns to make himself lovable, when it suits him to

do so, and to make himself desirable as a compan-

ion or assistant, when he deigns to exercise his in-

tellect. Families, especially long suffering mothers

and wives, are usually the victims of misguided and

maudlin sentimentality, because of an ever forgiv-

ing and trusting attitude.
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In military life, commanding officers are often

similarly impressed favorably by psychopathic

members of their units, only to find themselves

suffering futile exasperation over the man’s delin-

quencies. It may be said that the psychopathic state

is, incidentally, not unique among enlisted men.

There is an inclination to place the clever, or even

brilliant psychopath in positions of responsibility,

but often such trust is betrayed and the discipline

and morale of the whole organization suffers; or in

actual combat or time of crisis the safety of all may
be placed in jeopardy because of the irresponsible

or fantastical behavior of one such person.

Malingerers as a class exhibit all the ear-marks

of the psychopathic state as outlined by Hall and

others (Eugene Kahn, \Vm. Malamud). Malingerers

are egocentrically amoral inasmuch as they seek to

avoid military duty out of consideration for their

own safety and interest, feeling no philanthropic

or altruistic urge whatever— quite the contrary.

They fail to grasp the point of view that in war

every one’s best service is essential. In such respects

they demonstrate a totally irresponsible attitude,

and it follows that they are unreliable. It follows

also that they will be lacking in endurance, impul-

sive in action, defeatist in adversity, and incapable

of assimilating the subordination of ego imperative

for all discipline. They are wanting adequate moral

or ethical sensibility and upon this faulty ground

any type of aberrant trait may be fostered, grow

rashly, and finally produce the fullblown psycho-

pathic state.

As such, malingerers have no place in military

combat organizations in war time. They either

spend much of their time in hospitals, seeking the

white-wash of a discharge for disability, or they

are relegated to the guard house. In either event

they detract from the efficiency of their organiza-

tions. After hostilities are suspended, they become

the leading pension and compensation seekers, and

increase the economic burden of war by cluttering

up Veteran’s Facilities. They will always be the

noisiest claimants of the honors due the heroes of

the most arduous campaigns, and they will be found

shouting loudest in the bonus lobbies.

It will be argued that stringent military discipline

(the tough top-sergeant technic plus extrafatigue

and guard-house goading) will convert even the

most recalcitrant recruit into a docile soldier. That

may be true in a few instances of mild, transient or

unconfirmed psychopathy. But the true psychopath

may be pushed into a really vicious fracture of the

Articles of War. The profligate, petty thieves,

AWOLers, deserters, dope addicts, stew-bums, um-

ings and other sexual perverts are all of this type.

Regardless of arguments to the contrary concern-

ing such maladaptations, the idea that the Army is

a correctional institution should be squelched at

least in war time. Too many communities, unfortu-

nately, harbor the notion that all the local nui-

sances and town drunks, the petty criminals and

ne’er-do-wells should be erased from the communal
conscience through the heaven-sent chance to foist

them off on the Army or Navy. It should be pub-

licized, rather, that the management of psychopaths

is a civil responsibility and not a military hobby.

Psychopathic individuals in military circles con-

stitute a real economic problem. It is almost uni-

versally solved at present in the good old tradition

of “passing the buck.” Certainly there is a woeful

lack of any proper understanding of the underlying

mental and moral attitudes of the malingerer. There

is too often not even an effort at understanding

among certain encrusted line officers, and also

among certain calloused medical officers. Many
cases of petty malingery are admittedly problems

of discipline; more are problems of morale. But the

castor oil technic, described not long ago in a na-

tionally popular magazine, cannot be too harshly

criticized and condemned. Subjected to such hu-

miliation, the culprit—and culprit he is so consid-

ered—is forced to pursue a more subtle form of

evasion. If the man is afflicted with a neurosis, and

sergeants are hardly capable diagnosticians, the vic-

tim, struggling to escape an intolerable situation,

may be driven into the labyrinths of an inescapable

psychosis.

Confronted with such a case, in which he can

find no organic basis to justify a man’s symptoms,

the medical officer, at the induction station, recep-

tion center, dispensary or hospital, must determine

whether the complaint is psychoneurotic or psycho-

pathic in genesis. In this respect the surgeon or in-

ternist has a relatively easy time eliminating the

great majority of organic syndromes, simply due to

the lack of any of the familiar objective signs dem-

onstrated on examination. The neuropsychiatrist

has the less facile task of interpreting, in addition,

the subjective aspects of the case, determining

whether the symptoms are consciously or uncon-

sciously motivated, and evaluating the degree of in-

sight, and prognosticating the amenability of the

patient to available treatment.

The distinction between psychopathic and psy-

choneurotic states cannot always be sharp, in spite

of all that has been said. It must be realized that

neither state is mutually exclusive of the other, and

that there will be much overlapping. There is, in
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fact, a modicum of both psychoneurotic and psy-

chopathic traits in all persons, even though most

of us staunchly class ourselves as paragons of sta-

bility. It is a categorical truth, however, that any

person, laboring under sufficient stress and strain,

and confronted with a frustraneous precipitating

situation, may exhibit one or another form of neu-

rotic or psycopathic behavior, if not a full-blown

syndrome.

The psychoneurotic reaction is classically defined

as being due to unconscious conversion of emotional

conflicts into somatic or psychic complaints or

symptoms. The mechanism is sententiously attrib-

uted to more or less immature defenses against the

onus of social failures which daunt the soul. As

Hall states: Neurotics try to adjust to the demands

of society; psychopaths demands that society try to

adjust to them. The neurotic may succeed through

compensation in a manner acceptable to both him-

self and society; the psychopath is indifferent as to

his social acceptability, being concerned with satis-

fying only himself.

The crux of the problem seems to be whether the

complaints and symptoms presented by a patient

are consciously or unconsciously motivated, that is,

deliberative or inadvertent. It shows an ignorance

of semantics to dismiss the perplexity by decreeing

ponderously that “unconscious conflicts are emo-

tional tensions that remain unresolved, intangible,

and imponderable ... ”, or attributing chronic

invalidism to “constitutional inadequacy.” Nor is it

very profitable, to the subject, to delve into and

reveal his pomobiography, since every realist will

admit similar sins of commission in the best pseudo-

Freudian tradition. There is too much of this

among malyclept or maladept “psychiatrists.”

There are, however, certain objective signs (cas-

ual information to the contrary) which, if not path-

ognomonic of the basic disability of the psychoneu-

roses, are at least confirmatory. No extraordinary

skill or acumen is required for their recognition.

They are absolutely involuntary in origin, and,

therefore, cannot be simulated or mimicked by the

malingering psychopath. t Their presence or ab-

sence thus indicates the differential diagnosis be-

tween these two conditions. Hysteria may have its

own special stigmata, and in any event is not diffi-

cult in itself to diagnose.

Without going into the anatomy, physiology and

pathology of the orthosympathetic and parasympa-

thetic systems, their antagonistic and synergistic

effects, some of the evidences of autonomic dystonia

t The term "mimesis” is suggested as a clinical substi-
tute for the misunderstood term “maiingery."

may be suggested. On the one hand, are all of those

signs which are apparent as the result of ortho-

sympathetic excitation, and, on the other hand, are

those which are the result of orthosympathetic ex-

haustion which permit the state of parasympa-

thetic dominance, and vice versa. These readily

observable signs are usually ignored or misinter-

preted by the average medical examiner. ,\s an ex-

ample of misinterpretation which belongs to this

group, and is actually due to autonomic dystonia, is

that much overworked condition naively called

“neurocirculatory asthenia” or “soldier’s heart” or

“effort syndrome.” The suggested term, if not

otherwise illuminating, at least locates the trouble.

The acute, active, short-lived neuroses, which are

transiently or perhaps persistently in evidence, such

as anxiety tension, apprehension and panic states,

are invariably characterized by some or all of the

following observable objective signs:

1. Eyelids widened and seldom blinking, producing a

startled mein.

2. Pupils widely dilated and abruptly reactive to light.

3. Brow and upper lip dewy.

4. Lips dry and red with frequent licking by the tongue.

5. Palms moist and with increased grasp reflex.

6. Hands red, w'arm (but feeling cold), with active vas-

cular tone.

7. Pulse rapid with thumping heart (rhythm changes

abruptly)

.

8. Blood pressure (systolic, not diastolic) elevated.

9. Red line effect (skin scratch test) prompt and flaring.

10. Dermographia frequent and marked.

11. Urgency and frequency of bladder and bowel.

12. Penis tucked back timorously.

13. Erectile tissue excitable but quickly collapsible (note

nipples)

.

14. Blood sugar content increased and rapidly fluctuant.

15. Tremor and incoordinate muscular activity frequent.

The more prominent and exaggerated these signs appear

the greater is the approach to emotional frenzy.

In chronic, passive, long-lived neuroses, which

are persistently manifest, such as neurasthenic, hy-

pochondriac and obsessive ruminative tension states

(psychasthenia), there may be modulations sug-

gesting exacerbations of the more acute forms, but

these will be characterized in general by some or

all of these signs, contrasted with the above:

1. Eyelids heavy and tending to blink especially in sud-

den light.
.

2. Pupils tending to be small and sluggish.

3. Brow and upper lips dry and shiny.

4. Lips bluish with rather frequent swallowdng and

sighing.

5. Hands bluish, cold (feeling clammy), with sluggish

vascular tone.

6. Palms wet with lackadaisical grasp.

7. Pulse slow w’ith lazy heart action.

8. Blood pressure low (both systolic and diastolic).

9. White line effect (skin scratch test) prominent, with

little flaring.

10. Dermographism infrequent or inconstant.

11. Retention and constipation commonly.
12. Penis dangling despondently.
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13. Erectile tissue sluggish and vagrant.

14. Blood sugar content low and exhaustible.

15. Tremor seldom present, and all movement dilatory.

The more obstinate and obtrusive these signs appear the

greater is the approach to emotional apathy.

A word of caution is necessary. These presum-

ably antithetic conditions are not to be considered

constant and invariable; one set may displace the

other in the same patient at various times. Also, a

presumably normal person may display these signs

transiently in phases of acute excitement or exhaus-

tion. Perseverance of these signs, without manifest

cause, must be considered as criteria upon which to

base the suspicion, if not the diagnosis, of auto-

nomic dystonia which is the physiologic substrate

of all psychoneurotic diatheses. These manifesta-

tions are not to be considered causal, nor are they

casual. It is to be never forgotten that fatigue, food-

want, fear, and the fight (the Four Furies of War),

may produce these identical states.

Finally, for the sake of emphasis, it is repeated:

The canny, calculating malingerer, unless neurotic-

ally tainted, cannot, without drugs, simulate the

signs of autonomic imbalance. ^Mendacity and ra-

pacity being his special stigmata, he has no place in

the combat forces of the nation. Punitive measures

being futile in inducing correct discipline, he had

best be used to work and made to do so, since he is

not dependable as a soldier.

SUMMARY
1. Malingery means to feign disability delib-

erately.

2. The motive of malingery is the evasion of

moral duty.

3. Ethical and moral deficiency is implicit in

psychopathic personalities.

4. iVIalingery is, therefore, a form of psycho-

pathic personality.

5. It is common in civil life, but becomes par-

ticularly flagrant in w^ar time, partly as a result of

the ethical obligations imposed under the Selective

Service System.

6. ^Malingerers, among other forms of psycho-

pathy, should not be inducted into the fighting

forces, since their irresponsibility and unreliability

usually detract from the efficiency, and may actu-

ally jeopardize the safety of military units and in-

evitably the nation.

7. But as a group, psychopathic persons of all

tv^ies could be mustered into “work battalions” and

forced to serve under strict and uncompromising

discipline.

8. Psychopathic states and psychoneurotic states

are not to be differentiated sharply always, but in-

dicative criteria are suggested and contrasted.

INDUSTRIAL MEDICAL RELATIONSHIPS*
Orlen J. Johnson, M.D.
COUNCIL ON INDUSTRIAL HEALTH,
AMERICAN MEDICAL ASSOCIATION

CHICAGO, ILL

The medical profession, like many other groups,

faces new demands and changes now, as well as in

the postwar era. Periods of distress or catastrophe,

such as war or depression, emergencies and changed

conditions necessarily create new problems as well

as focus attention on previously unnoticeable situ-

ations. With the greater governmental control nec-

essary to culminate hostilities successfully, oppor-

tunities are presented to sociologic planners to force

changes which have been merely theory and un-

tried. These suggested plans are not individualized

but are rather for groups of the population.

The spotlight was turned early on the health of

workers in war industries by virtue of the fact that

production was to play a vital part in the war with

difficulties of providing an adequate labor force.

It has become apparent that the health of the

worker in war industries is increasingly important.

Attention to this matter is brought into sharp focus

by the fact that here is a different approach for

medical endeavor that directly and indirectly is

having a far-reaching effect on the practice of

medicine.

The new approach is that of the study and pre-

vention of illness in adults. Physicians in private

practice have served in most part the treatment of

disease; health departments have given their at-

tention to maternal and child welfare, infants and

sanitary measures. Great advances have been made.

Vast new' fields for prevention of illness in adults

have opened up through industry. Industrial health

is not just a band w'agon to ride for the duration

of the war. There has been a gradual development

of industrial health practices since the first Work-

men’s Compensation Law was passed in 1911. The

results have been increasingly good. The necessities

of the w'ar with concurrent publicity have brought

to a position of prominence the advantages long

known to the few' physicians practicing industrial

medicine for years.

At the direction of the House of Delegates of

the -\merican Medical Association, there was estab-

lished in 1937 a Council on Industrial Health. Like

all other departments in the organization, one of

its functions is to assist medical developments

along lines w'hich will bring greater benefits to the

public and serve the interest of the medical pro-

fession. One of the acts of the Council was to out-

Read before a meeting of King County Medical Society.
Seattle, Wash., Oct. 4, 1943.
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line the procedures for physicians in industry. With

due deliberation they have stated that the “purpose

of medicine in industry is to promote the health

and physical well being of industrial employees.

These objectives should be accomplished by: (1)

prevention of disease or injury in industry by es-

tablishing proper medical supervision over indus-

trial materials, processes, environments and work-

ers; (2) health conservation of workers through

physical supervision and education; (3) medical

and surgical care to restore health and earning ca-

pacity as promptly as possible following industrial

accidents or diseases.” These three points, when
analyzed, have a comprehensive meaning; they

also indicate the methods of carrying out a medi-

cal program in industry.

Prevention of disease or injury by medical super-

vision means that a physician will have the interest

and take steps to acquaint himself with the hazards

of the materials and processes in the plant. On the

basis of this knowledge he will supervise the con-

trol of the working environment and carry out the

procedures necessary for early detection and elimi-

nation of occupational diseases. Concurrently with

getting the environmental conditions under the best

possible control, the attention to the workers will

consist of periodic physical examinations. These

e.xaminations will include specific tests to measure

body damage from exposure, such as basophilic

aggregation and urine analysis for lead and urine

sulphate determination for benzol. Proper super-

vision of workmen cannot be carried out without

knowledge of industrial etiology. The uninformed

physician has a tendency to overlook the possibility

of industrial etiology or has jumped to unfounded

conclusions.

The second point, “health conservation of work-

ers through physical supervision and education,”

enters into the realm of the newer concept of in-

dustrial health. And it is through the application

of these steps that the medical profession can con-

tribute the most toward improving the worker’s

health.

Physical examinations are basic just as in other

branches of medical practice, but they have taken

on added significance and implications in industry.

WTiereas previously preemployment physical ex-

aminations were used to skim the cream from the

labor supply, they now have a different purpose,

even a different name, “preplacement examina-

tions,” the purpose of which is to place each

worker on a job for which he is physically quali-

fied. The physical condition of the prospective

worker must be correlated with the physical de-

mands of the job. Here, again, it is required that

the physician have intimate knowledge of indus-

trial conditions, to be gained only by first hand

information in the plant. Where such job place-

ment of handicapped workers is being efficiently

effected, industry is having an improved experi-

ence. The extension of the practice of utilizing the

residual ability of physically substandard workers

can lead to a human economy which will have far

reaching effects on the equitable establishment of

our future social structure. By experience now be-

ing gained, industry is learning that it can use

men heretofore rejected. There are jobs for which

they are physically qualified. These men previously

occupied our relief rolls.

Certain definitely indicated steps of these pro-

cedures, particularly in relation to case finding,

have been fully examined by the Council on In-

dustrial Health. Their inclusion in a program is

not only desirable but essential to achieving maxi-

mum health benefits for the workers. The technic

of physical and mental evaluations for placement

should include all steps necessary to evaluate sub-

standard conditions of the worker. Obviously, to

be properly carried out, this entails the coopera-

tin of the specialist and the family physician.

Though the industrial medical department is an

excellent place for case finding, it is not the re-

sponsibility of industry to provide remedial medi-

cal care for nonoccupational conditions discovered.

As these conditions which need and are amenable

to medical attention are identified, the worker is

referred to the physician of his choice for further

study and care. Proper follow-up through the in-

dustrial medical department to further urge medi-

cal care is essential. It is not sufficient that he be

referred to his physician; steps should be taken to

see that he is getting the medical attention recom-

mended and that he is following the advice of his

physician.

Case finding implies
,

the identification and cor-

rection of pathologic conditions in their incipient

or minimal stage. For it is in this stage that the

greatest health and economic sayings can be made

for the worker. Two phases of this case finding

program in industry have received considerable

emphasis, not only because of their importance by

incidence but also because of the attention which

has been focused upon them and the methods of

operation entailed. These are pulmonary tubercu-

losis and venereal diseases. The principles of man-

agement of a venereal disease program in industry

have been well defined, established and accepted.

The use of photofluoroscopic units, 35 mm. and
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4x5, in tuberculosis case finding is spreading rapid-

ly. As a screening process, and screening process

only, it is definitely a forward step. Like every

innovation in medical procedure, regardless of its

merit and justification, experience is necessary to

formulate the proper technic and principles of

practical application. The report of 125,190 chest

examinations with 35 mm. units by the U. S. Pub-

lic Health Service disclosed 1631 cases of signifi-

cant pulmonary tuberculosis or an incidence of 1.3

per cent. The most important factor is that 53.6

per cent of the cases were in the minimal stage,

whereas the usual case load of health agencies

from other methods of diagnosis consists of only

10 to 15 per cent minimal cases with the balance

being moderate or far advanced.

The reasons for this shifting of percentages are

obvious. Tuberculosis is more prevalent in the age

groups in industry and also chest roentgenograms

are a more efficient method of early diagnosis.

Consider the economic standpoint. The director of

the Division of Tuberculosis of the Virginia State

Health Department told me that in taking 45,000

chest roentgenograms in industry, the cost of find-

ing one case of tuberculosis was $25 as against

$150 by previous methods used. He also pointed

out that the minimal tuberculosis found required

only a fraction of the treatment necessary for

those more far advanced. It must be recognized

that tuberculosis is only one of the many condi-

tions that will be discovered by chest roentgeno-

grams. Cardiac diseases, carcinoma of the lungs,

thoracic tumors, diaphragmatic herniae and many
others may be disclosed.

This is the type of preventive medicine that in-

dustrial health is coming to mean. The principles

involved apply to all case findings. That is, in the

event that pathology is suspected, the worker is

referred to his private physician for detailed ex-

amination, diagnosis and treatment. Thereafter it

is the responsibility of the physician in private

practice to supervise the patient in the course of

the disease he may have. In other words, doctors

are being given the opportunity of treating patients

in the early stages of their diseases. It has been

the experience of roentgenologists, where tubercu-

losis screenings have been made, that there has

been an increase in requests for their diagnostic

services.

Physical supervision, case findings and education

among industrial workers are sound medical pro-

cedures which, if properly conducted in the plant,

are of definite benefit to the public in an ethical

manner, as well as giving physicians the opportu-

nity to practice better preventive medicine.

The third point, that of medical and surgical

care following industrial accidents or diseases, is

important. The division of responsibility under

Workmen’s Compensation Laws is accepted. Re-

habilitation and the early return to work of per-

sons with occupational injuries and diseases have

a direct relationship to war production. But it

must be remembered that treatment of these con-

ditions enters in only when the preventive program

fails. That is, then, in brief, industrial health. The

application to all industries, large or small, is the

responsibility of the medical profession. It has

been estimated that 90 per cent of the physicians

have direct or indirect contacts with industr^^

Approximately 75 per cent of the plants in the

country are small and employ over half of the

industrial workers. Most small plants are receiv-

ing what medical service they have from physi-

cians in private practice. Therefore, it falls upon

the medical profession in general to further this

improved preventive service with industry and to

prepare themselves to render such service on de-

mand.

When one considers the intended social devel-

opments in the last six or more years, it is appar-

ent there have been changes, legislative and in

public thought. The matter of medical care has

become interwoven with the plans of all groups

until it has gradually assumed a position of major

importance. It was indicated early by the passage

of the Social Security Act and subsequent attempts

to approve compulsory health insurance that these

developments would be in and around industry.

The most strenuous, by virtue of the administra-

tive set-up, confronts us now. Industry, labor and

medicine are inextricably involved and their inter-

ests are mutual. The course of action is clear, there

should be established medical programs in indus-

try along accepted ethical lines. When one realizes

the scope and implications of such programs of

industrial health, it becomes evident that they are

a solution in a positive manner when widely in

force. Only by the institution of such positive pro-

grams will the medical profession be able to main-

tain an equitable position free from regimentation.

Extension of industrial medical services requires

effective cooperative plans carried out by medical,

industrial and labor organizations. We are fortu-

nate at this point in that we have the e.xperience

of successful plans elsewhere in the country. They

have been designed to improve the medical service
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in the small plant particularly. Exercising the lead-

ership which is the responsibility of the medical

profession and medical organizations, it will be

necessary for the county medical society’s com-

mittee on industrial health to organize a definite

program of activity.

It is suggested that these committees:

1. Determine industrial health needs of their

areas. Too frequently the picture is overshadowed

by larger corporations which have full time medical

staffs, thereby obscuring the vital needs of smaller

industries which, as a rule, are without any medi-

cal service whatsoever.

2. Organize and coordinate the medical profes-

sion and other agencies and facilities for render-

ing this improved service. Divisions of Industrial

Hygiene, tuberculosis leagues, health departments

and nurses’ organizations are all interested in the

program. They should be brought into a unified

plan in order that industry will not be harassed

by multiple visits from individual organizations.

3. Prepare physicians to render medical service

to small plants. The type of program we are now

considering was not taught in medical school;

therefore, it is the responsibility of the committees

on industrial health to inform physicians as to how
they may render adequate preventive service to

small industries.

4. Contact should be made with industrial exec-

utives, representatives of local industrial organiza-

tions and labor organizations to institute a pro-

gram for improved medical service in industry

along the lines which have been outlined. Labor has

a vital interest in these programs, inasmuch as it

is the beneficiary. Obviously, none of these plans

may be put into effect without the interest of in-

dustry as it is the prime consumer.

These groups should be advised of the health

and economic benefits to be derived and the meth-

ods of operation and the cost. These steps may be

carried out by public meetings, to which all are

invited, and by all other methods of education

available. In all other ways the committee should

exercise that degree of initiative and leadership

which will properly represent medicine’s responsi-

bility and opportunity in this important field.

The activities thus organized by your committee

on industrial health will require the active interest,

cooperation and participation of every physician

in the society. The interests of the public and the

profession demand that we make plans and take

an interest in matters that are not clinical, yet do

affect the practice of medicine. We should look for

the problems and make plans positive in character.

If we have been smug as individuals in our scien-

tific pursuits, we can no longer do so. If our pur-

poses, principles and ethics have been misinter-

preted by the public, this false impression must be

corrected. Public relations consist in doing more

and more in such a manner that it will favorably

impress the public. It is of no avail if plans are

made on a national, state or local scale, if physi-

cians as individuals ignore, fail to cooperate, or

even act in a contrary manner to these plans. Such

action can only be interpreted as a desire for im-

mediate monetary gains, without thought of the

unfavorable light in which it places them as well

as the whole profession, to say nothing of the

jeopardy to the future practice of medicine.

We are fully aware that physicians are busy,

industry may not be interested and labor organiza-

tions not aware of the value to be received by this

type of program. In spite of all these facts, the

time has come for physicians to interest themselves

in new procedures which are the outgrowth of

changes and stimulation of pressure groups or

sociologic planners. Medical schools did not teach

industrial health and medical economics in years

past. Consequently, physicians in practice are not

as aware of extraclinical matters which should re-

ceive their attention. This situation is being rap-

idly reorganized in medical schools but we still

have the matter of physicians in private practice.

To enlighten them must no longer be delayed.

The practice of medicine stimulates an over-

development of individualism in making decisions

of judgment in the care of patients. This individ-

ualism can be a serious handicap to medical plan-

ning. Cooperation and solidarity of the medical

profession are much needed now.

Through industrial health activities the medical

profession has an opportunity to render valuable

services to the public and by concerted action

solve innumerable problems with which we are

confronted. By active planning, with the coopera-

tion of physicians and industry, the demand for

legislative changes will be lessened and, further-

more, no other field of medical endeavor can con-

tribute as much to the winning of the war as can

industrial health.
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INDUSTRIAL HYGIENE IN WASHINGTON*
Lloyd M. Earner, M.D.

CHIEr OF DIVISION OF INDUSTRIAL HYGIENE
STATE OF WASHINGTON DEPARTMENT OF HEALTH

SEATTLE, WASH.

Five years ago were I to have discussed indus-

trial hygiene here, many of you would have won-

dered what it consisted of. Now, with the general

trend of the medical profession leaning toward

health maintenance in industry, as evidenced by

the formation of a Council on Industrial Health

of the American Medical Association, most of you

undoubtedly have considerable knowledge of the

subject. The Council on Industrial Health has

done a fine job of informing the profession, through

The Journal, on the field of industrial hygiene.

Dr. Johnson has reviewed for you the activities

and objectives of the Industrial Health Council.

In order that we might be thinking along the same

lines in this evening’s discussion, permit me to re-

state a definition of industrial hygiene:

Industrial hygiene is protection of the health of indus-

trial workers and their families. It includes reduction of

absence from employment due to preventable illness and

accidents, as well as improvement in efficiency of the

worker through health measures. Thus, industrial hygiene

includes not only prevention of occupational diseases, but

also prevention of other illnesses not directly related to

employment.

The latter group, or nonoccupational diseases,

represent 90 per cent of the total lost time from

industry due to illness and accidents.

Last spring I was given the opportunity of writ-

ing a series of articles on industrial hygiene for

publication in The Bulletin of King County Medi-

cal Society. I pointed out therein that over 400

million man days are lost from industry in the

United States per year, due to illness and acci-

dents.

Let us consider briefly the magnitude of the in-

dustrial hygiene problem in the State of Wash-

ington which now has over 637,000 essential war

workers. It is well known that the average worker

loses from seven to ten days per year due to illness

and accidents. Bearing this figure in mind, the total

lost time in Washington’s war industries is approx-

imately five million man days per year. Consider

this figure in comparison with the four million

man days lost in 1940 in the entire Lfnited States

from strikes and lockouts, and bear in mind that

1940 was a year when strikes were more than nor-

mally prevalent.

Production, which is so essential to the war ef-

fort today, is dependent upon two factors, man-

power and materials (even materials are depend-

*Read before a meeting of King County Medical Society,
Seattle, Wash., Oct. 4, 1942.

ent upon manpower). The worker’s capacity to

produce is directly affected by his physical and

mental well being. Protection of the health of the

family of these workers will likewise have a

direct effect on production, as the man who stays

home to care for a sick wife or the man who is on

the job worrying about a sick child is not produc-

ing effectively. Consequently, the protection of

the health of the one-half million and more work-

ers in essential war industries in this state, to say

nothing of their families, constitutes a real chal-

lenge to the already overburdened medical profes-

sion.

Lost time from industry due to illness is respon-

sible for fifteen times as much as is caused by

accidents which account for but 7 per cent of the

total lost time due to illness and accidents. That

the rigors of industry do produce their toll on the

worker is evidenced by the fact that the life ex-

pectancy of industrial workers is seven years less

than for nonindustrial workers.

Since I have been asked to discuss industrial

hygiene in the State of Washington, I feel I should

review briefly the creation of the Division of In-

dustrial Hygiene in the State of Washington De-

partment of Health. Recently, through the coop-

eration of Governor Arthur B. Langlie, the State

Department of Labor and Industries, the U. S.

Public Health Service and others, it became pos-

sible to establish this Division in October 1942.

The Division was establshed for a two-fold rea-

son: one, to provide a means for reducing absen-

teeism due to occupational illness, and two, through

development of rapport with labor and manage-

ment, to make available the coordinated efforts of

the medical profession, existing state and local

health services; and the services of the voluntary

health agencies, such as the National Tuberculosis

Association, to attack nonoccupational illnesses.

The original staff of the Division of Industrial

Hygiene consisted of a physician, an engineer, a

chemist and a clerk. Time will not permit me to

review the work of each profession in the field of

industrial hygiene and how their activities dove-

tail in a coordinated industiral hygiene program.

Dr. Johnson, however, has discussed the respon-

sibilities of the medical profession in this program.

Requests for engineering and medical services to

industry rolled in at a tremendous rate and we

were entirely unequipped with people or facilities

to do what was asked of us.

Most of the money for the Division up to that

time was made available by the U. S. Public Health
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Service. The need for additional funds, which were

not available from that source, was apparent. The

problem was discussed with Governor Langlie who

made available $40,000 from his emergency fund

to expand industrial hygiene facilities in this state.

With these funds it was possible to increase the

personnel almost three-fold.

The staff now consists of one physician, two en-

gineers, two chemists, one nurse and two clerks.

It is planned that another physician will be added

to the staff in the very near future. His chief activ-

ity will be to consult with physicians on occupa-

tional disease cases which are reported to the De-

partment of Health by the Department of Labor

and Industries, and to effect preventive measures

for the control of occupational diseases in the plant

where they occur. The analysis that this physician

will make of occupational diseases should be of

particular interest to the industrial hygiene com-

mitte of the local medical societies.

The limited personnel and facilities of the Divi-

sion of Industrial Hygiene made it imperative that

we spread our services as far as possible through

cooperating with other interested organizations. I

will cite one or two examples of such cooperation:

1. Some months ago a major outbreak of gastrointestinal

symptoms occurred in an important shipyard. Epidemio-

logic investigations revealed that it may have occurred as

a result of faulty sanitation. The need of preventing sim-

ilar outbreaks in other war plants was imperative. Thus,

we called on the Division of Public Health Engineering

of the State Department of Health to conduct sanitary-

studies of industrial war plants. (Such investigations have

been completed in all of the major shipyards.)

2. The U. S. Maritime Commission and the U. S. Navy
established a joint program of health and safety for their

contract shipyards. Practically all of the major yards in

Washington, except the Navy Yard at Bremerton, are

Maritime or Navy contract yards. Dr. Philip Drinker, in

charge of their health program nationally, has a small

industrial hygiene force covering the shipyards of the

west coast. This organization is small, as is ours, and
we cannot afford to duplicate our efforts. Thus, the two
organizations, by mutual agreement, work together and
exchange freely their information and reports.

3. A critical national problem occurred when the alum-
inum industry was falling behind in production of alum-
inum, due to manpower shortage. Men were afraid to

work in the pot rooms of aluminum plants because of

rumors about the injurious effects of fumes. Washington
is an important producer of aluminum, having five plants,

which incidentally include the three different types of

plants in operation in the world. Something had to be

done. If the air in the pot rooms was unsafe, it would
have to be made clean. If safe, the workers must be so

informed. We were too small to tackle this problem alone

and thus a cooperative study was worked out with the

U. S. Public Health Service which made additional per-

sonnel and equipment available to supplement our facili-

ties in conducting this study. All aluminum plants in the

state have been so studied and the U. S. Public Health

Service is now studying the other aluminum plants through-

out the United States.

4.

Another cooperative venture I would like to mention

in passing is that with the U. S. Army. The U. S. .Army,

Internal Securities Division, is active in protecting workers

in Army contract plants. They have a corps of inspectors

to visit all contract plants producing war goods, looking

for anything that may reduce production. These inspectors

know little of occupational disease hazards but they have

been given sufficient training by this Division to be on

the alert for suspected occupational disease producers.

When they find such, the problem is referred by them to

this Division for further study.

Among the earlier activities of the Division of

Industrial Hygiene of the State of Washington

Department of Health was the establishment of an

Industrial Hygiene Advisory Committee. This

committee was appointed by Governor Arthur B.

Langlie and consists of two representatives each of

organized labor (one representing the CIO and the

other the AF of L), management, the medical pro-

fession, and similar representation of the State

Departments of Labor and Industries, and Health.

This committee has been most helpful in promot-

ing good will for the Division and in creating inter-

est in industrial hygiene throughout the State.

I will mention a few examples of industrial hy-

giene services that have been given to our State’s

industries:

1. .An active educational program, consisting of bulletins,

lectures, films, et cetera. These have been made available

to nurses through courses given at the University of Wash-

ington and Washington State College, to groups of safety

engineers, to labor organizations and to industrial man-

agement.

2. The investigation and eradication of chloracne (cable

dermatitis) in shipyards. A study of this problem revealed

that workers, engaged in stripping cable containing chlori-

nated hydrocarbons in their insulation to provide heat and

flame resistant qualities, were subject to developing the

occupational disease “chloracne.”

The vapors of these hydrocarbons are also known to

produce liver damage, if workmen are exposed to sufficient

quantities. Thus, steps were taken to determine if any

possible systemic effects had occurred among those work-

ers suffering from chloracne. No liver damage could be

demonstrated. This Division took air samples in the work-

room, where the greatest amount of cable stripping was

being done at the time of the study to determine the con-

centration of vapors present. Analyses of these air sam-

ples were conducted in the industrial hygiene laboratory

which is located on the University of Washington campus.

It was revealed that sufficient vapor of the chlorinated

hydrocarbons can occur in the workroom, where cable is

being stripped, to warrant recommending mechanical ven-

tilation to eliminate any possibility of systemic injury to

the workmen. Recommended control measures for elim-

inating health hazards, associated with the use of chlori-

nated hydrocarbons as they appear in electric cable, were

widely disseminated through the medical departments of

the various shipyards.

3. .Assistance with keratoconjunctivitis problems.

4. Studies of health hazards with: (1) the pulp and

paper industry, (2) the dry cleaning industry, (3) weld-

ing, particularly in the shipyards, and (4) many other

varied industries and industrial operations.

Requests for these services come to us from
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labor, management, as a result of occupational dis-

ease reports, from physicians, from other state de-

partments (in particular from the Department of

Labor and Industries) and others.

In conclusion, permit me to discuss briefly how

you might, with little time and effort, equip your-

self to do a better job of recognizing occupational

diseases. The U. S. Department of Labor has

published a pamphlet, “Occupational Hazards and

Diagnostic Signs.” This pamphlet contains an al-

phabetical list of many occupations in which haz-

ards may occur as well as a list of commonly en-

countered occupational disease hazards with in-

formation as to what occupation they may be en-

countered in. Symptoms caused by the various

toxic materials are discussed briefly. This pamph-

let, if daily used by the physician, will not only

increase his knowledge of occupational diseases,

but should go far in reducing lost time in essen-

tial war industries. When occupational diseases

occur, if the doctor recognizes them and reports

them to the Department of Labor and Industries,

the battle is largely won, since the Division of In-

dustrial Hygiene of the State of Washington De-

partment of Health obtains these reports and in-

stigates industrial hygiene investigations, and in-

augurates control measures to prevent future cases

occurring.

COMBINED SULFON.4MIDE AND DRAINAGE
TREATMENT FOR BRONCHIECTASIS

Combined sulfonamide and bronchoscopic treatment in

ten cases of acquired bronchiectasis (dilatation of the
bronchi or of a bronchus) resulted in a considerable reduc-
tion in daily sputum volume, with favorable alterations in

the bacterial flora, Charles M. Norris, M.D., Philadelphia,
says in The Journal of the American Medical Association
for November 13 in a preliminary report of his investiga-

tions. The treatment consisted of sulfadiazine given by
mouth in courses lasting from four to fifteen days and, as

an adjuvant measure to improve bronchial drainage, the
bronchi were drained by means of a bronchoscope at in-

tervals of from two to four days during the time the sulfa-

diazine was being administered.

Dr. Norris says that the plan of treatment should prove
of definite value as a preliminary to certain surgical pro-
cedures involving the lungs and that it is probably worthy
of trial in cases of well established nonsurgical bronchiec-
tasis. He emphasizes, however, that his data are prelim-

inary and that further study and observations will be re-

quired to confirm the impression that the measures de-

scribed are of actual value.

“The frequency of chronic infectious diseases of the

bronchi,” Dr. Norris explains, “and the limitations of the

various medical measures used in their treatment would
appear to justify an investigation of the possibilities of

sulfonamide therapy (treatment), yet a review of the re-

cent literature shows only a few brief references to this

subject. Although the pathologic (disease) changes in many
of these diseases are at least partially irreversible, it would
seem logical that diminution in the infectional factor

should result in improvement. . .
.”

Spraying of the bronchi with a solution of sulfadiazine

was tried in some cases by Dr. Norris but with less satis-

factory results than those obtained by oral administration.

AMEBIASIS AND RELATED INFECTIONS*
Ernest Carroll Faust, Ph.D.

PROFESSOR OF PARASITOLOGY
THE TULANE UNIVERSITY OF LOUISIANA

NEW ORLEANS, LA.

INTRODUCTION

Amebiasis is an infectious disease involving pri-

marily the large bowel and adjacent segment of the

ileum, but secondarily it may produce pathology in

the liver, the lungs, the brain and potentially any

organ or tissue of the body. Other protozoan infec-

tions of the bowel include flagellosis, balantidiasis

and coccidiosis. All of these protozoan infections

must be distinguished from Shigella colitis and

colon diseases of other etiologies.

ETIOLOGY AND HISTORICAL DATA

.\mebiasis is due to infection with the only prov-

en tissue-invading ameba, Endamoeba histolytica,

which requires differentiation from the other ame-

bae living in the human body. Flagellosis is pro-

duced by several intestinal flagellates, although

only one of these, Giardia lamblia, is regarded as

having any potential degree of pathogenicity. Ba-

lantidiasis is caused by a ciliate protozoan. Balan-

tidium coli. Coccidiosis in man is produced by

Isospora honiinis which is distantly related to the

malaria parasites.

Endamoeba histolytica was first observed and

described by the Russian physician, Losch, in 1875,

although he did not at that time regard it as the

etiologic agent of the dysentery from which his

patient suffered. In 1886, Kartulis, in Cairo, de-

scribed several cases of amebiasis, indicating that

this organism was the cause of the disease. The

first, and even today probably the best description

of the pathology produced by Endamoeba histo-

lytica, is that of Councilman and Lafleur, in 1891,

in the Johns Hopkins Hospital. Several years later,

in 1913, Walker and Sellards, in the Philippines,

demonstrated conclusively with human volunteers

that Endamoeba histolytica was a cause of dysen-

tery and that other intestinal amebae were not

responsible for disease of the colon. Finally, in

1924, Boeck and Drbohlav first cultured E. histo-

lytica on Locke’s egg-serum medium, and in 1928

Craig developed a specific complement-fixation test

for this organism.

Balantidium coli was first discovered and asso-

ciated with the disease which it produced early in

1857. L'ndoubtedly this observation was made

earlier than those to which I have just referred

because Balantidium coli is so much larger an or-

Fifth Lecture of the Ernest A. Sommer Memorial Lec-
tures Presented at University of Oregon Medical School,
Portland, Ore., May 21, 1943.
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ganism than any of the other parasitic protozoa

of man.

GEOGRAPHIC DISTRIBUTION

Endanioeba histolytica is practically cosmopoli-

tan in its distribution, but it is much more common
and the associated pathology is much more serious

in warm climates. When it is stated that it is

practically cosmopolitan, it is interesting to note

that it has been found endemically in a children’s

home in Saskatoon, Saskatchewan, which is fifty-

two degrees North Latitude and that it has also

been diagnosed in the native population as far

south as the Strait of Magellan. In Europe it is a

common parasite in mental hospitals in Sweden and

Finland, and extends through Europe and Africa

down to the Cape of Good Hope. In the Orient it

has been reported from the ^Maritime Provinces of

Siberia, from North China, Korea and Japan, and

as far south as Southern Australia and the South-

west and South Pacific. Thus, we see without fur-

ther documentation that this parasite has a very

wide distribution. Nevertheless, more cases of ame-

biasis are seriously ill in the tropics than elsewhere

throughout the world.

Giardia lantblia is also fairly widely distributed,

but it, too, is much more common in warm than in

cooler climates. It is rare to find Giardia in Canada

and it has not been found among college students

in the Philadelphia area, where a considerable

amount of diagnostic work has been done by com-

petent workers to determine the incidence of pro-

tozoan infections. On the other hand, giardiasis is

commonly diagnosed in children in New Orleans,

and farther south in Latin .\merica it is very com-

mon. This infection is much more prevalent in chil-

dren than it is in adults. It reaches its peak of fre-

quency about the period of adolescence, after which

the incidence drops rather precipitously to about

one-third or one-fourth of the peak incidence.

Balantidium coli, as far as man is concerned, is

also usually confined to warm cimates. Isospora

hominis is sporadic in its distribution and quite

rare in the Western Hemisphere, but it is relatively

common throughout the Southwest Pacific as far

north as the Philippines and the coast of China.

MORPHOLOGY AND LIFE CYCLE OF ENDAMOEBA

HISTOLYTICA

May we next consider the structure and the life

cycle of Endamoeba histolytica. Let us start with

the ripe cyst, containing four nuclei. This is the

stage which is characteristically infective for man
and, if introduced into the mouth in contaminated

food or drink, passes through the stomach unin-

jured. On coming in contact with the intestinal

juices in the ileum, the organism on the inside of

the cyst wall becomes activated, the cyst wall itself

becomes weakened and, through a small slit in the

cyst wall, the organism works its way out. At first

it is a four-nucleate organism but soon each of the

nuclei has an associated small bit of cytoplasm, so

that there are now typically four small nietacystic

amoebae that develop from one of these ripe cysts.

These amebae pass down through the remainder

of the small bowel and usually in the region of the

cecum, where stasis first becomes appreciable, the

amebae on contact with the cuticular surface of the

bowel wall obtain a little foothold by lytic action,

begin to invade the tissue and increase in size at

the expense of the tissue which they predigest and

consume. Within the tissues they multiply by

binary fission, so that there are two asexual daugh-

ter amebae derived from the single parent.

These amebae colonize in the tissues as the ac-

tive or trophozoite stage, but from time to time

groups of them are extruded from the lesion into

the lumen of the bowel and pass down in the con-

tents of the colon. When they reach a level where

dehydration of the feces occurs, they round up,

discharge all undigested foodstuffs and are then

said to be in the precystic stage. Immediately there-

after they secrete the little cyst wall and become

the uninucleate cyst which then passes through the

remainder of the colon and is evacuated in formed

feces. If the stool is somewhat older when it is dis-

charged, the cysts may be in the two- or four-

nucleate stage.

The active trophozoite in a dysenteric exudate

frequently contains one or more ingested red blood

cells, but these are not necessary food for the

amebae, nor are they necessary for specific diag-

nosis. Rather, diagnosis is made on visualization

of the typical nucleus with a large number of small

chromatin granules just inside of the nuclear

membrane and exactly in the center the distinct

nucleolar body, the karyosome.

The cysts of E. histolytica are all under twenty

microns in diameter, but they vary considerably in

size. Some races may be as small as three and one-

half or four microns in diameter, but all have one

to four nuclei, each with the characteristically cen-

tral karyosome. Frequently one will find certain

structures called chromatoidal bars, which are in

the cytoplasm outside of the nucleus. They stain

like chromatin material and are utilized as food

during the encysted stage. They may be more or

less rod-shaped like a bacillus, may be somewhat

shorter, subglobular or may consist of grapelike

clusters.
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These amebae are readily diagnosed from fecal

films properly fixed and stained with hematoxylin.

However, they may also be specifically differenti-

ated in a well prepared iodine-stained film, which

provides a negative picture like a roentgen film. In

the iodine-stained film the peripheral chromatin

material, the central karyosome and the chroma-

toidal bars stand out as light bodies in contrast to

the more darkly stained cytoplasm.

In either the iodine or hematoxylin preparation

these amebae can be differentiated from those of

the other intestinal amebae, Endamoeba coli, En-

doltmax nana, lodamoeba biitschlii and Dient-

amoeba fragilis.

EPIDEMIOLOGY

There are several potential methods of exposure

to amebiasis but invariably it is from some con-

tamination taken into the mouth, containing the

ripened cyst. It may be food; it may be drink; it

may be due to filth flies, or it may be simply gross

contamination from fingers of food handlers. Like-

wise, it may be from direct contact of one indi-

vidual with another.

In the case of Giardia lamblia we have very little

information as to exactly how the infection is ac-

quired, but we believe that it, too, is acquired in

the encysted stage and taken into the mouth in

the same way as amebae.

WTiile it is true that human beings are infected

with Balantidium coli, their infection, even in the

tropics, is relatively infrequent, compared with its

incidence in hogs and monkeys. If one were to make

an examination of freshly passed hog’s feces from

a slaughterhouse in Portland, Chicago, Baltimore

or New Orleans, he would find that about twenty-

five to thirty-five per cent of all of these animals

harbored Balantidium coli. In hogs the infection

appears to be essentially asymptomatic and in

these hosts probably very little tissue invasion

occurs. In monkeys definite pathology is produced,

but they do not commonly come in contact with

human beings sufficiently long or on sufficient occa-

sions to account for the average human infection.

All of the histories which I have been able to

obtain from patients harboring Balantidium coli

lead me to believe that an association either directly

or indirectly with hogs is responsible for balanti-

diasis in man.

PATHOGENESIS

WTien the cysts of Endamoeba histolytica are

swallowed, they pass through the stomach unin-

jured. In the mildly alkaline medium of the small

bowel, excystation occurs and the little metacystic

amebae escape, to pass down to the region of the

cecum. There, for the first time they usually have

an opportunity to come in contact with the cuticu-

lar margins of the intestinal mucosa. The cunebae

may develop a small foothold at the tip of an inter-

cryptal prominence; they may lodge part way down

the crypt; or the first tissue invasion may occur at

the base of the crypt.

They are able to enter the tissues by two meth-

ods. ^Mechanically they can pry their way between

cells. More commonly, however, by means of lytic

ferments they digest their way into the cell and

begin to colonize. They grow in size and begin to

divide in two, and thus a colony is started. If the

ameba first lodges at the base or part way down a

crypt, the chances are that it will at first be only

in contact with the superficial portion of the mu-

cosal cells. On the other hand, if it lodges at the

tip of the intercryptal prominence, then, after hav-

ing digested its way for a short distance, it will

come in contact with the blood capillaries in the

tunica propria of this portion of the mucosa, so

that, in addition to the necrotic elements that are

extruded from the wall, there will be extravasated

blood.

The colonies of amebae grow, working their way

down towards the base of the crypt. When they get

down to the muscularis mucosae, they begin to pile

up because this tissue is somewhat more resistant

to their penetration.

Thus far the lesion produced is essentially a long,

delicate tubular channel. The entry is pin-point in

character, usually surrounded by a little annulus

which may be somewhat reddened. Once the ame-

bae have worked their way through the muscularis

mucosae into the submucosa, they are in tissues

which are much less resistant to their progress.

Here they tend to spread out in a fan-shaped pat-

tern. We may, therefore, visualize the typical un-

complicated amebic lesion as one which has a pin-

point entry, a long delicate channel down through

the mucosa and, finally, after the organisms get

into the submucosa, an enlargement which is like

the dilated base of a bottle.

These colonies of amebae infiltrate and multiply

rather rapidly in the submucosa, after which some

of them may have the opportunity of penetrating

into the muscular coats. Here they seem to be like

water that seeps through an earthen dam. As the

lesions increase in size there is a tendency for

nearby colonies to coalesce under the surface.

Moreover, the amebae that are extruded through

the necks of the bottles pass down the lumen of

the colon from the place where the first foci of the
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infection were established and are enabled to de-

velop secondary foci at lower levels.

In addition, amebae not infrequently get into

mesenteric lymphatics, or erode their way into

mesenteric venules, through which they are carried

to the liver, are filtered out and may produce ame-

bic hepatitis, or one or more cavernous amebic

abscesses of the liver. At times an amebic liver ab-

scess is e.xtended through the diaphragm to the tip

of the lung, where it becomes established as a pul-

monary lesion.

If the amebae once get into the systemic blood

stream, they can be carried to the brain or to other

organs and tissues of the body, while those which

might temporarily be lodged in the trophozoite

stage just outside of the rectum may produce ame-

biasis cutis.

The lesions which I have described are the

typical, uncomplicated early amebic lesions. Usual-

ly, after the intestinal lesion has been established

for some time there is a tendency for bacterial in-

vasion to occur. Moreover, the lesion may have been

established in previously existing bacterial lesions

of the bow'el wall.

The amebic process is essentially different in its

characteristics from that produced in Shigella co-

litis, commonly referred to as bacillary dysentery.

In the latter infection the lesion is relatively shal-

low, seldom extending below the superficial half of

the mucosa, but this is inflamed and infiltrated

with myriads of neutrophilic leukocytes. On the

other hand, in the uncomplicated amebic lesion

there is no appreciable infiltration of leukocytes.

^Moreover, in bacillary dysentery the lesion is super-

ficially confluent as distinguished from the discrete

pinpoint openings of the amebic lesion. Likewise,

in bacillary dysentery the blood shows a marked
leukocytosis, while in uncomplicated amebiasis the

white blood cell count is essentially normal.

Once again, in the exudate of amebic dysentery

there is typically an excess of red blood cells over

white cells with a good deal of mucus, while in

bacillary dysentery there is an excess of pus cells

over red blood cells. Finally, in active amebic dys-

entery there is the active trophozoite stage of the

amebae.

In Balantidium infection the lesions are essen-

tially similar to those in amebiasis except for two
differences. Balantidium invades primarily by a

mechanical action and incidentally by lytic diges-

tion. Furthermore, Balantidium is a much larger

organism and produces a substantially larger open-

ing into the mucous coat of the bowel.

PATHOLOGY AND SYMPTOMATOLOGY

What are the cardinal symptoms in amebiasis?

These depend to a considerable degree on the posi-

tion of the lesions in the bowel. The early lesions

are most frequently found in the region of the

cecum, including the appendix, distal segment of

the ileum, the ileocecal valve and the proximal por-

tion of the ascending colon. This entire area is

referred to as the “cecal area.” The other area in

which a very considerable number of amebic lesions

occurs is the so-called “rectal area,” involving both

the rectum and the sigmoid colon.

There may be lesions exclusively in the cecal

area or exclusively in the rectal area or they may

exist in both areas with a smaller number of lesions

intermediate in position. In a miliary infection the

entire large bowel may be involved.

If the lesions are exclusively or primarily in the

cecal area, the symptoms are those which are refer-

able to that area. Thus, the most common symptom

of cecal amebiasis is a subacute appendicitis. Or

the symptoms may simulate those of gallbladder

disease or peptic ulcer.

On the other hand, in rectal amebiasis there is

much more likely to be a typical dysentery, with

discharge of blood and mucus in the stool and

considerable tenesmus. Moreover, it must be kept

in mind that not infrequently amebic colitis is

superimposed on a bacillary infection and vice

versa.

In addition, many individuals have much vaguer

symptoms and still have definite pathology. There

may simply be a tired feeling, loss of appetite, loss

of strength and weight. Or the victim may be un-

usually nervous and irritable. There is even some

evidence that asyndromic amebiasis may be re-

sponsible for intellectual languor.

Then there are those individuals who are stated

to be asymptomatic. That may be true for some

individuals, but probably a better term to use

would be asyndromic, because not infrequently,

where the individual submits to a thorough physi-

cal examination, careful fecal examination reveals

the presence of Endamoeba histolytica. After the

individual has been given the benefit of specific

antiamebic treatment, he experiences a degree of

physical well-being that he never realized he was

missing. Moreover, there is some evidence that

mental alertness is increased after the removal of

the amebae from so-called “carriers.”

A few years ago, I had the opportunity of mak-

ing a series of autopsy studies on individuals who
had died accidentally in the New Orleans area.

The only ones which I selected were those which I
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could get within four hours after death. These in-

cluded two major categories, automobile accidents

and gunshot wounds which did not involve the ab-

domen. In a little over two hundred which I was

able to select out of several thousand, six and one-

half per cent had amebiasis, but a casual examina-

tion of the bowel with the naked eye revealed no

characteristic lesions. A hand lens was required to

locate pinpoint sites of erosion, after which super-

ficial scrapings and sections were made at the sug-

gested sites before the amebae were found. This was

apparently the first evidence at postmortem in

which these very shallow, superficial early lesions

have been found. On the other hand, there is abun-

dant evidence in the literature of persons who sup-

posedly were asymptomatic, the so-called “carrier

cases,” who died and at autopsy had definite, deep

amebic ulceration of the bowel.

DIAGNOSIS

How may accurate diagnosis of amebiasis be

accomplished? In a formed stool one should look

only for the cyst because the active trophozoite

stage will not be there. On the other hand, in a

frankly diarrheic or dysenteric stool the cysts will

rarely be present but the trophozoites should be

found.

If formed stools are examined, what likelihood

is there that from a single specimen one will achieve

any degree of certainty that E. histolytica is pres-

ent in that particular individual or not? It has been

known for about twenty years that not more than

twenty-five per cent of all infections are discovered

by a single stool examination, using ordinary direct

film technics. The percentage can be practically

doubled by also using the zinc sulphate centrifugal

floatation technic which separates the cysts from

the feces and floats them in the surface film. Even

then a single stool examination is not likely to re-

veal more than fifty per cent of the total number
of positive individuals in any particular group. It

takes three’ or four such stool examinations, spaced

over a period of nine or ten days, to approximate

a 90 per cent diagnostic certainty.

However, stool examination is not the only meth-

od available for diagnosis of amebiasis. Proctoscopy

is very valuable, provided the lesions are in the

region of the rectum or the adjacent portion of the

sigmoid colon. Diagnosis may also be made by

purgation and enemas. Saline purgation should

preferably be carried out with sodium sulphate or

phosphosoda. The solid portion of the purgation

stool should be discarded and an examination made
of the liquid second or third portion, from which

little bits of mucus at the bottom of the container

can be picked up with a fine pipette, deposited on

a microscopic slide, mounted with a cover-glass and

searched for the trophozoite stage.

At times saline purgation is contraindicated, in

which case high retention enemas with physiologic

salt solution are advised. Enema specimens are

particularly valuable for suspected amebiasis of the

cecal area.

Another valuable technic is the cultivation of the

amebae, particularly liquid stools, on Locke’s egg-

serum medium. An amount of feces about the size

of a pea is planted and the culture kept at 37° C.

for forty-eight hours before search for the amebae

is made. However, there is one difficulty in attempt-

ing to culture cysts. There are certain strains of

cysts which have thick walls and will not ordinarily

excyst. Thus, if the diagnostician depends entirely

on cultivation, the culture may appear negative,

whereas direct stool examination would be positive

for E. histolytica.

There is still another method that, in the hands

of one distinguished worker. Col. Charles F. Craig,

has proved to be very valuable, namely, the com-

plement-fixation test. However, this technic is not

available for routine laboratory use, since potent

antigen is not constantly obtained and since anti-

gen does not keep well under our present methods

of preservation.

PROGNOSIS

Prognosis is usually very much better in acute

cases that are given the benefit of specific treat-

ment than in the old chronic cases. In general, in

the average uncomplicated case of amebiasis the

prognosis is fair to excellent, if specific antiamebic

treatment is instituted immediately. On the other

hand, it is only fair to poor in severe cases in which

the lesions have become deep seated and compli-

cated with secondary pathogens. Therefore, it is

highly desirable that all cases which come to the

physician’s attention, whether they are acute,

chronic or so-called asymptomatic carrier cases,

should be given the benefit of antiamebic treat-

ment until they are free of the infection.

TREATMENT

The following antiamebic drugs are available:

iodo compounds, arsenicals and emetine. Those that

belong to the iodo series are chiniofon, diodoquin

and vioform. The one which probably has prefer-

ence at the present time above all other antiamebic

drugs is chiniofon (iodoxyquinoline sulphonic acid),

formerly referred to as anayodin or yatren. This

drug has a very high specificity for E. histolytica.

The treatment for an adult consists of three to four

four-grain tablets given three times a day with
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meals over a period of seven to ten days. At times

chiniofon is poorly tolerated by some individuals

who develop a profuse diarrhea. However, the diar-

rhea per se is usually not a contraindication to the

continuation of this drug, and has a distinct ad-

vantage, since hyperperistalsis washes out little cul-

de-sacs below the surface of the bowel where colo-

nies of amebae may be established.

If a person is intolerant to chiniofon due to ex-

cessive diarrhea, then diodoquin, a drug which has

fairly recently come into deserved prominence,

should be tried. It is administered to adults in the

amount of seven to ten four-grain tablets daily

with meals, for a period of three weeks. Vioform

is also a good antiamebic drug but it has never been

given extensive trial.

Carbarsone is an arsenical preparation which in

the hands of some physicians has proved to have

very satisfactory antiamebic action. One four-

grain capsule is given to adults twice daily for a

period of ten days. .Although this drug is better

tolerated than stovarsol, some patients develop der-

matitis or intestinal colic when any arsenical is

administered, and in such cases carbarsone should

be discontinued.

There is another type of drug which is very use-

ful but should never supersede either the iodine

compounds or carbarsone for amebic colitis, name-

ly, emetine hydrochloride. This drug should never

be relied upon to free a person of amebiasis of the

intestine, because such reliance frequently brings

disappointment. However, emetine hydrochloride,

given to adults in the amount of one grain sub-

cutaneously for two or three days, is very valuable

to control the acute symptoms of fulminating ame-

bic dysentery. Moreover, in amebic hepatitis, ame-

bic liver abscess or pulmonary amebiasis emetine

hydrochloride is the indicated therapeutic. It should

not be given in excess of one grain per day for a

period of more than twelve days, because, if that

period is exceeded, there is the definite possibility

that myocarditis or myositis in other sites may
result.

With one or the other or a combination of the

drugs which have been considered the average

case of amebiasis can be freed of the infection.

However, if an individual has had chronic amebiasis,

with recurrent acute episodes over a long period

of time, even though the amebae are removed, there

is very little likelihood that the normal tone of the

bowel can be reestablished because the healing

processes will be fibrotic in character.

For symptomatic giardiasis there is one very

satisfactory drug, atabrine, which is prescribed in

the same amount for the same period of time as is

given in malaria, namely, for adults one-tenth gram

three times a day with meals for a period of five

days. It has considerably more than a ninety per

cent cure rate.

For balantidiasis there is no drug which is emi-

nently satisfactory. The most recent drug which

has been tried and which has in some cases been

effective, is carbarsone prescribed in the same dose

and for the same period of time as in amebiasis.

PREVENTION

It is a truism that “an ounce of prevention is

worth a pound of cure.” If we ever arrive at the

happy state of achieving this ideal in the case of

any of the protozoan diseases of the intestinal

tract, we will indeed be fortunate.

In amebiasis, in order to view comprehensively

the problem of control, we must have a clear pic-

ture of the epidemiology of the infection. First of

all, it is the cyst passer who is dangerous. Hence,

one of the problems that ultimately must be solved

is the treatment of the cyst passer. This is a her-

culean task and yet I suspect that eventually it will

be undertaken in certain hyperendemic localities.

Next, we must consider water supplies. The epi-

demics ten years ago in certain Chicago hotels were

probably due to grossly contaminated water within

those hotels themselves, i.e., from cross connections

between fresh water and sewer pipes. In the spring

following the epidemics in the hotels, an epidemic

of dysentery broke out at the Chicago Stock Yards,

reportedly due to the accidental drinking of con-

taminated water from the Chicago drainage canal.

Likewise, in rural communities water from shal-

low wells, which is used for drinking purposes in

the raw state, may have contamination from surface

or subsurface sewage and in this way may be re-

sponsible for a proportion of amebiasis in these

foci.

I might add that contaminated water supplies in

the Panama Canal Zone and in the Philippines

during the early days of .American occupation were

regarded as primarily responsible for the epidemics

of amebiasis that occurred in these areas at that

time. With the establishment of clean water sup-

plies and sanitary sewage disposal amebiasis was

very greatly reduced, although in no sense elimi-

nated.

There is good circumstantial evidence but very

little actual proof that food and food handlers are

responsible for high endemicity or epidemicity of

amebiasis in a community. However, one instance

of supportive evidence deserves citation. In the

Standard Oil refineries on the island of .Aruba off



366 AMEBIASIS FAUST Vol. 42, No. 12

the coast of Venezuela all of the water is imported

in tankers because there is no water on the island.

The water is known to be free of contamination,

yet there was a high percentage of clinical ame-

biasis in the community. After examination and

treatment of food handlers the infection was re-

duced in three years to eight per cent of what it

had been.

There is also some evidence that the treatment

of any group of positive individuals reduces the

infection in a community. Until a few years ago

fecal examinations of Tulane University medical

students was carried out for the first time during

their junior year. About eight per cent of the class

had amebiasis. But with the introduction of physi-

cal examinations in the freshman year, including

fecal examination and treatment of all positive

cases of amebiasis, the incidence in the junior year

has been reduced to less than one per cent.

In certain areas, as in the Orient and South-

eastern Europe, human nightsoil is used as a fer-

tilizer for crops, particularly vegetables and straw-

berries which, if eaten raw, may be responsible

for a certain amount of amebiasis. Moreover, there

is some circumstantial evidence in the United States

that fecal material discharged from railroad train

toilets and washed down on the side of the tracks

into truck patches below the railroad grade may
possibly be responsible for amebiasis.

.Another very important factor in the dissemina-

tion of amebiasis is the common house fly and

closely related species of filth-breeding flies. In

1921 I witnessed an epidemic of amebiasis in Cen-

tral China, in which flies appeared to be the only

contact between infected and healthy persons, while

Col. Charles F. Craig has published an account of

a similar outbreak which developed among U. S.

.Army troops at El Paso nearly thirty years ago.

In tropical and northern Africa, through the Near

East, India, the Far East and the Southwest Pa-

cific, flies are perhaps more important than any

other factor in the production of amebiasis. Medi-

cal men, who have either been in the armed serv-

ices or have been on detail for the government or

closely associated services in Africa and the Near

East, have invariably referred to the practical im-

possibility of getting food that was not contami-

nated by fly droppings.

Finally, in certain restricted groups of the popu-

lation, as in children’s homes, mental hospitals and

prisons, direct bodily contact with infected per-

sons who are careless in their habits after stooling

constitutes a common method for maintaining ame-

biasis hyperendemically. We have recently obtained

definite evidence that this is a very common way

whereby the infection can be contracted directly

from one individual to another, in a study con-

ducted in an infant’s asylum in New Orleans. We
found amebic cysts in the children’s wading pools,

in their laundry chutes, on their play objects, and

even in their little panties after washing in tepid

water. The chances of this contact exposure occur-

ring in mental hospitals and in prisons are even

more probable.

In amebiasis there is very little likelihood of man
acquiring the infection from other animals. It is

true that occasionally cats and dogs have the in-

fection, but I am certain, that these household ani-

mals pick up the infection from man more fre-

quently than that man picks it up from them. On
the other hand, in the case of balantidiasis, as I

have already mentioned, practically all of the cases

are picked up from association with pigs.

What can we do to control amebiasis on the

basis of these epidemiologic facts? Water can be

made safe by boiling, by adequate filtration or by

hyperchlorination followed by dechlorination. The

.American .Army utilizes all of these technics. For

chlorination it may be a Lyster bag or small can-

teen. All that is required is to take a little cachet

containing the powdered hyperchloride, place it in

the water, and after fifteen minutes the dechlorina-

tor which is in the same container will open up and

will make the water palatable. This simple technic

may usually be depended on to kill Endamoeba

histolytica as well as the enteric bacteria.

By gradually educating the population to wash

the hands thoroughly with soap and water after

going to the toilet, chances of food handlers con-

taminating food will be very greatly reduced.

Flies can be eliminated. .Antifly campaigns in

many cities have already produced very heartening

results, as has been shown by reduction in the ty-

phoid rate in these communities. Nevertheless, in

many rural areas, particularly during the hot sum-

mer months, flies constitute a very serious menace

in the propagation of enteric and other infections.

In tropical and Oriental countries, where filth flies

breed practically in every home and bazaar, the

control of flies is urgent but very difficult.

.A more serious problem is the permanent reduc-

tion of amebiasis in children’s homes, in mental hos-

pitals and in prisons, but this can be initiated by

the treatment of all infected individuals and by

attempts to produce more hygienic surroundings in

which these individuals live.

The pictures which I have presented with ref-

erence to amebiasis, giardiasis and balantidiasis are
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not merely matters of historical interest. We have

them with us, and I am thoroughly convinced that

many of our boys on the fighting fronts are coming

home with active and incompletely treated cases

of amebic and balantidial dysentery, so that we

shall see more amebiasis in the future than we

have in recent years. We should be prepared for

this situation by intelligent and constructive prep-

aration.

THIRTY CASES OF PERFORATED
PEPTIC ULCER

Logan E. Jackson, IM.D.

AND

David Metheny, M.D.

SEATTLE, WASH.

The purpose of this paper is to review a series

of cases of perforated peptic ulcers occurring at

King County Hospital in the period from Pearl

Harbor in December, 1941, to April, 1943, a total

of sixteen months. During that time, thirty per-

forations of peptic ulcers occurred, twenty of which

were duodenal and ten gastric ulcers. Twenty-four

of these cases came to surgery and all were re-

paired with simple purse-string closures without

use of drain. Sulfathiazole was used intraperi-

toneally in ten cases. Two of the patients operated

on died. .^11 six of the patients not operated on

died.

Clinicians have noted an increase in peptic ulcers

since the onset of the w'ar, but from this study

there seems to be no unusual increase in perfora-

tion at King County Hospital. In the sixteen

months prior to Pearl Harbor, there were twenty-

seven perforations in this hospital, compared with

thirty in the sixteen following months. Of the

thirty cases that were reviewed, twenty-nine per-

forations occurred in men and one in a woman,
which seems to agree with other studies.

The age at which the perforations occurred

varied from 27 to 84, and by far the greatest num-
ber were found in the fourth decade of life, twelve

cases or 40 per cent. In the fifth decade, there

were seven cases or 22 per cent. This would make
us think that perforations are an affliction of mid-

dle life. An interesting thing noted is that ten of

the individuals had no history of previous ulcer,

which brings up the question of the true etiology

of many perforating ulcers.

Little change from the textbook picture of symp-

toms was noticed. Generalized abdominal pain was

most frequent in thirteen cases or 40 per cent of

the patients. An interesting symptom was a right

shoulder pain which occurred in six cases or 20

per cent, undoubtedly due to the presence of air or

irritation in the subdiaphragmatic area. Nausea

and vomiting appeared in twenty-four cases or 80

per cent. The onset of the pain on almost all occa-

sions was terrific and sudden. It was noticed that

it began during exertion, and all too frequently

during drinking bouts. This pain was so intense

that by far the greatest number came into the hos-

pital within two or three hours following the onset.

In the study of the physical findings, the follow-

ing points are of note: the presence of abdominal

rigidity, board-like quality, present in 100 per cent

of the cases; and the general absence of bowel

sounds, a symptom of interest, which was found in

one out of every ten cases. In this study, it was

noted that 25 per cent show^ed pulse rates on en-

trance of 120 or more, and none of these died;

70 per cent showed pulse rates of 100; and in a

few cases the rate ran as low as 70. This would

indicate that the pulse rate is not too significant as

a prognostic sign.

A point of interest was the fact that on entrance

the majority of the patients had relatively normal

blood pressure, a fact which contradicts the accept-

ed picture of shock in connection with perforated

peptic ulcer. Temperatures were seldom above 100°

or below 98°.

The roentgenogram was found to be a potent

weapon in the diagnosis of perforation, by use of

the left lateral decubitus position, but it is not

infallible. In four cases in which this was used, no

air was evident beneath the diaphragm, and yet

perforations were proved by operation. \Ve must

keep this in mind and remember that the clinical

diagnosis must often suffice. On several occasions

air was an incidental finding in a chest film, and in

one case air was seen in the chest film, but not in

the decubitus.

It is intresting to note the time elapsing from

perforation to operation. Fifteen patients, or 50

per cent of the cases, were on the operating table

betwen four and eight hours following perfora-

tion, and no deaths occurred. Another 20 per cent

were operated on within sixteen hours without

fatalities. Of the remaining 30 per cent, more than

one-half did not come to surgery, but went from

two to six days until death. This would indicate

that entrance into the abdomen for closure of a per-

forated ulcer is a surgical must. If this is not done,

almost invariably the patient will proceed to death

in at least five or six days.

One of the cases of duodenal ulcer was treated

conservatively with continuous gastric suction,

morphine, intravenous fluids and chemotherapy.
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This patient showed some improvement, and was

operated on for closure of an anterior perforated

ulcer on the twentieth day, but died on the forty-

first postoperative day.

The choice of anesthesia was varied. Drip ether

was used in approximately one-half of the surgery

done, perhaps resulting from the fact that most

ulcers were operated on at night, when experienced

anesthetists were not available. On four patients,

pentathol was used and no serious effects encoun-

tered. Five times spinal was used with good re-

sults, and local and gas once. No anesthesia com-

plications were evident.

Findings on surgical entrance to the abdomen

revealed 85 per cent of all perforations to be on

the anterior surface of the duodenum or stomach.

]\Iost of the perforations were within two centi-

meters of the pylorus. The size of the perforations

varied from .1 to 3 centimeters.

The presence of fluid or bits of undigested food

was found in the peritoneal cavity in most in-

stances, and perhaps the use of thorough aspiration

of the intraperitoneal contents was responsible for

the low percentage of peritoneal abscesses, as this

occurred but once.

The posterior perforations gave the more serious

prognosis. There were five, of which two patients

expired. Their postoperative course averaged twen-

ty-five days. The gastric perforations were in the

anterior prepyloric area near the lesser curvature.

The operators noticed induration of two of the

ulcers, but biopsies were not taken. Whether it was

due to surgical emergency or negligence, in this

series of thirty cases only one biopsy was taken.

The postoperative course was very smooth in

most cases. It was noted that continuous gastric

suction was used for the first few days by all sur-

geons. Intravenous fluids, sedation and occasion-

ally chemotherapy, all tended to give uneventful

recovery'. The greatest number of patients went

home between eleventh and fourteenth postopera-

tive days, although a few left on the seventh or

eighth day, and four lingered in the hospital until

the twenty-fifth day.

.\ short enumeration of the complications in-

cludes distention, pelvic abscesses, atelectasis,

hypostatic bronchial pneumonia and recurring

ulcer hemorrhage. Wound disruption occurred

twice on the eighth post operative day. The mor-

tality rate in this series of perforations was ap-

proximately 27 per cent.

.\n insight into the causes of death in the eight

patients who died is as follows: Two patients were

operated on, and one died on the ninth postopera-

tive day of hypostatic bronchial pneumonia, while

the other died outside the hospital on the forty-

first postoperative day of cause unknown. Of the

six cases not operated on, one died within two

hours of admission before surgery could be under-

taken. One was mistaken for pulmonary embolism

and died four days later. One was treated as intes-

tinal obstruction and died in five days. Two were

cared for as medical problems, cirrhosis of the liver

and cholecystitis, and expired within three days.

The last was diagnosed, but due to poor condition

was treated conservatively with continuous gastric

suction, and died on the fifth day.

In one-half of the nonoperated cases, the diag-

nosis was not made. In one case, the orthopedic

department felt that the sudden onset of symp-

toms was due to coronary or pulmonary embolism,

but autopsy revealed a perforated ulcer near the

cardia of the stomach, which had given the con-

fusing chest symptoms. Postmortem findings re-

vealed massive peritonitis in all cases. Carcinoma

was not found on any occasion.

In summary, it should be emphasized that of the

twenty-four cases operated on, only two or 8 per

cent died, and those from causes unrelated to the

perforation. Of the six not operated on, all or 100

per cent died within eight days following perfora-

tion. The diagnosis must be made chiefly on the

history and physical examination. The roentgeno-

gram, although an important weapon, has its short-

comings. The surgeon must not hesitate to enter

the abdomen, if he feels that a perforated peptic

ulcer exists.

CARCINOMA OF THE BREAST IN

THE MALE
REPORT OF CASE*

Woodard A. Niethammer, M.D.

TACOMA, WASH.

AND

William B. Dublin, M.D.

FORT STEILACOOM, WASH.

Carcinoma of the breast is relatively uncommon

in the male. According to different opinions, from

one to one and one-half per cent of carcinomas of

the breast are found in men.^ They occur most fre-

quently in the sixth decade of life. Their causative

factors probably are the same as those for similar

lesions in women. Lacassagne^ produced adenocar-

+From the Departments of Surgery and Pathology,
Western State Hospital.

1. Kunath, C. A.: Carcinoma of Male Breast. J. Iowa
M. Soc., 28:10-13, Jan. 1938.

2. Lacassagne, A. : Apparition d’adenocarcinomes mam-
maires chez des souris males trait^es par une substance
oestrogfene synth^tique. Compt. rend. Soc. de biol., 129:641-

643, 1938.
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cinoma of the breast in male mice with the use of

synthetic estrogens. Enlargement of the male hu-

man breast is not uncommonly associated with tes-

ticular tumors.

The structure of the breast in adult men re-

sembles that of preadolescent girls, and contains a

system of ducts and a limited number of fine duc-

tules. Not infrequently this tissue proliferates and

gives rise to adenomatous hyperplasia or cystic

disease. Breasts so involved should be removed be-

cause of the possibility that they may contain car-

cinoma and the impossibility of accurate diagnosis

without pathologic examination.

nodes. Whether there had been an associated Paget’s dis-

ease could not be established. It seemed probable that the

duration of the lesion was three years. There was slight

atrophy of the left testis. The right epididymis was slightly

enlarged and indurated, and the right testis was moderately

enlarged, symmetrically, without discrete tumor nodules,

and was rather firm. Biopsy of the left breast revealed

grade three adenocarcinoma (fig. 2).

Radical amputation was carried out July 4, and the pre-

sternal nodule was excised. During axillary dissection, sev-

eral involved nodes were found. Cross section of the tumor

showed that it had extended to the deeper layers of the

fatty tissue, but had not invaded the muscle (fig. 3). The
tumor, axillary nodes and dermal nodules all showed grade

three adenocarcinoma.

July 26 the hypertrophied tissue of the right breast was
removed. It showed benign ductular hyperplasia.

Fig. 1. Photograph of patient.
Fig. 2. Photomiciograph of tumor. H & E x 144.

Paget’s disease of the nipple occurs relatively

frequently in association with carcinoma of the

breast in men, and discharge from the nipple occurs

not infrequently. Pain is a common symptom.

Because of the limited amount of adipose tissue

surrounding the parenchyma of the male breast,

carcinoma leads relatively early to fixation and

ulceration of the skin, and the pectoral muscles,

chest wall and axillary lymph nodes are soon in-

volved. This, together with the tendency toward a

high grade of malignancy, makes difficult the cure

of cancer of the male breast by surgical means.

Irradiation is approximately as effective in men
as in women.

REPORT OF CASE

The patient, a white man aged SS years, was admitted to

Western State Hospital May 9, 1940, with a diagnosis of

dementia precox.

Physical examination was essentially negative except for

the following: Along with slight general obesity, there was
a mild tendency toward gynecomastia of the right breast.

There was an ulcerating carcinoma of the left breast, occu-

pying the previous situation of the nipple, which had been

destroyed, and measuring approximately 8 by 5 cm. (fig. 1).

The edges tended to roll outward, leaving a central infected,

indurated crater. The mass was freely movable on the chest

wall.

There were three nodules in the surrounding skin, one
lying S inchces medial to the ulcer, in the midline, over the

sternum. There was no palpable involvement of the axillary

Fig 3. Gross photograph of tumor, including a cross
section.

February 3, 1941, it was noted that the patient com-
plained of pain in the region of the lumbar spine, cough

and bloody sputum. Recurrent nodules of carcinoma were

observed in the region of mastectomy.

Death occurred February 19.

Postmortem examination revealed massive recurrence of

carcinoma in the chest wall and axilla and metastasis to

pericardium, mediastinal and abdominal (aortic) lymph
nodes, lungs, kidneys, thyroid and lumbar spine. There was
no gross or microscopic evidence of intracranial metastasis.

Examination of the testes yielded no unusual findings.

Microscopic examination showed grade three adenocar-

cinoma in all metastatic tissue, with little variation in the

microscopic picture.

SULFONAMIDES CONTROL DYSENTERY
Additional evidence of the value of the sulfonamides in

the control of bacillary dysentery is presented in The Jour-
nal of the American Medical Association for November 6

by Henry M. Eisenoff, M.D., and Hyman Goldstein, M.D.,
New York. As they point out, bacillary dysentery con-
tinues to be a problem in crowded institutions, army camps
and orphanages. Their report concerns an outbreak of

Sonne dysentery involving SO children in an orphanage
with a total census of 145. Bacteriologic survey disclosed

83 children with positive stool cultures.

-Administration of sulfathiazole, sulfadiazine, sulfaguani-

dine and succinylsulfathiazole for an average of four days
cleared 90 per cent of the children with positive stools.

The remaining 10 per cent were cleared with one or two
additional courses of treatment.
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SEVENTIETH ANNUAL MEETING

PORTLAND, 1944

UNIVERSITY OF OREGON MEDICAL
SCHOOL

Two More Service Stars have been added to the Uni-

versity of Oregon Medical School’s faculty service flag.

Paul V. Woolley, Jr., .Assistant Medical Director of the

Doernbecher Hospital Unit of the University of Oregon

Medical School since October, 1939, has been commissioned

a Lieutenant (S.G.) in the United States Navy. He reports

for duty at Bethesda, Md. Dr. Woolley, a Harvard grad-

uate, came to Oregon from the Massachusetts Department

of Public Health, where he served as Assistant Director

in the Division of Biological Laboratories.

Henry H. Dixon, Clinical Professor and head of the

Division of Psychiatry, has been commissioned a Lieuten-

ant Commander. He will leave Portland, December 4, for

Oakland, Calif., where he is to report for duty.

Miss Tiana Kamdron, Assistant Superintendent of the

Tuberculosis Hospital Unit of the University of Oregon

Medical School, has arrived to start work. Miss Kam-
dron, a graduate of Seattle General Hospital and Univer-

sity of Washington, recently completed graduate work at

the University of Chicago.

Midshipman Blue and a modified amount of gold braid

broke out in the naval division of the professional spe-

cialized training group at University of Oregon Medical

School early in November. The forty-five navy trainees,

who have waited four months for uniforms, presented a

natty appearance in their new blues. Sleeve hash marks

denoted the year of their training. They will be com-
missioned Lieutenants (j.g.) at graduation and will be en-

rolled in the naval reserve during the nine months of in-

ternship required before activation.

Poliomyelitis at Doernbecher. Credit for complete

and outstanding service goes to the Doernbecher Memorial

Hospital staff in working out 130 poliomyelitis cases re-

cently hospitalized at the Children’s Hospital. Ralf Couch,

hospital administrator, praised the staff for their long

hours of service during the severe emergency. He also rec-

ognized the able assistance given by the Volunteer Nurses

-Aid and Volunteer Women’s Motor Corps.

While the epidemic is not completely over, hospitalized

cases have been reduced 50 per cent at Doernbecher. There

was an average of thirty-five poliomyelitis patients in

hospital beds during the peak of the emergency. This num-
ber has been reduced to eighteen as of November IS.

.All recognized systems of therapy, including the Kenny
treatment, were used. This treatment proved particularly

valuable in giving patients relief during acute stage. Doern-

becher’s previous high year for poliomyelitis cases oc-

curred in 1937. A total of forty patients were treated dur-

ing that year.

Navy Premedics. Plans for uniform selection of pre-

medical students for Navy V-12 medical training have been

worked out by the Deans of Medical Colleges of the Pa-

cific Coast and directors of training in the 11th, 12th and

13th naval training districts. Applications are to be made

by the individual trainees through their commanding offi-

cers. .A joint deans’ committee, representing the three dis-

tricts, passes upon the scholastic rating of the applicants,

recommending those suitable for advanced training to the

eligibility list. Trainees selected from these lists are then

ordered to active duty in medical schools. If no vacan-

cies exist in the medical school nearest the selected trainee,

he is sent to the next nearest school.

Dean D. W. E. Baird of the University of Oregon Medi-

cal School is chairman of the recommending committee

for the 13th naval district. Oregon’s medical school is the

only medical school in the 13th district. There are six

navy premedical colleges. The army selection system for

medical trainees is being formulated.

November Inspections. Commendation was given Uni-

versity of Oregon Medical School by Army and Navy offi-

cers following three November inspections. Rear Admiral

W. L. Mann, District Medical Officer from the 13th Naval

District Headquarters, Seattle, inspected for the navy. Army
inspectors were Colonel E. Arneman and Colonel D. F.

Jones.

Lectures on Malaria and Dysentery. Medical students,

faculty members and interns heard Herbert C. Clark of

the Gorgas Memorial Laboratory, Panama, lecture on ma-

laria and amebic dysentery in the auditorium of the Uni-

versity of Oregon Medical School, December 8 and 9, at

9:00-10:00 a.m. Dr. Clark is sponsored by the National

Research Council of Washintgon, D. C., in cooperation

with the John and Mary R. Markle Foundation.

P. S. Pelouse of the University of Pennsylvania lec-

tured Friday, November 19, in the auditorium of the LTni-

versity of Oregon Medical School on the subject of vene-

real disease. Dr. Pelouse was in Oregon November 8-27.

A Two-Day Institute for “Better Student Guidance

and Personnel Policies” was conducted November 12-13

at the University of Oregon Medical School Library Audi-

torium under the direction of the State Nursing Council

for War Service. Kathleen Leahy, Associate Professor,

School of Nursing Education University of Washington,

Seattle, conducted the institute. She was assisted by Hen-

rietta Doltz, President, OSLNE; Helen MacKrill, secre-

tary and treasurer of the Oregon State Board for Ex-

amination and Registration of GraduateNurses
;
Mrs. Hazel

Foeller, President, OSOPHN
;

and Elnora E. Thomson,

President, OSNA.
Walter J. Meek, professor of physiology at the Uni-

versity of Wisconsin, lectured October 13 and 14 before

the Portland Academy of Medicine in the University of
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Oregon Medical School Auditorium. Dr. Meek discussed

“Essential and Contributory Relationships in Shock” and

“Cardiac Effects of Gaseous Anesthetics and Blood Pres-

sure Raising Drugs.”

OBITUARIES

Mrs. Lucy D.'Wis Phillips, registrar at University of

Oregon Medical School for the past twenty-five years, died

October 8. Her death is a great loss to the Medical School

and a sorrow to the faculty, alumni and friends in all parts

of the country. More than 1250 graduates in medicine have

personally known Mrs. Phillips during her long career as

registrar. Mrs. Phillips remained actively engaged in service

to the school until ten days before she died.

School records revealed that Mrs. Phillips served under

Dean Kenneth A. J. MacKenzie, Dean Richard B. Dille-

hunt, and recently under Dean D. W. E. Baird. Her hus-

band, Shannon Phillips, survives.

Lieutenant Commander Edward Everett Evans, M.C.
U.S.N., who graduated from University of Oregon Medi-
cal School in 1928, died in military action at sea in the

South Pacific, on the night of November 30, 1942. He
joined the Navy immediately after graduation, interning

in medical hospitals. He was Senior Medical Officer of the

ship on which he died.

Miss Bertha B. Hallam, Librarian at the University

of Oregon Medical School, was presented a wrist watch

by members of the Oregon State Medical Society. The

gift was presented to Miss Hallam in appreciation of her

services and cooperation with the society for the past

twenty-five years.

COMMENCEMENT EXERCISES

University of Oregon Medical School’s second class of

1943 graduates will receive their Doctor of Medicine De-

grees, December 22, in the school auditorium.

Dean David W. E. Baird will present the sixty-three

candidates to Dr. Donald M. Erb, President of the Uni-

versity, who will confer the degrees. The graduating class

includes eleven Naval, forty-six Army and six civilian stu-

dents. Six of the graduates are candidates for the degree of

Master of Science.

Colonel Charles K. Berle, M.C., commanding Barnes

General Hospital at Vancouver, Wash., has accepted an

invitation from the University to address the graduates.

The first class of 1943 graduating under the war-time

acceleration program received their diplomas last March

at the medical school’s SSth commencement exercise. De-

cember’s graduation creates school history in that it will

be the first time since the University’s organization that

two commencements occurred in the same year.

THE PURPOSES AND FUNCTIONING OF THE
COUNCIL ON MEDICAL SERVICE AND PUBLIC
RELATIONS OF THE AMERICAN MEDICAL

ASSOCIATION
The Council was authorized by the House of Delegates

of the American Medical Association at its annual session

in Chicago in June, 1943. The members of the Council
were immediately appointed by the Board of Trustees.
Section 4 of Chapter IX of the By-Laws provides that
the duties of the Council shall be as follows:

1. To make available facts, data and medical opinions
with respect to timely and adequate rendition of medical
care to the .American people.

2. To inform the constituent associations and component
societies of proposed changes affecting medical care in the
nation.

3. To inform constituent associations and component
societies regarding the activities of the Council.

4. To investigate matters pertaining to the economic,
social, and similar aspects of medical care for all the
people.

5. To study and suggest means for the distribution of

medical services to the public consistent with the principles

adopted by the House of Delegates, and
6. To develop and assist committees on medical service

and public relations originating within the constituent asso-

ciations and component societies of the .American Medical
Association.

“In the exercise of its functions, this Council, with the

cooperation of the Board of Trustees, shall utilize the

functions and personnel of the Bureau of Legal Medicine
and Legislation, the Bureau of Medical Economics and the

Department of Public Relations in the Headquarters Of-
fice.”

The Council is also bound by the actions of the House of

Delegates on the subject of medical care and its distribu-

tion, notably the platform adopted in 1937 as amended and
amplified in subsequent years by the various resolutions

and reference committee reports adopted by the House of

Delegates.

HAZARDS OF ANILINE DERIVATIVES
Because the drug aniline is known to be poisonous, as

are its derivatives, .Allan D. Bass, M.D.; L. H. Frost, M.D.,
and William T. Salter, M.D., New Haven, Conn., advise

in The Journal of the American Medical Association for

November 2G that “The hazard of such intoxication of

human beings might be mitigated if special care was taken

that . . . substances are named as aniline derivatives. At
least a cautionary label should be applied to warn indus-

trial safety committees of the danger.”

They say that to the best of their knowledge it had not

been shown that 2-anilinoethanol, an aniline derivative

which they say has been improperly named “phenyl eth-

anolamine,” causes cyanosis (blueness of the skin). They
tell of 2 men in a commercial plant who developed cyanosis

while using this compound under the name “phenyl eth-

anolamine.”

SECOND ARMY-NAVY “E” AWARD
TO DON BAXTER, INC.

To its distinction of being the first Pacific Coast manu-
facturer of medical supplies to receive the Army-Navy
Production Award, Don Baxter, Inc., Glendale, California,

has been further honored by winning the .Army-Navy “E”
for the second time.

Notification of the second “E” award was made in a
letter from Robert P. Patterson, Under Secretary of War,
as follows: “To the Men and Women of Don Baxter, Inc.:

I am pleased to inform you that you have won for the

second time the Army-Navy Production -Award for meri-

torious services on the production front. You have con-
tinued to maintain the high standard that you set for

yourselves and which won you distinction more than six

months ago. You may well be proud of your achievement.

The White Star, which the renewal adds to your .Army-
Navy Production Award flag, is the symbol of appreciation

from our .Armed Forces for your continued and deter-

mined effort and patriotism.”

Don Baxter, Inc. produces intravenous solutions and
blood and plasma equipment for hospitals on the home
front as well as for the Armed Forces, is now privileged

to fly the Army-Navy “E” flag with Star.
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WASHINGTON STATE

MEDICAL ASSOCIATION

FIFTY-FIFTH ANNUAL MEETING

SEATTLE, 1944

The Officers of the Washington State Medical Association

Extend to Our Brother Physicians In the Armed Forces and

TO All Other Members of the Association Cordial Wishes

FOR A Merry Christmas and Happy New Year.

V. W. Spickard, M.D., President

DEPARTMENT OF LABOR AND
INDUSTRIES

VV.\R TIME RULINGS

.\t the request of the Board or Trustees of the State

.Association, through its Committee on Industrial Insur-

ance and Health, the Department of Labor and Indus-

tries has agreed, for the duration of the war only, to rec-

ognize qualified nurses as surgical assistants and has also

granted a fifty per cent increase in the department’s fee

schedule during the hours of 9:00 p.m. until 6:00 a.m.

In his letter to H. E. Nichols, Chairman of the Com-

mittee and dated November IS, Mr. Robert H. Harlin

said: “With reference to your proposal that qualified nurses

be allowed to act as surgical assistants during the existing

shortage of physicians, we fully appreciate that there are

many surgical nurses who are perfectly competent to act

in this capacity in ordinary surgical cases.” He cautioned,

however, that it may be easier to inaugurate such a service

than it will be to discontinue it after the War.

“We recognize,” he said, “that this proposal is a radical

departure from the traditional policy of the medical pro-

fession and we anticipate that in letting down the bars to

this extent such a practice may become more widespread

and lasting than is at present contemplated and may be

subject to abuses in certain instances.

“It is our thought that the Department should not be

the agency to determine the qualifications of applicants for

positions as nurse assistants and we are, therefore, propos-

ing to you that the qualifications of all applicants be made

by the Medical Association and that in each geographical

area representatives designated by your Committee pass

upon the qualifications and certify to us those nurses who

are recommended for appointment as surgical assistants.”

INCREASED FEE SCHEDULE
“Relative to your proposal that an additional fee be

allowed for the treatment of injuries sustained during the

swing or graveyard shifts,” Mr. Harlin said, “We have

approved the following amendment to the fee schedule:

Effective December 1, 1943, for any injury occurring

between the hours of 9:00 p.m. and 6:00 a.m., necessitat-

ing the services of a physician between those hours, the

attending physician shall be paid 50 per cent, in addition

to the regular fee provided by the Department’s fee sched-

ule for type of treatment rendered. This provision shall

apply only to the first visit and is not applicable to subse-

quent treatment; provided, however, that this arrangement

is subject to revocation by the Department at such time

as it may determine that the existing emergency due to

physician shortage no longer exists.”

“It has been our purpose to meet these proposals in the

spirit in which they were submitted,” Mr. Harlin said,

“and to continue the very fine understanding and coopera-

tion we have enjoyed in our dealings with your committee

in meeting the various problems with which we have from

time to time been confronted.”

Mr. Harlin’s letter was reviewed by the Board of Trus-

tees on November 21 and referred to the Executive Com-

mittee and the Chairman of the Board.

BOARD APPOINTS MEMBERS

At its meeting held November 21 the Board of Trustees

of the Association reappointed E. C. Leach, formerly of

Arlington and now of Seattle, to a 3 -year term on the

Committee of Medical Economics; reelected Warren B.

Penney of Tacoma to a 3-year term to the Committee on

Public Laws, and reelected Roscoe E. Mosiman of Seattle

to a 3-year term on the Scientific Work Committee.
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CORRECTION IN MINUTES
Through an error the names of two elected Trustees were

omitted in the printed minutes of the House of Delegates

appearing in the November issue of Northwest Medicine.

Under the title “Election of Officers, Trustees and Com-

mittees,” the name of Donald G. Corbett of Spokane should

have been listed as a newly elected member of the Board

of Trustees for Eastern Washington; and Milton P. Gra-

ham of -Aberdeen should have been listed as a reelected

member of the Board of Trustees for Western Washington.

ANNUAL ASSOCIATION DUES

The Secretary-Treasurer of Washington State Medical

Association desires to call attention to all secretaries of

medical societies and members that the dues to the State

Association, beginning January 1, 1944, will be $20. This

is by approval of the House of Delegates.

YEAR-OLD THREAT OF BLUE CROSS

The Board of Trustees of Washington State Medical

Association reviewed a photostat copy of a letter, recently

received and now on file in the Central Office of the

Association, of a threat made by the Northwest Hospital

Service Plan (Blue Cross) to enter the field of prepaid

medical care. The threat, although a year old, was never

carried out. It should, however, be of interest to every

physician in the Pacific Northwest. A true reprint of the

letter follows:

NORTHWEST HOSPITAL SERVICE PLAN
Terminal Sales Building

1220 Southwest Morrison St.

Portland, Oregon.

October 19, 1942.

Mr. Ralph E. Jackson, Manager,

Multnomah Medical Service Bureau,

337 Pittock Block,

Portland, Oregon.

Dear Sir:

About August IS the Northwest Hospital Service Plan

began serious negotiations with the Multnomah Medical

Service Bureau in the hope of formulating a plan, whereby

this organization would assume the risk of the hospital

portion of your contracts. At that time I instructed the

sales force of the Service Plan to discontinue any activity

in the field which might be of a competitive nature to the

Medical Service Bureau. We have had many meetings with

your group, and for some reason unknown to us these

negotiations seem to have been constantly delayed, although

in most of these meetings both groups seemed to be in

complete accord.

It is the sincere wish of the Executive Committee, repre-

senting all the Portland hospitals, that these negotiations

be completed in a cooperative manner. However, it is felt

that, unless some definite decision on your part is reached

by October 26, relative to the joint sales of Medical and
Hospital Service, we must of a necessity look at the

Multnomah Medical Service Bureau as a purely competi-
tive organization, which we believe in all fairness justifies

our entrance into the field of prepaid medical care. There-
fore, if negotiations fail to be completed by that date, the

Committee, representing the Portland hospitals, has in-

structed the sales department of the Service Plan, effective

November 1, to enter the field of prepaid medical care, and

the staff of each hospital will be notified accordingly.

Very truly yours.

Northwest Hospital Service Plan

/s/ E. B. MacNaughton, President

cc-Mr. Willard Marshall
Mr. Clyde C. Foley, Secretary, Oregon State Medical

Society

Dr. Geo. E. Henton, President, Oregon State Medical Society

Dr. Richard Adams
Dr. Stanley Lamb
Board of Directors, Multnomah Medical Service Bureau
Board of Trustees, Multnomah Medical Service Bureau

TRUSTEES INTERPRET RULE
OF ETHICS FOR MEMBERS

The Board of Trustees reviewed “Resolution B” adopted

by the House of Delegates on September 12 and clarified

the Resolution (reprinted herewith) with the following

motion:

Resolution B
“Resolved'. That the Washington State Medical Associa-

tion declares it unethical for its members to serve as em-
ployees under conditions or in situations which involve

the sale, or offer for sale, of their services by a corporation

or unlicensed employer.”

The Board adopted the following motion: “That Reso-

lution B as adopted by the House of Delegates at its meet-

ing held September 12 be interpreted as applying to the

Northwest Hospital Service Plan, known as the Blue Cross

Plan.

OHIO CITES LEGAL, ETHICAL
STATUS OF EMPLOYED

PHYSICIANS

The Board of Trustes of the State Association at its

meeting held November 21 reviewed a statement of policy

regarding the status of physicians or their services employed

by “agents” and issued in Ohio on October 3. It was the

opinion of the attorney of the association that the “Ohio

policy” applied as well in the State of Washington. The

“Ohio” statement follows:

“If a hospital, a corporation, employs a physician at a

fixed stif>end or on a commission or percentage basis and

charges and collects a fee for his professional services and

retains the amount collected, regardless of whether the

hospital profits or loses under such an arrangement, we are

of the opinion:

“1. That an agency relationship exists between the hos-

pital and such physician and that the familiar legal doc-

trine of respondent superior applies, meaning that the hos-

pital (a corporation) is responsible for the acts of such

physician (its agent) and, therefore, is liable for the torts

(wrongful acts) of the physician;

“2. That the hospital (a corporation) is itself engaged

in the practice of medicine, as the hospital occupies the

position of principal in an agency relationship involving

the practice of medicine and, therefore, falls within the

purview of the general rules of agency which establish the

proposition that the principal, in effect, performs those acts

which are performed by the agent

;

“3. That, inasmuch as the practice of medicine by a

corporation is unlawful under Ohio statutes, the hospital

cannot legally practice medicine directly or indirectly by

means of an agent, even though such agent may be a duly

licensed physician

;

“4. That it is unethical and unprofessional in accordance

with the provisions of Article 6 of the Principles of Med-
ical Ethics of the American Medical Association relating



374 STATE SECTIONS— WASHINGTON Vol. 42, No. 12

to contract practice for a physician to enter into an ar-

rangement as described.

“The foregoing conclusion on the legal questions in-

volved are based on numerous court decisions and legal

opinions, where the weight of the evidence, judicial rea-

soning and statutory authority favor the interpretations

herein set forth.

"Some may argue that unlawful and unethical practices

such as those referred to are being carried on in various

communities and that no steps have been taken to stop or

prevent them.

“Be that as it may, the fact that such unlawful and

unethical practices are occurring, seemingly without inter-

ference, does not make such practices lawful or ethical.

“Legal processes are available to put an end to such

unlawful acts on the part of a corporation and to revoke

the license of a physician involved in the unlawful acts of

the corporation. .Ample authority is vested in a local med-
ical society to invoke disciplinary action for violations of

the principles of medical ethics on the part of a member.

“The foregoing statements with respect to unlawful and
unethical acts do not apply to an arrangement whereby a

hospital, with the consent of a physician, undertakes to

collect fees on the account of the physician for services

rendered by him in the hospital and when the patient is

notified of the amount of the professional charges and is

informed that the physician’s fees are being collected by

the hospital in his name and for him.”

MEDICAL NOTES

.Armv Hospital To Be Enlarged. Several months ago

the army took charge of the New Richmond Hotel Build-

ing in Seattle, conv-erting it into a corps area hospital.

Being within a block of the railroad stations, it is conven-

ient for transferring wounded men. Plans are made to

nearly double its size as an army hospital. It has been a

hospital for the Seattle Port of Embarkation, with a 300-

bed capacity. It will be increased by about 200 beds.

Hospital To Be .Abandoned. It has been recommended

that the Seattle City Hospital in the Public Safety Building

be abandoned, and all city cases be treated at King County

Hospital. The Public Safety Building housing the city hos-

pital is in poor condition and not suited for a modem hos-

pital. The county hospital is equipped and prepared to pro-

vide all necessary service.

New' Hospitals Under Construction. The largest con-

struction w’ork at present being carried out in Seattle is

that of the $800,000 Doctors Hospital, the excavation for

which has been completad. .Also, the contract has been let

for the 100-bed hospital at Renton, and excavation work

has begun.

Hospital To Be Remodeled. The Harvey Hospital build-

ing at Colville has been sold to the Dominican Sisters who
operate the Mt. Carmel Hospital. The building will be re-

modeled for maternity cases. It has a capacity of about

fifty beds, being a two-story brick structure.

New' .Assistant Superintendent. During recent weeks

there has been constant turmoil in connection with the ad-

ministration of King County Hospital, follow'ing contro-

versies among county commissioners regarding the p>er-

sonnel of the board of trustees. Medical Superintendent

Van Norman resigned several months ago, followed by the

later resignation of -Assistant Superintendent Hackedorn.

W. W. Schwabland has been acting superintendent, at the

same time being engaged in private practice and other

duties. The existing disturbed condition has verv much up-

set the hospital routine. The latest feature has been the

appointment of Ralph L. Gregg as assistant superintendent.

He has been serving as intern, his period of service being

concluded January 1. There has been quite a decrease in

the intern staff, owing to demands upon them for .Army

and Navy service.

Bequest To Hospital. Clark General Hospital at Van-

couver has received a bequest in the w'ill of the widow of

a prominent deceased resident. .After other bequests have

been fulfilled the residue of the estate, valued at $100,000

W'ill go to the hospital.

Site Offered for Veterans Hospital. King County

commissioners have offered the government an 80-acre

tract conveniently located in West Seattle for a new vet-

erans’ hospital, this being tax-title property.

Hospital Gift. King County Hospital has received a gift

of $9,000 from a woman who admired the humanitarian

work the hospital is doing for those w'ithout means to pay

for services. The hospital trustees voted to put $8,000 into

war bonds, the balance being deposited in the bank.

Epidemic Meningitis is not anticipated in King Coun-

ty, in spite of tw'o or three recent deaths. Cases have been

reported in Clark, Cowlitz, Grays Harbor and Pierce coun-

ties, all of which excited much anxiety. Throughout the

state there have been reported fifteen cases of poliomyelitis,

Yakima holding the lead with five cases.

Medical Director of Venereal Clinic. Dr. R. G. West-

man, acting Seattle city health commissioner, has appointed

Fred W. Harb, a United States Public Health physician,

as medical director of the newly established center for

treatment of venereally-diseased women w'hich has been

located at the Florence Crittenton Home on Renton .Avenue.

Superintendent of Nurses Resigns. Miss Harriet Smith,

w'ho has been sufierintendent of nurses at King County

Hospital during the twelve years of its existence, has re-

signed to accept appointment as superintendent of the

nursing department at Wesley Memorial Hospital, Chicago.

Miss Smith has been an active factor in coordinating the

nursing course at the University of Washington in connec-

tion w'ith that at the county hospital. .A similar relation-

ship will be established between Wesley Hospital and

Northwestern University Medical School.

The Recent Death of Miss Evelyn Hall of Seattle re-

mov'ed a distinguished nurses training school superintend-

ent. Graduating from Methodist Episcopal Hospital’s School

of Nursing in Brooklyn, she became superintendent of

nurses at Seattle General Hospital in 1902. She retired

from this position shortly before the opening of King

County Hospital in 1931, w'here she served in several ca-

pacities until the time of her death. She W'as respected and

honored by a generation of Seattle physicians who appre-

ciated her character and influence. The large number of

nurses graduating from Seattle General Hospital under

her superc'ision hold her in high esteem and affection.

OBITUARIES

Dr. Orville R. Allen of Lake Stevens, age 78 years,

died October 23 following a brief illness. He w'as born in

Decatur, Illinois, in 1865. He obtained his medical degree

from Rush Medical College in 1887. He came to Snoho-

mish County in 1898, ^nd practiced at Stanw'ood for fif-

teen years; then removed to Lake Stev'ens, where he lived

until the time of his death. He was widely known in Sno-
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homish County, where he was much interested in com-

munity affairs. He was widely known and honored by

members of the Snohomish Medical Society and the State

Medical Association. Mrs. Allen is a distinguished artist,

well known for her painting throughout the Northwest.

Dr. William R. Brady of Seattle, age 58 years, died

November 7 as the result of injuries sustained two days

previously in an automobile accident, while returning from

a deer hunting trip. He obtained his medical degree at

University of Colorado School of Medicine in 1912. During

World War I he served for two years with the S3rd In-

fantry.

Dr. W. T. Christensen of Seattle, age 65 years, died

November 11 following an illness of several years. He ob-

tained his medical degree from Keokuk Medical College in

1905. He served four terms in the state legislature and was

port commissioner in Seattle from 1918 to 1921.

Dr. William Dietz of Rockford, age 66 years, died

suddenly in his office October 15, probably from a heart

attack. He obtained his medical degree from the Atlanta,

Georgia, College of Physicians and Surgeons in 1902.

SOCIETY MEETINGS

CLALLAM COUNTY MEDICAL SOCIETY

Clallam County Medical Society held its monthly meet-

ing at Nelson’s Cafe, Sequim, November 16, at 6:30 p.m.

The guest speaker was Dr. Percy Guy of the Washington

State Department of Health, who presented a paper on

“Rheumatic Fever.” A discussion followed.

The meeting was attended by the usual members with

Lieuts. Sullivan and Liebold of the U. S. Navy as guests.

COWLITZ COUNTY MEDICAL SOCIETY

Cowlitz County Medical Society held its regular meeting

November 17, 8 p.m., at the Coffee Shop of the Columbia

Hotel, Kelso.

Frank Butler, Radiologist of Portland, read a most inter-

esting paper on “Radiographic Interpretation and Roent-

gen Therapy.” He gave a summary of the various tumors,

blood diseases, etc. that respond well to the roentgen ray

and he stressed the importance of early therapy in certain

types of malignancies which respond well to the treat-

ment. This response varies considerably with the individual

and no two respond alike. Skin tumors react satisfactorily

and malignant growths of the lips are practically all cur-

able. When the mass extends to the base of the tongue or

into the cheek proper, it does not respond so well. As a

rule, vocal chord malignancies are cured by roentgen ther-

apy, but below that most malignancies are not benefited.

Gas bacillus infections, tuberculous glands, boils, sinus

infections, lumbago, and pruritus ani react very satisfac-

torily to this treatment. Several members brought interest-

ing radiograms which Dr. Butler discussed.

The Auxiliary met at the home of Mrs., Justin McCarthy

with Mrs. C. V. Allen as assisting hostess. Mrs. P. H. Hen-

derson reviewed “The Burma Surgeon,” by_ Gordon S; ‘Sea-

graves. Mrs. Frank Butler of Portland" \ijas/ii. -guest.

KING COUNTY MEDICAL* SOCIETY I
;

* * • «

King County Medical SQ(?ietJi field its regular monthly

meeting, November 1, in the ^’uditoiiOirC dfltlie >tfc^c3l;§f
'

Dental Building, Seattle, at 8:15 p.rq., f rasl(iAt.*.\rberf J.*

*

Bowles presiding.

Membership applications were read for the second time

of Adeline B. Gauger, Gordon E. Jones and Clementz I.

Krantz. The proposed amendment to raise the dues of dif-

ferent groups of physicians was read the second time.

H. J. Wyckoff described the Sister Kenny treatment of

poliomyelitis, following a visit to Minneapolis and observa-

tion of the technic together with results of treatment. H. D.

Dudley discussed “Finger Injuries.” The hand is the most

exposed and the most frequently injured of any part of the

human body. He described in detail treatment of various

injuries of the hand, cautioning against improper details

of treatment and recommending useful procedures.

SNOHOMISH COUNTY MEDICAL SOCIETY

A regular meeting of Snohomish County Medical So-

ciety was held in the Library of the Medical-Dental Build-

ing, Everett, November 4, at 8 p.m. The following papers

were presented by the medical staff of the Naval Auxiliary

.^ir Station at Arlington.

“The Medical Department of the Navy,” C. W. Colling,

Jr., Lieut. (MC) U.S.N.
“The Flight Surgeon,” C. N. Curtis, Lieut. (MC)

U.S.N.R.
“Neuropsychiatry in Aviation Medicine,” F. Cook, Lieut.

(MC) U.S.N.R.
“The Hospital Corps Aboard An Aircraft Carrier,”

L. C. Simmons, CPHM, U.S.N.
This latter was an actual combat report of an unnamed

aircraft carrier which engaged in several battles in the

South Pacific.

“Sister Kenny’s Concept on Poliomyelitis” was a brief

report of Doctor Wm. Wagner’s on the disease in Minnea-
polis, Chicago and Los Angeles.

Snohomish County Medical Society has been paying its

members in the armed services the difference in pay up to

Captaincy since the duration of the war. It was voted that

an additional one hundred dollar war bond be presented

to all society members who are in the service, as a Christ-

mas present.

WALLA WALLA VALLEY MEDICAL SOCIETY

Walla Walla Valley Medical Society held its monthly

meeting November 11 as guests of the Veterans Adminis-

tration at Walla Walla, following a fine dinner in the per-

sonnel dining room. The society met in the recreation

hall.

The following program was presented with F. C. Cassidy,

clinical director of the Veterans Administration, in the chair.

J. R. Deagen discussed “The Kenny Treatment of Infantile

Paralysis,” as noted by him on a recent visit to the Minne-

apolis Clinic.

F. B. Nather, roentgenologist, gave an illustrated paper

on “Diagnostic Problems in Pulmonary Tuberculosis,” show-

ing problems and pitfalls in diagnosis of this disease.

E. M. Tapp gave a paper on “Food Poisoning,” showing

that eternal vigilance is necessary, if we are to escape this

recurring malady in its various forms.

Harlan P. Kahler, M.D., Secretary
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CLINICAL FORUM
PEDIATRIC PROBLEM

R. J., born May 20, 1943, came to the office September 7,

three and one-half months old. His birth weight was six

pounds, and nine pounds at two months. He had always
been a feeding problem

;
was vomiting now practically

everything given to him; he was also having dysentery.

He was being fed by a wet nurse and was a picture of

emaciation, weight, six pounds, ten ounces. His eyes were

staring, a little sunken, fontanel was retracted, and his

tongue was heavily coated. Neck was long and thin
;

ribs

were very prominent. His heart and lungs were negative.

.Abdomen was very thin-walled and scaphoid, active peri-

stalsis could be seen over entire area. The child was in such

poor condition that the outlook appeared hopeless, that he

might die before reaching the hospital, but he and his par-

ents made it.

Hypodermoclysis was given and in the evening 180 cc.

citrated blood. The following day there was a little im-

provement. The next four or five days his temperature did

not rise above 101.4°. His intake of fluids and nourishment

were ample, something over 700 cc. per day, and he only

had two stools daily. From the first his progress was very

slow, though fairly satisfactory, and his general condition

remained poor, but compared with the first observation he

was much improved.

.After ten days in the hospital he became rather subdued

and uninterested in food, his abdominal peristaltic action

markedly visible, more hypodermoclysis was given, also

another blood transfusion. He did not receive the expected

benefit which one would feel should occur. As time passed

he had more stools. Some days he would be quite bright,

then again show lethargy and lose all interest in food. His

weight remained about six and one-half to seven pounds.

It was observed at the end of the third week his abdomen
became quite distended, this varying from time to time.

His progress was very slow but in view of the entire situa-

tion, there appeared to be an almost complete deadlock

between his recuperative qualities and his lowered vitality.

Since he seemed to be receiving a little benefit from each

blood transfusion, two were given within a short interval

of time. His blood picture on October 16 was hb. 158 per

cent, r. b. c. 7,770,000. After another transfusion some days

later his hb. was the same, but the r. b. c. were 8,400,000,

and w. b. c. 4,450, 91 per cent of them mononuclear cells.

With this picture further transfusions did not offer a prom-

ise of success. At this time he was taking ample food and

retaining it, also sufficient fluid. What are your suggestions

as to treatment and line of care?

COMMENTS ON OBSTETRIC PROBLEM IN
NOVEMBER ISSUE

First commentator says: Nothing is indicated in the re-

ported case about the estimated size of the baby. Presum-

ably the child is near the weight and dimensions of the first

born. It may have been even larger as suggested by the

mother’s “unusual amount of discomfort” during the four

weeks prior to exp>ected date of delivery. The fact that she

had a hard labor previously and forceps were necessary pre-

sents a point not to be ignored. At times “nature” seems to

be aware of dystocia and shrinks from labor, which is not

to be interpreted in terms of inertia. Too much infipoKaoCe

cannot be attributed to the roentgenogram the ratio of

head to pelvic capacity at best is only iflatLfe. I would

have delivered this girl by cesarian aoii not ruptured the

membranes. After the progress (or lack of it) as related in

the problem, I would terminate the process by ce^riai:,

using sulfathiazole powder generously in uterine \voun,l

and cavity. When in the hands of the average practitioner

cesarian is a safer method of delivery than difficult forceps.

Second commentator offers these views: This obstetric

problem presents one of those long drawn-out processes of

delivery that cause much anxiety to the obstetrician. My
suggestion would be that she be urged to walk about and

exercise within the limits of discomfort. In this way grav-

ity pulls the baby’s head down into her pelvis and puts the

cervix on the stretch. The process will proceed fairly pain-

lessly, probably causing only a little backache; this usually

takes place within two, three, occasionally four days. Then

one would expect ordinary labor pains to ensue, but if they

do not, and if the mother’s condition is good, one does not

necessarily need to give pituitrin. In the meantime fluids

should be given amply and regular nutrition cared for; rest,

too, is as imperative as the exercise. The chief disturbance

of one’s equanimity lies in relatives and talkative jjersons

giving marvelous illustrations and suggestions. The only

opportunity of offsetting that situation is in openly inform-

ing the family fully before rupturing the membranes that

there is a possibility of a number of days elapsing before

actual labor sets in. Pelvic examinations should be kept at a

minimum. Palpating the head above the symphysis gives

excellent indication of its molding and descent. After it is

observed to be low in the pelvis, a vaginal will indicate

most clearly the condition of the cervix. If the mother’s

exhaustion is approaching, forceps can be applied as soon

as dilatation is complete.

Conclusion of Case: Examination at the stage of labor

indicated in the problem showed the head to be fairly well

molded, the cervix still around the crown but soft. It ap-

peared that, if she had a few hard contractions, the head

would be pushed beyond the sacral promontory, and then

could be delivered with the aid of forceps, but she was hav-

ing no contractions. She was fairly well anesthetized and

then given three minims of pituitrin intravenously, which

was considered safe, since she was being controlled perfectly

by the anesthetic. The cervix also was of such consistency

that the probability of a contraction ring was quite remote.

Hard pains followed at once. The cervix was pushed back

over the head during each pain. Before procedure was com-

plete her pains completely subsided. Once more with the

above encouragement more pituitrin was given intraven-

ously, this time with the desired results. The head came

down over the promontory and forceps were applied with

difficulty. The head was rotated and a male infant, weighing

nine pounds, eight ounces, was delivered. The baby showed

no evidence of injury and left the hospital with his mother

two weeks later, both in good condition.

BOOK REVIEWS
Fractures and Dislocations for Practitioners. By Edwin

O. Geckeler, M.D. Diplomat of the American Board of

Orthopedic Surgery, etc. Third Edition. 361 pp. $4.50. The
Williams & Wilkins Co., Baltimore, 1943.

This is a textbook on the treatment of the more common

fractures and dislocations with excellent diagrams and

illustrations to simplify the grasping of the newer methods

il?ed m treating fractures and dislocations. There is an ex-

cellent- chapter cr. chemotherapy, recent developments of

which have' greatly Vhanged the treatment of traumatic

wounds. There is alsd a thorough chapter on the emergency

treatiment of fractures,' "of which so much has been written

of late. This book is of special- .value to the general prac-

titioner and the gtr'eral sur^cii as well as being a very

good leference ‘bock for the orthopedist.

G. W. Freeman.
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0RISDOL in Propylene Glycol mokes it possible to secure the benefits obtainable

from combining vitamin D with the daily milk ration. This preparation is simple, con-

venient and easy to use, and relatively little is required for prophylaxis and treatment

of rickets—on/y two drops daily.

DRISDOL IN PROPYLENE GLYCOL

DOES NOT FLOAT ON MILK • DOES NOT ADHERE TO BOTTLE

DOES NOT HAVE A FISHY TASTE < DOES NOT HAVE A FISHY ODOR

Drisdol in Propylene Glycol— 10,000 units per Grom— is available in bottles containing 5 cc. and 50 cc.

A special dropper delivering 250 U.S.P. vitamin 0 units per drop is supplied with each bottle.

D R I S D 0 I
Reg. U. S. Pot. Off. S Canada

in PROPVlEnE GlVCOl
Brand of Crystalline Vitamin D from ergosterol

WINTHROP CHEMICAL COMPANY, INC.
NEW YORK 13, N. Y. WINDSOR, ONT.
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Reconstructwe Surgery of the Eyelids. By Wendell
L. Hughes, M.D., F..4.C.S. 160 pp., $4. 36 plates of 198
figures. The C. V. Mosby Company, St. Louis, 1943.

This monograph presents a high standard, well illustrat-

ed, with photographs, diagrams and case reports. General

principles and specific technic of eyelid reconstruction are

covered in great detail. Following an historical survey of

the field, the author deals with reconstruction of each tissue

of the eyelid in a novel combination of historical review

and explanatory discussion which contributes to a basic

understanding of the technics available, and their utiliza-

tion in varying combinations to meet individual circum-

stance.

In the concluding portion of the work the material is

correlated with a group of case reports, generously illus-

trated, covering virtually all lesions which require lid re-

construction, and depicting the author’s own widely recom-

mended technic. Since most ophthalmic surgeons have lim-

ited experience with this type of work, this book, with its

wealth of concrete detail, should be a valuable addition to

the library of anyone interested in this field.

William Stellwagen.

Microscopic Technique in Biology and Medicine. By
E. y. Cowdry, Professor of .\natomy, Washington Univer-
sity, and Director of Research, The Barnard Free Skin
and Cancer Hospital, 206 pp, $4. The Williams & Wilkins
Company, Baltimore, 1943.

“The purpose of this book is to etxend the horizon by

exposing in an introductory way a few of the many op-

portunities awaiting workers in biology and medicine in-

terested in the minute structure of living things.” Twenty-
five years ago one could not have anticipated perfection

of the ultramicroscope capable of revealing a world of

structures unknown at that time. In this book are de-

scribed the techniques required for the worker to use in

examination of these minute bodies. Definite information

about specific matters is more in demand than general

statements. Imparting of such information is the aim of

this volume. For convenience of reference exerything under

consideration is listed alphabetically, whether it be study

of a stain, description of body structures or discussion of

elements. Since condensation is essential in covering a large

variety of subjects, many details may be found in the

numerous references to the literature which are supplied

under each heading. At the outset is a discussion of choice

of methods, organization of laboratory and standardization

of stains. The body of the book is devoted entirely to

techniques.

Experimental Surgery, A Laboratory Guide for Under-
graduate Students. By J. M. McCaughan, B.S., M.D.,
Ph.D., Assistant Professor of Surgery, St. Louis University
School of Medicine, St. Louis, Missouri. Illustrated. 80

pp., $2. The C. V. Mosby Company, St. Louis, 1943.

While this volume is intended primarily for experimental

work of the student in acquiring surgical technic, it should

be of use to the practitioner who desires to refresh his

knowledge of technic in certain surgical lines. It offers an

opportunity for detailed animal experimentation. It pre-

sents a wealth of illustrations of operations on the intes-

tinal tract, abdominal organs, arteries and veins, the tech-

nic of each operation being described and illustrated in de-

tail. Accompanying each op>eration is a series of pertinent

questions. Voluminous references are included concerning

each operation. Blank pages are added for u.se of the

experimenter. If one desires to perfect his technic in cer-

tain special operations, he might do well to investigate

this loose-leaf volume.

Reaction to Injury. Pathology for Students of Dis-

ease Based on the Functional and Morphological Re-
sponses of Tissues to Injurious Agents. By Wiley D. For-

bus, M.D., Professor of Pathology, Duke University. 532

Illustrations, 20 of which are in color. 797 pp., $9. The
Williams & Wilkins Co., Baltimore, 1943.

This new pathology is not just another book. The author

has a new concept of pathologic processes to put before

students, in which the emphasis is not so much on the

disease as on the reaction of the tissues of that particular

disease. This volume consists of two parts and there are

two more parts to follow. Part I takes up the nature and

causation of disease, in which is developed the theme that

there are only three possible reactions: (1) that of resist-

ing the disease, (2) submitting to tbe disease, and (3)

adaptation to the disease. In this way the usual manner

of general and special pathology is avoided.

Part II takes up in detail the resisting reaction to dis-

ease and as such includes the reaction to injury by bac-

teria through acute and chronic inflammation and antibody

formation, the reaction to injury by obligate cellular para-

sites through inflammation and related mechanisms, and the

reaction to injury by foreign bodies, bacteria, treponemata

and fungi through primary alteration of the reticuloendo-

thelial system and chronic granulomatous diseases.

The casual reader who does not take the trouble to look

at the introduction might be a little disappointed in this

book because he would not find what he expected in the

average pathology. But the author has written a very ex-

cellent work under the given definitions. There is a fine

historical approach not only in the first chapter but also

throughout the book in relation to many of the diseases

taken up. There are 527 illustrations which are taken from

the author’s own material. The pictures not only clarify

the text but tell their own connected story as well. It is a

very interesting volume, stimulating and worthy of careful

reading and study to anyone interested in pathology in

the reaction of tissues and injury. David Metheny.

The Nature and Treatment of Mental Disorders. By
Dom Thomas Verner Moore, O.S.B., Ph.D., M.D., Pro-

fesor of Psychology and Psychiatry, Catholic University

of America. Foreword by Edward A. Strecker, M.D., Pro-

fessor of Psychiatry, Graduate and Undergraduate Schools

of Medicine, University of Pennsylvania. 312 pp., $4.

Grune & Stratton, New York, 1943.

This volume does not deal with mental disorders accord-

ing to the traditional classifications and descriptions. The

author states he has attempted to outline, criticize and

supplement classic theories of psychopathology and to

make use of these theories in order to throw light on the

nature of mental disorders. He attempts to find a pharma-

cologic method of treating physiologic emotional conditions.

Technics of therapy “are illustrated by cases with a more

or less successful issue, not by any means because all or

most psychotherapeutic attempts have a successful ending.”

The book contains descriptions of a series of patients with

a variety of mental disturbances, with outlines of the

author’s modes of dealing with them. One treating this

class of patients can probably obtain some useful sugges-

tions by consulting this volume.
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MERRY Christmas ?
on Christmas Day you find a moment to

yourself . . .

To hope, to believe, that this time the maim-

ing and killing of war are being endured for

the last time . . .

To be thankful for the wonderful healers and

healing techniques that are coming out of the

war to serve the peace . .

.

To take pride in the glorious achievements of

your professional brothers in uniform . . .

And to feel that your own service, wearying

and unheroic though it be, is appreciated

—

and in the finest traditions of the selflessness

of the medical profession.

You are a healer, a saver of life

Yet, this Christmas you see a world intent on

maiming, on killing.

You wish you were out where the wounded

and dying are, doing everything in your

power for them . . .

But, circumstance holds you and commands,

“Stay, do your work here—where the need

for it is greater than ever before!

"

Because today twice as many people are de-

pendent upon your skill, no hour of day or

night is completely and certainly your own...

Not even at Christmas.

So, to wish you a merry Christmas at this

time would be to wish you the impossible.

However, the House of Wyeth—dedicated,

too, to the relief of suffering—does wish that

2



NORTHWEST MEDICINE ADVERTISER

S.M.A. CORPORATION • 8100 McCORMICK BLVD. • CHICAGO, ILL.

p ( V ; s / o N WYETH INCORPORATED

29



CUTTER
D-P-T

(simultaneous immunization against

diphtheria, pertussis and tetanus in 3

single doses)

A BOON TO YOU

AND TO

YOUR PATIENTS

a glance you can see the outward advan-

tages of Cutter D-P-T— it is time-saving,

convenient, less trying on little patients.

However, let us reiterate—one course of this

combination of diphtheria toxoid. Phase 1

pertussis concentrate and tetanus toxoid es-

tablishes a good basic immunity against all

three diseases. (One course— 0.5 cc., 1.0 cc.

and 1.0 cc.)

In fact, immunity against each is apparently

higher than when the antigens are given

alone, and reactions appear to be no more

frequent or severe.

Have you tried it yet?

CUTTER LABORATORIES, BERKELEY, CALIF.
One of America's oldest biological laboratories
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THE TUMOR INSTITUTE

of the

SWEDISH HOSPITAL
OFFERS

Consultation service to physicians

and radiation facilities for patients

with neoplastic and allied diseases

1211 Marion Street

Seattle, Washington

Elliott 0481



NORTHWEST MEDICINE ADVERTISER

BENZEDRINE SULFATE TABLETS

Any potent drug should be administered under

medical supervision, and Benzedrine Sulfate* is no exception.

In medical literature, the majority of the reports of undesirable

reactions attributed to Benzedrine Sulfate have been traceable

to cases of indiscriminate or unsupervised use. This is equally

true of the often magnified and sensational reports in the lay press.

Obviously, these unfavorable reports greatly retarded the wider

clinical use of this valuable therapeutic agent. From the very

beginning. Smith, Kline & French Laboratories— as a matter of

business judgment, to say nothing of ethical considerations—did

what it could to keep Benzedrine Sulfate solely in the hands of

the medical profession.

But our own unaided efforts never met with complete success.

And, understandably concerned over the possibility of self-

medication, certain physicians hesitated to employ Benzedrine

Sulfate therapy.

However, when the Federal Food, Drug & Cosmetic Act of

June, 1938, became effective, we immediately put Benzedrine

Sulfate in the category of drugs to be sold on prescription only.

The Act is strictly enforced and is supplemented by similar legis-

lation in many states. Today, as a result, the physician can pre-

scribe Benzedrine Sulfate, secure in the knowledge that there is

little likelihood of its abuse.

*Brand of amphetamine sulfate

SMITH, KLINE & FRENCH LABORATORIES, PHILADELPHIA, PA.
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^0ome and get it!

• Look at him go! First in any rliow line, this rookie’s

enthusiastic gorging is offset, fortunately, hy a strenu-

ous program of exercise. His counterpart among the

“Rocking Chair Brigade” still has to he considered.

When over-indulgence and lack of exercise are causa-

tive factors in constipation, relief may often be

obtained with Petrogalar.*

It helps to soften thoroughly the stool and encour-

ages regular, comfortable bowel movement. Petrogalar

is acceptable even with “stuffy” patients because of its

pleasant taste and ready miscibility in water.

It may he taken directly from the spoon or from

a glass. Consider Petrogalar for the treatment of

constipation.

FOR THE TREATMENT OF CONSTIPATION

Petrogalar
*Fteg. U.S. Pat. Off. Petrogalar is an aqueous suspension of pure
mineral oil each iOO cc. of u'hich contains 65 cc. pure mineral oil

suspended in an aqueous jelly containing agar and acacia.

Petrogalar Laboratories, Inc. • 8134 McCormick Boulevard • Cliicago, Illinois
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meet the ujei'itime eme^jaeMeu

too- mamu nxitienti, too- teio doctor—

CUTTER’S A/em

^fU>pie QomIUnea VaccUte-
PERTUSSIS, DIPHTHERIA, TETANUS

and other diphtheria, tetanus and pertussis prophylactic combinations

Clinical series, published and unpublished, indicate that results with the var-

ious combined vaccines available are at least as good as when the vaccines are

given alone and there are indications that they may be better. Reactions appear

to be no more frequent or severe, and the use in Cutter's preparations of

aluminum hydroxide adsorption instead of alum precipitation greatly reduces

the occurrence of persistent nodules.

Avitilahle;

"Triple "— Diphtheria Toxoid, Tetanus Toxoid, Pertussis Phase 1 Com-
bined (Fluid)— 2'/2 tc. (1 immunization), 10 cc. (4 immunizations).

Diptussis— Diphtheria Toxoid. Pertussis Pha.se 1 Combined (Fluid)—
2 V2 cc. (1 immunization), 10 cc. (4 immunizations).

Diphtheria Toxoid, Tetanus Toxoid Combined (Aluminum Hydroxide
Adsorbed) — 2-1 cc. (1 immunization), 10 cc. (5 immunizations).

Cutter jQiboradbrUs
BERKELEY* CHICAGO

NEW YORK

One of America’s oldest biological laboratories
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